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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint#:  NJ00166706

Census:  127 

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.

 

 M 223 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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 M 223Continued From page 1 M 223

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 00166706

Based on observation, interview, medical record, 

document, and policy and procedure review, it 

was determined that the facility failed to ensure all 

facility Drivers follow the facility's "Job 
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Description: Driver" and policies and procedures 

related to transportation services for 1 of 3 

Participants, Participant #2. This deficient 

practice was evidenced by the following:

On 9/29/23 at 11:45 a.m., the surveyor reviewed 

the medical record (MR) of Participant #2 which 

revealed Participant #2 was admitted to the 

facility on with diagnoses of 

 

In addition, 

the surveyor observed written in the MR under 

"Nursing Notes," by a Registered Nurse (RN) 

which revealed on Participant #2 

 ...."

At 12:17 p.m., the surveyor interviewed the RN 

regarding the aforementioned documentation in 

her "Nursing Notes" on . The RN 

explained on  Driver #1 dropped off 

Participant #2 at the wrong address. The RN 

stated she was not aware of all the details of the 

incident but, Participant #2  

  and 

At 12:29 p.m., the surveyor interviewed the 

Transportation Director (TD) regarding the  

incident that occurred outside of the program. He 

explained on  Participant #2  

 by Driver #1 who was not the 

participant's regular driver. Driver #1 dropped off 

Participant #2  

. The TD 

stated Driver #1 reported the GPS (a driving 

navigation device) did not register Participant #2's 

correct address per facility records. Also, Driver 

#1 stated Participant #2  

During the 

interview, the TD confirmed Driver #1 should 
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 M 223Continued From page 3 M 223

have called the facility when he was unable to 

locate the Participant's assigned address.

At 12:36 p.m., the surveyor interviewed the 

Administrator who confirmed the above incident 

occurred on  The Administrator explained 

 approximately between 6:45 

p.m., and 7:00 p.m., to notify her about 

Participant #2 . In addition, she 

stated Participant #2  

. The Administrator confirmed Driver #1 

 

 the driver was retrained on the facility's 

policies regarding transportation of Participants.

On 10/2/23 at 1:22 p.m., the surveyor interviewed 

Driver #1 via telephone, who stated on , he 

 Participant #2 . He 

explained upon arriving on Participant #2's street, 

 

 Driver #1 stated Participant #2  

. In addition, Driver #1 stated 

he observed Participant #2 walk into the door of 

the home before he drove off.  During the 

interview, Driver #1 acknowledged that he should 

have called the facility for guidance instead of 

listening to the Participant.

The surveyor reviewed the facility's "Job 

Description: Driver" which revealed under 

"Responsibilities of the Driver, The driver is 

responsible for assisting and safely transporting 

participants to and from the Center and their 

residence ... 3. Reporting IMMEDIATELY to the 

Program Director any problems observed or 

encountered while transporting participants..." 

The surveyor also reviewed the facility policy and 

procedure titled,"Transportation Service Policy" 

which listed "...[The facility] will make every effort 
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to provide a safe, efficient transportation service."

Additionally, the surveyor reviewed the facility 

policy and procedure titled, "Transportation 

Services Position: Van driver" which listed under 

"Responsibilities and Duties: ...The driver is 

responsible for the safe, efficient transportation of 

the Adult Day Services...clients..." 

Refer to: 8:43F-17.2

 M 827 8:43F-17.2 Transportation Services

The facility shall develop and implement plans for 

security and accountability for the participant and 

the participant's personal possessions while 

transportation services are being provided.

This REQUIREMENT  is not met as evidenced 

by:

 M 827

Complaint #: NJ00166706

Based on observation, interview, medical record, 

document, and policy and procedure review, it 

was determined that the facility failed to ensure 

security and accountability for a participant while 

being transported home for 1 of 3 Participants, 

Participant #2, which placed the participant at risk 

for harm. This deficient practice was evidenced 

by the following:

On 9/29/23 at 11:07 a.m., the surveyor observed 

Participant #2 seated at a table engaged in 
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activities with staff. The surveyor attempted to 

interview Participant #2, but was  to 

the Participants . 

At 11:45 a.m., the surveyor reviewed the medical 

record (MR) of Participant #2 which revealed 

Participant #2 was admitted to the program on 

 with diagnoses of  

 

 According to the "Nursing 

Re-Assessment" dated , Participant #2 

 

In addition, the surveyor 

reviewed Participant #2's "Interdisciplinary Care 

Plan" dated  which revealed Participant #2 

 

 

 

During review of the MR on 9/29/23, the surveyor 

observed a hospital document titled, "AFTER 

VISIT SUMMARY" dated , which 

indicated Participant #2  

.

At 12:17 p.m., the surveyor interviewed a 

Registered Nurse (RN) regarding the above 

"After Visit Summary" report. The RN stated on 

 Participant #2  

 (Driver #1) and  

 The RN stated 

Participant #2  

Additionally, the participant  

and  

 on 

At 12:29 p.m., the surveyor interviewed the 

Transportation Director (TD) regarding the  

incident. He stated on  Participant #2 was 
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 M 827Continued From page 6 M 827

transported home by Driver #1 who filled in for 

the regular driver, Driver #2, who was not 

available for interview. The TD stated Driver #1 

dropped off Participant #2 on the participant's 

street but at the  

Additionally, the TD stated Driver #1 explained he 

had trouble with the GPS (driving navigation 

device) which did not register Participant #2's 

address as listed on the facility records. The TD 

stated Driver #1 reported Participant #2 identified 

the home where the participant was let off the bus 

and observed the participant walk into the home 

of the address the GPS located.

At 12:36 p.m., the surveyor interviewed the 

Administrator who stated on 6/8/23,  

 approximately 

between 6:45 p.m., and 7:00 p.m.,

who reported Participant #2 . 

The Administrator stated the facility contacted the 

TD and Driver #1  

 Participant #2  

 the Administrator stated 

Participant #2  

 The surveyor then 

requested the investigative report from the 

Administrator. 

The surveyor reviewed the facility "Incident 

Report" dated  provided by the 

Administrator which revealed Participant #2 was 

transported by the facility vehicle from the facility 

at 1:34 p.m. to go home, but was driven to the 

wrong house address and dropped off at 2:38 

p.m. The "Incident Report" revealed Participant 

#2 was observed by Driver #1 going up to the 

door of the wrong home address but did not 

ensure the participant entered the home before 

leaving the driveway. During review of the 

"Incident Report," the facility was notified by a 
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 M 827Continued From page 7 M 827

local police department on  at 

approximately 8:08 p.m. indicating Participant #2 

 

 

At 12:40 p.m., the surveyor reviewed the facility 

"Transportation Logs" dated , which 

revealed Participant #2 left from the facility for 

transport at 1:30 p.m., and was dropped off at 

2:38 p.m., by Driver #1  

On 10/2/23 at 1:22 p.m., the surveyor interviewed 

Driver #1 via telephone who stated on , he 

drove Participant #2 home for the first time. 

Driver #1 stated upon arriving on the  participant's 

street, the GPS  

 Driver #1 explained Participant #2 told 

him it was the right home, so he let the participant 

off the bus and observed  the participant walk into 

the door of the home before he drove off. During 

the interview, Driver #1 stated he thought the 

participant knew where he/she lived. Driver #1, 

also acknowledged he should have called the 

facility for guidance. 

The surveyor reviewed the facility policy and 

procedure titled, "Transportation Services 

Position: Van driver" which listed under 

"Responsibilities and Duties: ...The driver is 

responsible for the safe, efficient transportation of 

the Adult Day Services...clients..." 

The surveyor also reviewed the facility policy and 

procedure titled,"Transportation Service Policy" 

which listed "...[The facility] will make every effort 

to provide a safe, efficient transportation service."

Additionally, the surveyor reviewed the facility's 

"Job Description: Driver" which revealed under 
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"Responsibilities of the Driver, The driver is 

responsible for assisting and safely transporting 

participants to and from the Center and their 

residence ... 3. Reporting IMMEDIATELY to the 

Program Director any problems observed or 

encountered while transporting participants..." 

Refer to:  8:43F-3.1(b)(1-7)
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