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F 000 | INITIAL COMMENTS F 000

A Recertification and Complaint Survey was
conducted by Healthcare Management Solutions,
LLC on behalf of the New Jersey Department of
Health (NJDOH). The facility was found not to be
in substantial compliance with 42 CFR 483
subpart B.

Survey Dates: 12/11/23 - 12/14/23
Survey Census: 107

Sample Size: 28

Supplemental Residents: 0

No deficiencies were issued related to Intakes:
NJ149370, NJ151215, NJ152516, NJ153172,
NJ153308, NJ156275, NJ156731, and
NJ157698.

F 640 | Encoding/Transmitting Resident Assessments F 640 1/25/24
SS=E | CFR(s): 483.20(f)(1)-(4)

§483.20(f) Automated data processing
requirement-

§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
each resident in the facility:

(i) Admission assessment.

(i) Annual assessment updates.

(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

(v) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(vi) Background (face-sheet) information, if there
is no admission assessment.

§483.20(f)(2) Transmitting data. Within 7 days
after a facility completes a resident's assessment,
a facility must be capable of transmitting to the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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CMS System information for each resident
contained in the MDS in a format that conforms to
standard record layouts and data dictionaries,
and that passes standardized edits defined by
CMS and the State.

§483.20(f)(3) Transmittal requirements. Within
14 days after a facility completes a resident's
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the following:
(iYAdmission assessment.

(i) Annual assessment.

(iii) Significant change in status assessment.

(iv) Significant correction of prior full assessment.
(v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

(vii) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(viii) Background (face-sheet) information, for an
initial transmission of MDS data on resident that
does not have an admission assessment.

§483.20(f)(4) Data format. The facility must
transmit data in the format specified by CMS or,
for a State which has an alternate RAI approved
by CMS, in the format specified by the State and
approved by CMS.

This REQUIREMENT is not met as evidenced
by:

Based on document review, interview, and
review of the "Resident Assessment Instrument
(RAI" manual, the facility failed to ensure
"Minimum Data Set (MDS)" assessments were
transmitted within 14 days after completion of the
"MDS" for six of 11 sampled residents (Resident
(R) 10, R41, R57, R72, R79, and R85) reviewed
for "MDS" transmission.

F 640

F-640 SS=E

Element 1:

The SEAESIEY®KB) was provided with a

re-education regarding timely submission
of MDS in accordance with the RAI

guidelines and on the transmittal process

INJ Exec Order 26.4b1]

through the 3rd party vendo
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Findings include:

Review of the "RAI" Manual dated October 2023
revealed the Comprehensive Assessments must
be transmitted electronically within 14 days of the
Care Plan Completion Date. All other "MDS"
assessments must be submitted within 14 days of
the "MDS" Completion Date.

Review of the facility's "MDS" transmission
verification document provided by the facility
revealed that the following "MDS" assessments
had not been transmitted:

1.10's Annual "MDS" with an assessment
reference date (ARD) of 10/09/23;

2.41's Quarterly "MDS" with an ARD of j§
3.57's Quarterly "MDS" with an ARD of |§
4.72's Quarterly "MDS" with an ARD of |§
5.79's Quarterly "MDS" with an ARD of ji
6.85's Quarterly "MDS" with an ARD of il

During an interview on 12/13/23 at 2:15 PM the

WEREOIIYG)KE) confirmed the above six

"MDSs" had not been transmitted.

NJAC 8:39-11.2(e)

Education was given on December 13,
2023.

Element 2:

All residents who have an MDS that are
due for electronic submission have the
potential to be affected by the cited
practice.

Element 3:

MDS Coordinator will transmit MDS that
are due for electronic submission on a
weekly basis and will cross reconcile PCC
transmission compared toiEEEERKEES
transmission to ensure that it is
transmitted to CMS repository in
accordance with the RAI requirements.
Any negative findings will be corrected by
the MDS coordinator.

Element 4:

1. The Regional MDS Coordinator will
conduct a weekly audit x 4 weeks and
then monthly x 3 months for MDS
assessments that are due for submission
to ensure that the MDS are electronically
transmitted in a timely manner in
accordance with the RAI guidelines. Any
negative findings will be corrected by the
MDS coordinator.

2. The results of the audits will be
submitted by the Regional MDS
Coordinator to the QAPI committee who
meets quarterly, to review and determine
the frequency and necessity of future
audits.
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This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments
program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on
the survey report form).

ITEM DATE ITEM DATE ITEM DATE

Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix F0640 Correction ID Prefix Correction ID Prefix Correction

483.20(f)(1)-(4

Reg. # O-4) Completed |Reg. # Completed | Reg. # Completed
LSC 01/25/2024 LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [] | (INITIALS)
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
12/19/2023 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [Jvyes [ No
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An Emergency Preparedness Survey was
conducted by Healthcare Management Solutions,
LLC on behalf of the New Jersey Department of
Health on 12/19/23. The facility was found to be
in compliance with 42 CFR 483.73.

K 000 | INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted by
Healthcare Management Solutions, LLC on
behalf of the New Jersey Department of Health,
Health Facility Survey and Field Operations on
12/19/23 and was found to be in noncompliance
with the requirements for participation in
Medicare/Medicaid at 42 CFR 483.90(a), Life
Safety from Fire, and the 2012 Edition of the
National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19 EXISTING
Health Care Occupancy.

Preferred Care at Hamilton is a one-story building
with a partial basement that was built in 1969. It is
composed of Type |l protected construction. The
facility is divided into 12 - smoke zones. The
generator does approximately 100 % of the
building as per the SSEECILY(ON@N - The
current occupied beds are 103 of 126.

K 222 | Egress Doors K 222 1/25/24
SS=F | CFR(s): NFPA 101

Egress Doors

Doors in a required means of egress shall not be
equipped with a latch or a lock that requires the
use of a tool or key from the egress side unless
using one of the following special locking

arrangements:
CLINICAL NEEDS OR SECURITY THREAT
LOCKING
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/11/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K 222 | Continued From page 1

Where special locking arrangements for the
clinical security needs of the patient are used,
only one locking device shall be permitted on
each door and provisions shall be made for the
rapid removal of occupants by: remote control of
locks; keying of all locks or keys carried by staff at
all times; or other such reliable means available
to the staff at all times.
18.2.2.2.5.1,18.2.2.2.6,19.2.2.2.5.1,19.2.2.2.6
SPECIAL NEEDS LOCKING ARRANGEMENTS
Where special locking arrangements for the
safety needs of the patient are used, all of the
Clinical or Security Locking requirements are
being met. In addition, the locks must be
electrical locks that fail safely so as to release
upon loss of power to the device; the building is
protected by a supervised automatic sprinkler
system and the locked space is protected by a
complete smoke detection system (or is
constantly monitored at an attended location
within the locked space); and both the sprinkler
and detection systems are arranged to unlock the
doors upon activation.

18.2.2.25.2,19.2.2.2.5.2, TIA12-4
DELAYED-EGRESS LOCKING
ARRANGEMENTS

Approved, listed delayed-egress locking systems
installed in accordance with 7.2.1.6.1 shall be
permitted on door assemblies serving low and
ordinary hazard contents in buildings protected
throughout by an approved, supervised automatic
fire detection system or an approved, supervised
automatic sprinkler system.
18.2.2.24,19.2.2.2.4

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlled Egress Door assemblies
installed in accordance with 7.2.1.6.2 shall be

K222
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permitted.

18.2.2.24,19.22.2.4

ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS

Elevator lobby exit access door locking in
accordance with 7.2.1.6.3 shall be permitted on
door assemblies in buildings protected throughout
by an approved, supervised automatic fire
detection system and an approved, supervised
automatic sprinkler system.

18.2.2.2.4,19.2.2.24

This REQUIREMENT is not met as evidenced
by:

Based on observations and interview, the facility
failed to ensure 15 out of 19 exit doors which
were equipped with a delay-egress locking
system, had a readily visible, durable signs in
letters not less than 1 inch (25 millimeters ) high
and not less than 1/8 inch (3.2 mm) located on
the door stating, "PUSH UNTIL ALARM SOUNDS
DOOR CAN BE OPENED IN 15 SECONDS" in
accordance with NFPA 101 Life Safety Code
(2012 Edition) Sections 19.2.2.2.4(2) and
7.2.1.6.1.1(4). This deficient practice had the
potential to affect all 103 residents who resided at
the facility.

Findings include:

Observations at 12/19/23 at 12:44 PM revealed
15 of the delay-egress doors, located throughout
the facility did not have the required signage
stating, "PUSH UNTIL ALARM SOUNDS DOOR
CAN BE OPENED IN 15 SECONDS".

During an interview at the time of the observation,

the USHSOIVN{)N(S)M confirmed the

delay-egress doors lacked the required signage.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY)
K 222 | Continued From page 2 K 222

K222

All 15 emergency exit doors were labeled
with the required signage in accordance
with all federal and State regulations and
requirements.

Other emergency exit doors were
inspected to ensure that they have proper
signage in accordance with all federal and
State regulations and requirements.

Administrator reeducated the
Maintenance staff on ensuring proper
signage for emergency exit doors that
they are maintained in accordance with all
federal and State regulations and
requirements.

Maintenance director/designee will
conduct weekly audits X3 weeks then
monthly X3 months to ensure that the
door signage is maintained in accordance
with all federal and State regulations and
requirements. All findings will be reviewed
in the Quarterly QAPI meeting for further
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review, the facility failed to ensure smoke
detection sensitivity testing of the smoke
detectors were completed every alternate year in
accordance with NFPA 72 National Fire Alarm
and Signaling Code (2010 Edition) Section
14.4.5.3.2. This deficient practice had the
potential to affect all 103 residents who resided at
the facility.

Findings include:

A review of a facility binder for the 2023 calendar
year, provided by the S ERSOIEN(JN(S)]
revealed the "Inspection and Testing Reports"
dated 07/21/23 had no reference to a smoke
detection sensitivity test.

Observations of the facility smoke detectors on
12/19/23 from 11:30 AM to 1:30 PM with the
VERSCIIN(OX@EN rcvealed smoke detectors
were in the corridors at the smoke barriers, in all
sleeping rooms, and other concealed areas

Smoke Detection sensitivity test was
immediately scheduled to be conducted
1/31/2024.

This deficient practice has the potential to
affect all the residents in the facility.

Administrator reeducated the
VSRS X@M (o cnsure that the
smoke detection sensitivity test is
conducted at least every other year.

Maintenance Director/designee will
conduct monthly audits X3 to ensure that
the facility is conducting smoke detector
sensitivity tests at least every other year,
and having the reports readily available .
All findings will be reviewed quarterly at
the QAPI meeting for further
recommendations.
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K 222 | Continued From page 3 K 222
NJAC 8:39-31.2(e) recommendations.
K 345 | Fire Alarm System - Testing and Maintenance K 345 2/5/24
SS=F | CFR(s): NFPA 101
Fire Alarm System - Testing and Maintenance
A fire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT is not met as evidenced
by:
Based on observations, interview, and record K345
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Maintenance, Inspection & Testing - Doors

Fire doors assemblies are inspected and tested
annually in accordance with NFPA 80, Standard
for Fire Doors and Other Opening Protectives.
Non-rated doors, including corridor doors to
patient rooms and smoke barrier doors, are
routinely inspected as part of the facility
maintenance program.

Individuals performing the door inspections and
testing possess knowledge, training or experience
that demonstrates ability.

Written records of inspection and testing are
maintained and are available for review.

19.7.6, 8.3.3.1 (LSC)

5.2,5.2.3 (2010 NFPA 80)

This REQUIREMENT is not met as evidenced
by:

Based on document review, observation, and
interview, the facility failed to ensure the fire
doors were inspected annually in accordance with
NFPA 101 Life Safety Code (2012 edition)
7.2.1.15. This deficient practice had the potential
to affect all 103 residents who resided at the
facility.

Findings include:

K761

2023.

affect

Facility Fire Doors were inspected to
ensure compliance on December 21,

This deficient practice has the potential to
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K 345 | Continued From page 4 K 345
throughout the building.
During an interview at the time of the
observations, the USISCIEYOXE)
confirmed the smoke sensitivity testing was not
completed on the smoke detectors.
NJAC 8:39-31.2(e)
NFPA 70, 72
K 761 | Maintenance, Inspection & Testing - Doors K 761 1/25/24
SS=F | CFR(s): NFPA 101

all the residents in the facility.
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A review of the facility's "Life Safety Inspection
Binder" dated for the years of 2022 and 2023,
provided by the (USHECIEN()NEN . did not
reveal any inspections on the facilities fire door
assemblies.

During an interview on 12/19/23 at 1:00 PM, the

VERSCIINGXEN confirmed the fire doors

were not inspected.

NJAC 8:39-31.2(e)
NFPA 80

The administrator reeducated the
VRSO Y(OX@R on the requirement
of inspecting all fire doors at least
annually and maintaining the
documentation of the inspection.

Maintenance Director/designee will
conduct monthly audits X3 to ensure that
the facility is conducting annual fire door
inspections and have the fire door
inspection report readily available. All
findings will be reviewed quarterly at the
QAPI meeting for further
recommendations.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 8A5Y21

Facility ID: NJ61105 If continuation sheet Page 6 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

315111

v1 |B- Wing

MULTIPLE CONSTRUCTION
A. Building 01 - MAIN BUILDING 01

Y2

DATE OF REVISIT

2/5/2024 va

NAME OF FACILITY
PREFERRED CARE AT HAMILTON

1501 STATE HWY 33

HAMILTON SQUARE, NJ 08690

STREET ADDRESS, CITY, STATE, ZIP CODE

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).

ITEM DATE ITEM DATE ITEM DATE

Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction ID Prefix Correction ID Prefix Correction

NFPA 101 NFPA 101 NFPA 101

Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC K0222 01/25/2024 LSC K0345 02/05/2024 LSC K0761 01/25/2024
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |[Reg. # Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [] | (INITIALS)
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
12/19/2023 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [Jvyes [ No

Form CMS - 2567B (09/92) EF (11/06)

Page 1 of 1

EVENT ID:

8A5Y22





