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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint #:  NJ00162535

Census: 40

Sample Size:  6

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.

 

 M 263 8:43F-3.4(a)(5) Administration

(a) The facility shall notify the Department 

immediately by telephone at 609-633-9034 

(609-392-2020 after business hours), followed by 

written confirmation within 72 hours of the 

following:

5. All fires, all disasters, and all deaths 

resulting from accidents or incidents in the 

facility or related to facility services. The 

written confirmation shall contain information 

about injuries to participants and/or 

personnel, disruption of services, and extent of 

damages.

 M 263

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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 M 263Continued From page 1 M 263

This REQUIREMENT  is not met as evidenced 

by:

NJ00162535

Based on interview and record review, it was 

determined that the facility failed to notify the 

Department of Health (DOH) of a facility motor 

vehicle accident which resulted in participants 

being taken to the Emergency Room for 

evaluation of injuries for 6 of 6 participants, 

Participant #1, Participant #2, Participant #3, 

Participant #4, Participant #5, and Participant #6. 

This deficient practice was evidenced by the 

following:

On 4/5/23 at 9:58 a.m., during the entrance to the 

facility the surveyor asked for the Administrator 

(ADM) and the Assistant Administrator (AA) 

explained the ADM was not at the facility and 

would not be available due to religious beliefs. 

1. On 4/5/23 at 10:35 a.m., the surveyor reviewed 

the medical record (MR) of Participant #1 which 

showed Participant #1 was admitted to the facility 

on  with diagnoses of  

 

 

 

During review of Participant #1's MR, the 

surveyor identified "Notes" dated  by the AA 

which showed on Participant #1 was 

involved in a along with other 

participants and "had  [with] 
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 M 263Continued From page 2 M 263

 [the] ." The Emergency Room 

(ER) "After Visit Summary," dated revealed 

the reason for visit was a "  

[with] Diagnoses [of a]  [and  

 

"

2.  On 4/5/23 at 11:00 a.m., the surveyor 

reviewed the medical record (MR) of Participant 

#2 which showed Participant #2 was admitted to 

the facility on with diagnoses of 

. 

During review of Participant #2's MR, the 

surveyor identified "Notes" dated by the AA 

which showed on Participant #2 was 

involved in a  along with other 

participants and was "taken to the hospital" for 

evaluation and "was released with no [injuries]." 

3.  On 4/5/23 at 11:20 a.m., the surveyor 

reviewed the medical record (MR) of Participant 

#3 which showed Participant #3 was admitted to 

the facility on  with diagnoses of 

 

 

). During review of Participant #3's 

MR, the surveyor identified "Notes" dated   

by the AA which showed on Participant #3 

was "involved in an accident [along] with [other] 

clients... [and] had a ." In addition, 

Participant #3 was "released from hospital that 

evening."

4.  On 4/5/23 at 11:50 a.m., the surveyor 

reviewed the medical record (MR) of Participant 

#4 which showed Participant #4 was admitted to 

the facility on  with diagnoses of 

 

. During review of 
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 M 263Continued From page 3 M 263

Participant #4's MR, the surveyor reviewed 

"Notes" written on  by the AA which showed 

on  Participant #4 was involved in a  

t along with other participants and was 

taken to the hospital for evaluation. According to 

the "Notes," Participant #4 on , "was 

taking [taken] to Hospital [and] had  on 

.

5.  On 4/5/23 at 12:20 p.m., the surveyor 

reviewed the medical record (MR) of Participant 

#5 which showed Participant #5 was admitted to 

the facility on  with diagnoses of 

 

 During review of Participant #5's MR, 

the surveyor reviewed "Notes" dated  

written by the Director of Nursing (DON) which 

showed on  [Participant #5] was involved 

in an accident [and] was transported to the 

hospital to be evaluated. [Participant #5] had no 

visible injury and was released with instructions to 

follow up with PCP [Primary Care Physician]." In 

addition, according to "Notes" documented by the 

DON on  Participant #3's Home Manager 

reported "some  to [Participant #3's]  

but [was] otherwise fine [and] will be ready to 

return to program on  On  the DON 

wrote "[Participant #5] returned to program 

following the t...[with] No apparent 

injuries noted, denied [and] "

6.  On 4/5/23 at 12:50 p.m., the surveyor 

reviewed the medical record (MR) of Participant 

#6 which showed Participant #6 was admitted to 

the facility on  with diagnoses of 

 

 During review of Participant #6's MR, 

the surveyor reviewed "Notes" dated  

written by the AA which showed on  

Participant #6 was involved in a bus accident 
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 M 263Continued From page 4 M 263

along with other participants and "was [taken] to 

[the] hospital to be checked out. Participant #6 

sustained "a  and  [and] 

was released that night from hospital" on 

. The Emergency Room (ER) "After Visit 

Summary," dated for , revealed the reason 

for visit was a "motor vehicle crash [with] 

Diagnoses [of a]  

 

 

)." The DON on  

documented "Call made to Group Home... update 

provided on [Participant #6] , and 

 areas are still  and 

 is being addressed with 

On 4/5/23 at 12:55 p.m., the surveyor interviewed 

the AA regarding the bus accident that occurred 

on who explained the Participants were 

being transported home from the facility when the 

bus was involved in an accident. Additionally, all 

the Participants were taken to the ER for 

evaluation and released on . The surveyor 

then inquired if the DOH was notified of the 

accident on  and the AA explained she, the 

AA, was not aware that the DOH had to be 

notified and there was no reportable sent. 

On 4/5/23 at 2:00 p.m., the AA confirmed to the 

surveyor the ADM did not want to be contacted 

during the time of the survey, but would review 

survey findings with AA upon return to the facility.

The facility failed to report a bus accident that 

occurred on  to the DOH which involved the 

aforementioned Participants, who as a result of 

the accident sustained injuries and were 

evaluated and treated at the ER.
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 M 579Continued From page 5 M 579

 M 579 8:43F-12.2(a) Social Work Services

The facility shall arrange for the provision of 

social work services to participants who require 

them, in accordance with N.J.S.A. 45:15BB-1 et 

seq. and N.J.A.C. 13:44G.

This REQUIREMENT  is not met as evidenced 

by:

 M 579

NJ00162535

Based on observation, interview, and record 

review it was determined the facility failed to 

ensure that a Licensed or Certified Social Worker 

(SW) was available to participants to provide 

services as needed. This deficient practice was 

evidenced by the following:

On 04/05/2023 at 10:15 a.m., during interview 

with the Director of Nursing (DON), the surveyor 

asked about staffing. The DON gave a verbal list 

of all staff but did not mention a SW. The 

surveyor asked if there was a SW, and the DON 

informed the surveyor the facility did not have 

one. 

On 04/05/2023 at 10:45 a.m., the Assistant 

Administrator (AA) submitted the staffing list. 

Upon review of the staffing list, it was noted that a 

social worker was not listed. 

On 04/05/2023 at 2:00 p.m., The surveyor 

interviewed the AA regarding the facility's SW. 

The AA explained the facility did not currently 

have a SW but created job postings on job 

posting sites. The AA explained the facility had a 
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 M 579Continued From page 6 M 579

few interviews but have not found anyone willing 

to work the required hours.

The facility did not have a Licensed or Certified 

Social Worker available to provide services to 

participants from January 1, 2023, until day of 

survey on 04/05/2023.
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