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Initial Comments

Type of Survey: Complaint
Complaint # NJ 00139768
Census: 0

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-3.4(a)(6) 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:

6. All alleged or suspected crimes committed
by or against participants, which

shall also be reported at the time of
occurrence to the local police department.
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This REQUIREMENT is not met as evidenced

by:
Complaint # NJ 00139768

Based on interview and record review it was
determined that the facility failed to report an

NJ Exec Order 26.4b: o NJ Exec Order 26.4b1] to the Department of
Health (DOH) in a timely manner for 1 of 3
participants reviewed, Participant #1. This
deficient practice was evidenced by the following:

The surveyor reviewed the Reportable Event
Report (RER) form dated |[#SSSSl completed by a
Social Worker (SW) which documented that

NJ €

Participant #1 reported to the SW onl|

According to the report, the incident occurred on

NJ ex order 26.4b1

On 9/29/29 at 9:30 a.m., during an entrance
conference, the surveyor interviewed the SW/
Alternative Administrator regarding the |REEES

The SW stated that on
approximately 12:30 p.m., she
received a telephone call from Participant #1

Further, the SW stated that she asked the
participant why he/she did [NNES eI CIPAR:)]
NJ ex order 26.4b]]

The SW stated
that Participant #1 [NNEXGe](s CIgAR ki
and later stated that it
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In addition, the SW stated that she asked the
participant why the incident was not reported
immediately to the facility. The SW stated that
the participant stated that he/she forgot to report
the incident and just remembered now that
he/she saw the driver. The SW stated that she
immediately initiated an investigation an
provided the participant with ks 6.4p1
that the participant stated that he/she |

The SW explained that based on interviews,

statements and the participant's |l

and NEESCERCIGEIEIRAN | the facility
NJ ex order 26.4b1

The SW provided the surveyor
with the investigative report and stated that the

NJ ex order 26.4b1

During continued interview, the surveyor asked
the SW if the aforementioned incident was
reported to the DOH immediately when the facility
became aware of the aforementioned
incident. The SW confirmed that she did not
report the incident immediately to the DOH and
that she was not aware of the reporting time
frame. She explained that the incident was
reported to DOH when the Administrator directed
her to do so.

At 10:05 a.m., the surveyor reviewed Participant
#1's "Member Information" which indicated that
the participant was admitted to the program in
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NJ ex order 26.4b1
The "Quarterly Interdisciplinary Conference"
BB indicated that the participant was

NJ ex order 26.4b1

At 12:30 p.m., the surveyor placed a telephone
call to Participant #1 at his/her home. The
participant did not want to participate in an
interview with the surveyor, therefore, the
surveyor was not able to complete the interview.

Post survey on 10/1/20 at 1:45 p.m., the surveyor
interviewed the ||l driver and he stated that

he never went |nto the par‘umpants house nor

The driver stated that usually he
would leave the lunch on the table on the porch
and the participant would pick up the lunch.

The driver continued that when he went to deliver
the lunch bag that the participant was already
outside on the porch waiting for him. He stated
that the participant asked him to carry the Iunch
bag into the house because he/she |-

The driver stated that
he carried the bag closer to the front door but was
not going to go in because they were not allowed
to go into participants' home.

The driver stated that he placed the participant's
lunch bag at the front door and left and that there
was no contact between them. NEEICICEIFERIN

The driver explained that the participant thought

that he [driver] [ NNES (o AL X1
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The surveyor reviewed the policy and procedure
titled, "Reporting Suspected Patient Abuse or
Exploitation" indicated, "The facility shall report to
adult protective services any suspected case of
participant abuse or exploitation that occurred
outside the facility that is discovered by the
facility, if the participant is 65 or older. For adults
under 65 the facility shall notify the Department of
Health and Senior Services."
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dult Medical Day

63 Grove St. Passaic, NJ 07055
Phone: 973-779-4228 Fax: 973-779-4238
November 19, 2020

1. How the corrective action will be accomplished for those residents found to have been
affected by the deficient practice.

The corrective action will be accomplished for the residents found to have been affected by the

deficient practice in that this client, Participant #1 NN EIC IR0

I
2. How the facility will identify other residents having the potential to be affected by the same
deficient practice.

The Administrator reviewed all incident/accident reports from 2019/2020 to ensure that an
investigation has been conducted for each incident/accident and if it needed to be reported. None
were identified.

3. What measures will be put into place or systemic changes made to ensure that the deficient

practice will not recur.

A. Any and all incidents/accidents will be reported immediately to the Administrator and Chief
Clinical Officer.

B. All employees have been in serviced on reporting any incidents/accidents of client concerns
by reporting directly to the Administrator.

C. Upon hire, all employees will be in-serviced on all incidents/accidents and client complaints.
To be completed by administrator by 11/30/20.

4. 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 systemic changes.

A. Allin-services on incidents/accidents will be placed in employee file to ensure that it is
occurring no later than 11/30/20.

B. Employees files will be reviewed by Administrator, |ilEEEEE ©" Yearly basis to ensure all
in-services are completed. This will be completed by 11/30/20.

C. Any and all accidents and incidents will be discussed with the Chief Clinical Officer, |l
I to decide the required follow — up.

D. Incidents/Accident reports shall be placed in a binder specific for Incidents. This binder shall
be developed by the administrator and will contain all client complaints, accidents, incidents
and will be available for review by the Chief Clinical Officer, ISR



Binder shall include complaint form, detailing incident, investigational findings and

outcome.
A random review of the binder by the Chief Clinical Officer shall be conducted at a
minimum of monthly to ensure all required incidents/accidents are reported to state within

72 hours. Completion date 11/30/20.

Sincerely,

NJ Exec Order 26.4b1

- Administrator
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