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Initial Comments

Type of Survey: Complaint
Complaint #: NJ00154292
Census: 18

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:
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Complaint #: NJ00154292

Based on interview, observation, and record
review it was determined that the facility failed to
ensure an Administrator (ADM) was on the
premises during program hours for 18
Participants in attendance on 8/25/23. This
deficient practice was evidenced by the following:

On 8/25/23 at 10:20 a.m., the surveyor entered
the facility and met with the Registered Nurse
(RN) who explained the ADM was not currently at
the facility.

On 8/25/23 at 10:25 a.m., the surveyor
interviewed the ADM over the telephone who
explained she was out with a participant at an
appointment and was on her way back to the
facility.

On 8/25/23 at 10:30 a.m., the surveyor
interviewed the ADM who stated that her position
at the facility was the ADM and the Activity
Director. In addition, the ADM explained she
occassionally went out on appointments with the
Participants.

On 8/25/23 at 10:40 a.m., the surveyor
interviewed the Executive Director (ED) and
owner of the facility over the telephone who
confirmed the ADM's aforementioned positions.
The ED stated that she explained to the ADM on
more than one occassion that she had to always
be in the facility and could not go out with
Participants.

On 8/25/23 at 11:00 a.m., the surveyor reviewed
the facility staffing schedule titled "Weekly
Schedule" dated from 8/7/23 to 8/25/23 and the
ADM was listed as the "Act" [Activity] and not the
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ADM. The staffing schedule did not indicate an
ADM was scheduled during program hours.

The facility failed to ensure an ADM was always
in the facility during program hours.
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Plan of Correction for Su

M221, 8:43F-3.1 (a) Administration:

CORRECTIVE ACTION:
The job description of the administrator was reviewe
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writing to act in the absence of the administrator. Th
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SYSTEMIC CHANGES:

A full time Director of Activities has been hired who i
administrator. The Director of Activities shall be resp
quality of the activities service. The newly hired direg

requirement of Qualifications of activities director ui
Director shall report to the Administrator of the facili

fulfill all requirements of 8:43F-3.1 (a). Administratio

QUALITY ASSURANCE:
Monitoring of the attendance and performance of th
the responsibilities as delineated in the administratoy
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provided, directly to the Quality Assurance Committe
Monitoring shall occur weekly times 3 months.
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