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Initial Comments

Type of Survey: Complaint
Complaint #'s NJ 00150100, NJ 00150280

Census: 50
Sample Size: 3

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(a) Administration

The license holder shall appoint an administrator
who is a full-time employee of the facility. The
administrator, or an alternate who shall be
designated in writing to act in the absence of the
administrator, shall be available on the premises
of the facility during the hours when participant
care services are being provided.

This REQUIREMENT is not met as evidenced
by:
Complaint # NJ 00150100, NJ 00150280
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Continued From page 1

Based on observation and interview it was
determined that the facility failed to ensure that
an Administrator was available on the premises of
the facility during programming hours or an
alternate Administrator was delegated in writing
for 50 participants on 11/29/21 as evidenced by
the following:

On 11/29/21 9 a.m., the surveyor arrived at the
facility and met with the Director of Nursing
(DON) at the front desk. The surveyor inquired
about the Administrator or the designated
alternate Administrator. The DON stated that she
was the DON and also was informed by the

NJ Ex Order 26.4b

program Owner on that she was the

acting Administrator.

and confirmed that there was no Administrator
nor alternate Administrator designated to act in
this position.

The facility failed to ensure that an Administrator
and/or alternate Administrator was designated in

writing and available on the premises at all times
when participants were present.

8:43F-8.2 Medical Services

A physician shall be designated to serve as the
facility's medical consultant.

This REQUIREMENT is not met as evidenced

M 221
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Continued From page 2

by:
Complaint # NJ 00150100, NJ 00150280

Based on interview and record review, it was
determined that the facility failed to ensure that a
physician was designated to serve as the facility's
medical consultant, as evidenced by the
following:

On 11/29/21 at 9:10 a.m., during interview with
the facility's Director of Nursing (DON), she told
the surveyor that the facility did not have a
Medical Consultant and had not had one since
June of 2021.

At 11:05 a.m., during a telephone interview with
the facility's Owner, the surveyor inquired if the
facility had a Medical Consultant. The owner
stated that the facility has not had a Medical
Consultant since the program re-opened on
10/6/21 and was still in the process of hiring a
Medical Consultant.

8:43F-12.1 Social Work Services

All social workers shall be licensed or certified by
the New Jersey State Board of Social Work
Examiners, pursuant to N.J.S.A. 45:15BB-1 et
seq.

This REQUIREMENT is not met as evidenced
by:
Complaint #: NJ 00150100, NJ 00150280

Based on interview and review of the Assistant
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Social Worker (ASW) personnel file provided by
the facility it was determined that the Social

Worker (SW) [NNE=EOI{e CIgAs R X1

This deficient practice
was evidenced by the following:

On 11/29/21 at 9:15 a.m., during interview with
the Director of Nursing (DON), the surveyor
inquired if the facility's Social Worker (SW) was
available for interview. The DON stated that both
the Administrator and SV RRESSIEEIEERE
and stated
that the facility had an Assistant SW (ASW).

At 9:30 a.m., the surveyor interviewed the ASW
who stated that she had been employed by the
facility since |l EMEMNMN- She told the surveyor
that she worked under the former Licensed SW
(LSW) whose last date of employment at the
facility was || . The ASW confirmed that
she was [NNESEOIGEIIZ R XL

explained that she was in the process of

obtaining her NNE=SEOIs RN

The ASW had a NEESSSICEEREN from 3 [ocal
university, however, there was no documented
evidence in her personnel file that she was

NJ Ex Order 26.4b1 :

During surveyor interview with the Owner at 11:05
a.m., he confirmed that the facility only had an
ASW. The facility failed to ensure social work
services were provided by a licensed or board
certified by NJBSWE in accordance with this
regulation.

and
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