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Initial Comments

Type of Survey: Complaint
Complaint # NJ 00173955
Census: 50

Sample Size: 4

The facility was not in substantial compliance with
all of the standards in the New Jersey
Administrative Code, Chapter 8:43F, Standards
for Licensure of Adult Day Health Services. The
facility must submit a plan of correction, including
a completion date, for each deficiency and ensure
that the plan is implemented. Failure to correct
deficiencies may result in enforcement action in
accordance with the provisions of New Jersey
Administrative Code, Title 8, Chapter 43E,
Enforcement of Licensure Regulations.

8:43F-3.1(b)(1-7) Administration

(b) The administrator shall be responsible for, but
not limited to, the following:

1. Ensuring the development,
implementation, and enforcement of all policies
and

procedures, including participant rights;

2. Planning and administering the
managerial, operational, fiscal, and reporting
components

of the facility;

3. Participating in the quality improvement
program for participant care and staff
performance;
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4. Ensuring that all personnel are assigned
duties based upon their education, training,
competencies, and job descriptions;

5. Ensuring the provision of staff orientation,
staff education, and ongoing staff training in
accordance with N.J.A.C. 8:43F-6.3;

6. Establishing and maintaining liaison
relationships and communication between facility
staff

and services providers and with participants
and their caregivers; and

7. Verifying that each Medicaid-eligible
participant is eligible to receive services available
at

the adult day health services facility prior to
the participant's entry into the program. For the

purposes of this section, the administrator
shall be entitled to rely on any prior authorization

performed by the Department for the
participant in accordance with N.J.A.C. 8:86.

This REQUIREMENT is not met as evidenced
by:
Complaint # NJ 00173955

Based on interview, record review, and review of
facility policy and procedure it was determined
that the facility Administrator failed to develop a
comprehensive policy and procedure to include
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staff education following an incident of SN for
1 of 3 participants, Participant #2 as evidenced by
the following:

On 8/15/24 at 11:30 a.m., the surveyor reviewed
the medical record (MR) of Participant #2 that
revealed the participant was admitted to the
program in

NJ Exec Order 26.4b1] with diagnoses of

NJ Exec Order 26.4b1

The W documented that the staff member was

Further surveyor review of the MR, revealed that
on [l the Administrator was made aware of
the above incident and an investigation and
incident report was completed The SW also
documented on |§EEN 2t 10:35 a.m., that the

above incident was reported to the Department of

Health on

At 12:07 p.m., the surveyor interviewed the SW in
regards to the NNISGERCICE]
that occurred on |§ . The SW
stated that orjjjjiiiillij she heard the program aide
at Participant #2 for sharing food. The SW
stated that the program aide continued to
The SW stated that the program aide was
immediately | fl pending investigation and
the Administrator was also made aware of the
incident.

At 12:26 p.m., the surveyor interviewed the
Administrator regarding the above

The
Administrator confirmed that he was made aware
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of the incident of NNISCIRCIG EIgZN )]
JThe Administrator stated that the
program aide was on |l pending
investigation to rule out The Administrator
stated that after the conclusion of the

investigation, the program aide was terminated

on BN

During surveyor interview with the Administrator,
the surveyor inquired about staff
training/in-services following the
The Administrator stated that staff were trained
upon hire and annually per the facility policy and
procedure. The Administrator acknowledged that
there was no staff re-education or in-services

provided following thr incident of |l

The surveyor reviewed the facility policy and
procedure titled, "Abuse, Neglect, and
Exploitation of Members" which revealed
"...Annually and upon hire, all applicable staff will
be required to participate in training or in-service
regarding the types of abuse, identification and
reporting of abuse, and the facility's policy and
procedures regarding the reporting of abuse,
neglect and exploitation of members."

NJ Exec Order 26.4b]]

During surveyor review of the facility policy and
procedure titled, "Abuse, Neglect, and
Exploitation of Members" the surveyor observed
that there was no procedure to address the
re-education of staff members following an
incident of abuse to prevent further occurrences
and maintain the safety of all participants.
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NJ Ex Order 26.4(b)(1) A dministrato

M223-Projected Date of Completion: September 3, 2024

1. How the corrective action will be corrected for those participants found to
have been affected by the deficient practice.
1a} All staff will be in éewiced on Abuse, Neglect and Exploitation of
Members Policy annually. Participant #2 that was involved in this incident
still attends the center regularly. Staff employee involved in incident was
terminated- All staff were re-educated on facilities Abuse,
Neglect and Exploitation policy on August 20, 2024, and employee in-
services will be conducted annually and upon hire and ongoing.

2. How the facility will identify other residents having the potential to be
affected by the same deficient practice.
2a) All members had the potential to be affected.

3. What measures will be put into place or systematic changes made to ensure
that deficient practice will not occur.

3a) the Administrator will continue to have in service and training with

all staff to review facility’s Abuse, Neglect and Exploitation policy and
procedure annually for new staff upon hire during training and orientation,
and as needed following any Abuse, Neglect and Exploitation policy and
procedure was not followed. Facility Abuse, Neglect and Exploitation policy

was updated August 20, 2024, and staff oriented. This practice will be

410 Whitehead Road, Hamilton, NJ 08619
Phone: 609.883.0200 Fax: 609.890.1974 Web: www.ActiveDay.con
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conducted upon hiring employees and employees will be in-serviced on
going annually.

3b) The staff or designee will notify the Administrator of any Abuse,
Neglect or Exploitation that takes place at the facility. The Administrator will
review progress notes following all Abuse, Neglect or Exploitation to ensure

all necessary criteria is recorded.

. How the facility will monitor its corrective actions to ensure that the

deficient practice is being corrected and will not recur, i.e,, what program will
be put into place to monitor the continued effectiveness of the systematic

changes.

4a) All applicable center staff will be required to participate in training or in-
services regarding the types of abuse, identification and reporting of abuse,
and the facility’s policy and procedures regarding the reporting of abuse,
neglect and exploitation of members annually, upon hire and as needed
and/or deemed necessary after an incident or report of abuse, neglect
and/or exploitation of members. Administrator or designee will monitor and
ensure that in-services will be done annually and upon hire of new employee

hire based on facility policy. \
{
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Census: 50

Sample Size: 4

The facility was not in substantial compliance with
all of the standards in the New Jersey
Administrative Code, Chapter 8:43F, Standards
for Licensure of Adult Day Health Services. The
facility must submit a plan of correction, including
a completion date, for each deficiency and ensure
that the plan is implemented. Failure to correct
deficiencies may result in enforcement action in
accordance with the provisions of New Jersey
Administrative Code, Title 8, Chapter 43E,
Enforcement of Licensure Regulations.
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