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 M 000 Initial Comments  M 000

Type of Survey:  Re-Licensure and Complaint

Complaint#:  NJ00169349

Census 12/20/23:  104

Census 12/21/23:  68

             

Sample Size:  8  

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 

 M 223
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 M 223Continued From page 1 M 223

performance;

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:

NJ00169349

Based on interview, observation, and pertinent 

document review, it was determined the facility 

failed to ensure all staff fire drill training was 
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 M 223Continued From page 2 M 223

accurately timed and correctly dated, and daily 

aspects of physical plant and kitchen operations 

are maintained. In addition, the facility failed to 

ensure the implementation and enforcement of all 

policies and procedures, including "Physical Plant 

Precautions," "Nursing Space and Equipment," 

"Blood Glucose Testing," "Van Maintenance," 

"Seat Belts," and "Fire and Other Emergencies: 

General" This deficient practice was evidenced by 

the following: 

1. On 12/20/23 at 11:40 a.m., Surveyor #1 

observed the Director of Transportation (DOT) in 

the lobby of the facility requesting staff to sign an 

in-service record.

At 11:45 a.m., Surveyor #1 interviewed the DOT 

in the presence of the Administrator and Surveyor 

#2, who stated he was in the process of 

conducting a fire drill in-service with the 

transportation staff. The surveyor requested the 

in-service signature record from the DOT, and 

upon surveyors review, the in-service signature 

record was back dated for 11/15/23 and the time 

listed was for 2:30 p.m.

At 11:50 a.m., the surveyors interviewed the 

Administrator regarding the back dated fire drill 

in-service signature record, who stated he was 

unaware of the fire drill in-service or why the DOT 

conducted fire drill training today 12/20/23. 

Additionally, the Administrator stated all the 

emergency drills were completed for the year 

2023.

2. On 12/20/2023 at 11:20 a.m., the surveyor 

observed furniture and facility supplies were 

stored in the egress service corridor. 

At 11:25 a.m., the surveyor observed the 
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 M 223Continued From page 3 M 223

ceiling-mounted "EXIT" signs in the service 

corridor and in the main kitchen had electrical 

tape holding the fixtures together and securing 

them to the ceiling. 

At 1:50 p.m., the surveyor observed facility floor 

plan postings, however there were no emergency 

evacuation diagrams posted which displayed the 

location of fire extinguishers, alarm boxes, nor 

fire exits identified.

On 12/21/23 at 10:40 a.m., 10:44 a.m., and 10:45 

a.m., the surveyor interviewed the Administrator 

who stated he was aware items were in the 

egress corridor, but the area was not used for 

storage daily. The Administrator also stated he 

thought the facility was compliant if there were 

diagrams of the floor plan with directional arrows 

posted. Additionally, the Administrator stated he 

was not aware of the damage to the exit signs 

until alerted by the surveyor.

The surveyor reviewed the facility policy and 

procedure titled, "Fire and Other Emergencies: 

General" which revealed, "1. The fire and disaster 

plan shall be prominently posted in both English 

and other languages if needed, evacuation 

directions. The evacuation routes will be posted 

in every room in the center...6. Stairways and 

hallways should be well lit and kept free of 

obstructions...The center shall have at least two 

well-identified exits."

3. On 12/20/23 at 10:02 a.m. and 10:08 a.m. 

while on the facility tour with the Administrator the 

surveyor observed five staff members in the 

kitchen without hair nets. The Administrator 

stated that it was facility policy is to wear a hair 

net in the kitchen.
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 M 223Continued From page 4 M 223

Reference: The New Jersey State Sanitary Code 

N.J.A.C. 8:24-2.4(c)1 - "The following 

requirements shall apply to hair restraints: 1. 

Except as provided in (c)2 below, food employees 

shall wear hair restraints such as hats, hair 

coverings or nets, beard restraints, and clothing 

that covers body hair, that are designed and worn 

to effectively keep their hair from contacting 

exposed food, clean equipment, utensils, linens; 

and unwrapped single-service and single-use 

articles." 

4. On 12/20/23 at 10:18 a.m., the surveyor, in the 

presence of the Alternate Director of Nursing 

(DON), observed two blood glucose meters, 

along with alcohol pads and lancets in the 

examination room, however, the surveyor did not 

observe any disinfection solution to clean the 

blood glucose meters.

During the above observation, upon inquiry, the 

Alternate DON explained the examination room 

was where participants came to have their vital 

signs assessed each day. The surveyor 

interviewed the Alternate DON to inquire if the 

blood glucose meters were intended for 

multi-patient use. The Alternate DON stated their 

blood glucose meters were multi-patient use, and 

they were used for multiple participants at the 

center. The surveyor then inquired about what 

solution the blood glucose meters were cleaned 

and disinfected with. The Alternate DON stated 

the blood glucose meters were cleaned and 

disinfected with alcohol pads. 

The surveyor reviewed the, "True Metrix Pro 

Professional Monitoring Blood Glucose Meter 

Owner's Manual," and reviewed the 
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 M 223Continued From page 5 M 223

manufacturer's instructions for use (IFUs) which 

indicated, "To Clean and Disinfect the Meter: 

...With ONLY Super Sani-Cloth* Wipes (or any 

disinfectant product with the EPA* reg. no. of 

9480-4), rub the entire outside of the meter using 

3 circular wiping motions with moderate pressure 

of the front, back, left side, right side, top and 

bottom of the meter."

The surveyor then inquired if Sani-Cloth Wipes 

were available for cleaning and disinfection of 

blood glucose meters at the facility, and the 

Alternate DON stated they did not have any 

Sani-Cloth Wipes.

On 12/21/23 at 10:32 a.m., the surveyor 

interviewed the DON to inquire about what 

solution the blood glucose meters were cleaned 

and disinfected with. The DON stated alcohol was 

used to clean the blood glucose meters. The 

surveyor showed the DON the blood glucose 

meter manual that indicated only Sani-Cloth 

Wipes were to be used to clean and disinfect the 

blood glucose meters. The DON stated she did 

not know the blood glucose meters were to only 

be cleaned and disinfected with Sani-Cloth 

Wipes, and there were no Sani-Cloth Wipes 

available.

The surveyor reviewed the facility policy titled, 

"Blood Glucose Testing," which indicated, "...The 

nurse shall test the blood glucose in accordance 

with the manufacturer's directions for the 

particular machine in use..."

5. On 12/20/23 at 10:27 a.m., the surveyor, in the 

presence of the Alternate Director of Nursing 

(DON) and two Registered Nurses (RN), 

inspected the emergency equipment in the 

Nurses' Station/Room. The surveyor observed a 
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 M 223Continued From page 6 M 223

suction machine with a broken canister, which 

was held together with tape. The surveyor did not 

observe any yankauer suction tip (a tool used for 

oral suctioning).

At the time of the above observation, the surveyor 

interviewed the Alternate DON, who stated there 

was no other suction canister, and she did not 

know how long the suction canister had been 

broken, or when it was taped. The Alternate DON 

stated the facility did not have yankauer suction 

tips. 

At 10:32 a.m., and 10:34 a.m., the surveyor 

interviewed RN #1 and RN #2, who both stated 

they did not know the suction canister was broken 

or for how long it was broken. RN #1 and RN #2 

both stated they did not know who taped the 

suction canister, and there was no other suction 

canister.

On 12/21/23 at 10:32 a.m., the surveyor 

interviewed the DON, who stated she did not 

know who taped the suction canister or when it 

broke.

The surveyor reviewed the facility policy titled, 

"Physical Plant Precautions," which indicated, 

"...All equipment will be maintained (cleaned, 

laundered, disposed of, etc.) and replaced as 

necessary by the center."

The surveyor reviewed another facility policy 

titled, "Nursing Space and Equipment," which 

showed, "...Equipment and supplies in the center 

shall be of the quality and in the quantity 

necessary for care of participants as ordered or 

indicated..."

6. On 12/21/23 at 12:26 p.m., the surveyor 
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 M 223Continued From page 7 M 223

observed as participants boarded Bus #5 to 

depart home. The surveyor observed the Director 

of Transportation (DOT) in the driver's seat of 

Bus #5 as he prepared to depart from the facility 

with 4 unsampled participants, two of which did 

not have a seat belt on. The surveyor interviewed 

the DOT to inquire if he was ready to depart from 

the facility. The DOT stated he would apply his 

own seat belt, and then he was ready to depart. 

The surveyor inquired about the two unsampled 

participants in the bus without their seat belts 

applied. The DOT stated he told everyone to 

apply their seat belt when they boarded the bus. 

The surveyor inquired about who was responsible 

for ensuring participants applied their seat belts 

prior to departure. The DOT stated the drivers 

were responsible for "telling the participants to 

apply their seat belt."

At 12:39 p.m., the surveyor observed as 

participants boarded Bus #18 to depart home. 

The surveyor observed a walker and multiple 

participant belongings in the front of the bus and 

partially in the walkway, all of which were not 

secured. The surveyor observed Driver #1 depart 

from the facility without securing the belongings.

The surveyor reviewed the facility policy titled, 

"Seat Belts," which indicated, "...The driver and all 

passengers shall wear seat belts at all times 

when the van is in motion...All passengers 

transported in a center vehicle must wear a seat 

belt at all times...Drivers shall be responsible for 

assisting and reminding participants to use their 

seat belts...Drivers shall make sure all 

participants and riders are wearing a seat belt 

before departing."

7. On 12/21/23 at 12:32 p.m., the surveyor 

observed Bus #19 pull up to the center to drop-off 
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 M 223Continued From page 8 M 223

participants for the second session. The surveyor 

observed Bus #19 had clear tape wrapped all 

around the right side-view mirror and antenna.

At 1:27 p.m., the surveyor interviewed the 

Director of Transportation and the Administrator, 

who both stated on November 14, 2023, a tree 

struck Bus #19 and broke the right side-view 

mirror. The DOT stated the right side-view mirror 

was attached to a pole, which secured the right 

side-view mirror to the vehicle, and tape was 

added so the right side-view mirror did not vibrate 

when the vehicle was in motion.

The surveyor reviewed the facility policy titled, 

"Van Maintenance," which indicated, "Center 

vehicles shall be properly maintained, licensed 

and inspected to ensure the safety and comfort of 

the passengers...The Program Director shall be 

responsible for ensuring the Transportation Daily 

and Weekly Vehicle Check is completed as 

indicated, as well as ensuring that the vehicle 

receives all scheduled maintenance 

appointments and repairs..."

Reference: 

8:43F-14.17(b) M-679 

8:43F-16.2(i)(1-8)(i-iv) M-0783 

8:43F-17.1(c)(d)(e) M-0825

8:43F-17.2 M-0827

8:43F-14.17(a) M-0677

8:43F-14.17(d)-M-0685

8:43F-10.5(a)-M0539

 M 539 8:43F-10.5(a) Dietary Services

The dietary service shall comply with the 

provisions of N.J.A.C. 8:24.

 M 539
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 M 539Continued From page 9 M 539

This REQUIREMENT  is not met as evidenced 

by:

Complaint#:  NJ00169349

Based on observation, interview, and pertinent 

facility document review, it was determined that 

the facility failed to ensure 5 of 5 staff entering the 

kitchen wore hair nets or coverings. This deficient 

practice was evidenced by the following:

On 12/20/23 at 10:02 a.m. and 10:08 a.m. while 

on the facility tour with the Administrator the 

surveyor observed five staff members in the 

kitchen without hair nets. 

At 10:02 a.m. on 12/20/23 while on tour with the 

Administrator the surveyor observed a Program 

Coordinator (PC) who also functions as a 

Program Aide and two Kitchen Staff (KS) 

members who also function as Program Aides in 

the kitchen without hair nets. The Administrator 

stated that it was facility policy is to wear a hair 

net in the kitchen.

At 10:08 a.m. the surveyor noticed a 

Transportation Diver (TD) who also functions as 

Program Aide and the Administrator enter the 

kitchen without hair nets.

At 10:08 a.m. when the surveyor interviewed PC 

to inquire why they did not wear a hairnet, PC 

stated "I usually wear one, I just went to grab a 
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 M 539Continued From page 10 M 539

Christmas stocking."

  

At 1:28 p.m. when the surveyor interviewed KS 

#1 to inquire why they did not wear a hairnet, KS 

#1 stated "Maybe the hair net fell down." 

At 1:33 p.m. when the surveyor interviewed TD, 

to inquire why they did not wear a hairnet, TD 

stated they went in the kitchen looking for a hair 

net but could not find it. 

Reference: The New Jersey State Sanitary Code 

N.J.A.C. 8:24-2.4(c)1 - "The following 

requirements shall apply to hair restraints: 1. 

Except as provided in (c)2 below, food employees 

shall wear hair restraints such as hats, hair 

coverings or nets, beard restraints, and clothing 

that covers body hair, that are designed and worn 

to effectively keep their hair from contacting 

exposed food, clean equipment, utensils, linens; 

and unwrapped single-service and single-use 

articles."

 M 677 8:43F-14.17(a) Physical Plant Requirements

The facility shall develop written emergency 

plans, policies, and procedures which shall 

include plans and procedures to be followed in 

case of medical emergency, equipment 

breakdown, fire or other disaster.

This REQUIREMENT  is not met as evidenced 

by:

 M 677
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Based on observation, interview, and facility 

policy review, the facility failed to maintain the 

building per emergency plans/policies. 

Findings included:

A review of a facility policy titled, "Fire and Other 

Emergencies: General" dated 2021 revealed, "In 

order to keep participants and staff as safe and 

comfortable in the time of a disaster, [facility 

name] has identified specific disaster procedures 

to be taken in time of both man-made, or acts of 

God disaster, which when implemented will help 

to ensure the maximum safety and well-being of 

participants and staff." The policy revealed, "6. 

Stairways and hallways should be well lit and kept 

free of obstructions." 

An observation on 12/20/2023 at 11:20 AM 

revealed furniture and facility supplies were 

stored in the egress service corridor. 

During an interview on 12/21/2023 at 10:40 AM, 

the Administrator stated he was aware items were 

in the egress corridor, but the area was not used 

for storage daily. He stated that a cleaning 

company cleaned the facility every evening and 

removed any storage that had accumulated in the 

area.

 

 M 679 8:43F-14.17(b) Physical Plant Requirements

The facility shall maintain emergency equipment, 

including at a minimum, oxygen, suction, airway 

and ambu-bag.

 M 679
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This REQUIREMENT  is not met as evidenced 

by:

Based on observations, interviews, and facility 

policy review, the facility failed to maintain 

emergency exit signage and failed to ensure an 

exit from the facility.

Findings included:

A review of a facility policy titled, "Fire and Other 

Emergencies: General" dated 2021, revealed, "In 

order to keep participants and staff as safe and 

comfortable in the time of a disaster, [facility 

name] has identified specific disaster procedures 

to be taken in time of both man-made, or acts of 

God disaster, which when implemented will help 

to ensure the maximum safety and well-being of 

participants and staff." The policy revealed, "6. 

The center shall have at least two well-identified 

exits." 

A review of a facility policy titled, "Maintenance 

and Housekeeping," dated 2021, revealed the 

facility "shall at all times provide a safe, clean and 

in good repair facility for the participants." 

A review of a facility policy titled, "Evacuation 

Plan" dated 2021 revealed, "The purpose of the 

evacuation policy is to safely remove all 

participants, staff and volunteers from the facility 

in the event of an emergency." The policy 

revealed "3. When the decision to evacuate has 

been made, all available employees/volunteers 

shall assist the participants in leaving the building 

in the following manner: a. Participants will be 

evacuated through the nearest exit and proceed 

to the parking lot if safe. If the parking lot is not a 

safe site, participants should proceed to the front 

sidewalk."
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 M 679Continued From page 13 M 679

An observation on 12/20/2023 at 11:25 AM 

revealed the ceiling-mounted "EXIT" signs in the 

service corridor and in the main kitchen had 

electrical tape holding the fixtures together and 

securing them to the ceiling. A sticker installed on 

the exit signs indicated that the required annual 

inspection of these lights was conducted in March 

2023. 

During an interview on 12/21/2023 at 10:45 AM, 

the Administrator stated he was not aware of the 

damage to the exit signs until alerted by the 

surveyor.

During an observation on 12/20/2023 at 1:08 PM, 

an "EXIT" sign was observed mounted directly 

above the door from the dining room to an 

exterior patio. An observation revealed the patio 

was surrounded by a five-foot-high wrought iron 

fence, and a key-operated padlock was observed 

on the exterior gate of the patio. 

During an interview on 12/20/2023 at 1:08 PM, 

the Administrator stated he was aware there was 

a lock on the gate. The Administrator stated that 

the lock was installed to keep unauthorized 

people out of the facility and to prevent building 

occupants from possible elopement from within 

the facility. He stated he always had a key with 

him to unlock the lock. He stated that there was 

another key located at the front desk, and staff 

were instructed that the key was there. The 

Administrator stated he believed the instructions 

on the location of the spare key were in the facility 

fire plan and emergency procedures.

A review of a facility policy titled, "Fire and Other 

Emergencies: General" dated 2021 and 

"Evacuation Plan" dated 2021 revealed no 
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 M 679Continued From page 14 M 679

reference to a key-operated lock.

Complaint #: NJ00169349

Based on observation, interview, and pertinent 

document review, it was determined that the 

facility failed to maintain 1 of 4 required 

emergency equipment, suction. This deficient 

practice was evidenced by the following:

On 12/20/23 at 10:27 a.m., the surveyor, in the 

presence of the Alternate Director of Nursing 

(DON) and two Registered Nurses (RN), 

inspected the emergency equipment in the 

Nurses' Station/Room. The surveyor observed a 

suction machine with a broken canister, which 

was held together with tape. Also, the surveyor 

did not observe any yankauer suction tip (a tool 

used for oral suctioning).

At that time, the surveyor interviewed the 

Alternate DON, who stated there was no other 

suction canister, and she did not know how long 

the suction canister had been broken, or when it 

was taped. The Alternate DON stated the suction 

was last used approximately two weeks ago, and 

at that time, the suction canister was not broken 

or taped. The surveyor inquired if the facility had 

any yankauer suction tips for the suction 

machine. The Alternate DON stated the facility 

did not have yankauer suction tips. The Alternate 

DON stated she was not aware of any log used to 

track and/or monitor emergency equipment 

checks.

At 10:32 a.m., and 10:34 a.m., the surveyor 

interviewed RN #1 and RN #2, who both stated 

they did not know the suction canister was broken 

or how long it was broken. RN #1 and RN #2 both 
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 M 679Continued From page 15 M 679

stated they did not know who taped the suction 

canister, and they did not know of any log used to 

track and/or monitor emergency equipment 

checks. RN #1 and RN #2 both stated there was 

no other suction canister.

On 12/21/23 at 10:32 a.m., the surveyor 

interviewed the DON, who stated she did not 

know who taped the suction canister or when it 

broke.

The surveyor reviewed the facility policy titled, 

"Physical Plant Precautions," which indicated, 

"...All equipment will be maintained (cleaned, 

laundered, disposed of, etc.) and replaced as 

necessary by the center."

The surveyor reviewed another facility policy 

titled, "Nursing Space and Equipment," which 

showed, "...Equipment and supplies in the center 

shall be of the quality and in the quantity 

necessary for care of participants as ordered or 

indicated..."

The facility failed to ensure all emergency 

equipment was maintained and in working order.

 M 685 8:43F-14.17(d) Physical Plant Requirements

The emergency plans, including a written 

evacuation diagram specific to the unit that 

includes evacuation procedure, location of fire 

exits, alarm boxes, and fire extinguishers, and all 

emergency procedures shall be conspicuously 

posted throughout the facility. All employees shall 

be trained in procedures to be followed in the 

event of a fire and instructed in the use of 

fire-fighting equipment and evacuation as part of 

their initial orientation and at least annually 

 M 685
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 M 685Continued From page 16 M 685

thereafter.

This REQUIREMENT  is not met as evidenced 

by:

Based on observations, interviews, and pertinent 

document review, the facility failed to post a 

written evacuation diagram that included 

evacuation procedures and the location of fire 

exits, alarm boxes, and fire extinguishers. 

Findings included:

A review of a facility policy titled, "Fire and Other 

Emergencies: General" dated 2021 revealed, "1. 

The fire and disaster plan shall be prominently 

posted in both English and other languages if 

needed, evacuation directions. The evacuation 

routes will be posted in every room in the center."

An observation on 12/20/2023 at 1:50 PM 

revealed a written evacuation diagram specific to 

the unit that included evacuation procedures, and 

the location of fire exits, alarm boxes, and fire 

extinguishers were not posted anywhere in the 

facility. 

During an interview on 12/21/2023 at 10:44 AM, 

the Administrator stated he thought the facility 

was compliant if there were diagrams of the floor 

plan with directional arrows posted.

 

 M 783 8:43F-16.2(i)(1-8)(i-iv) Infection Control, 

Santation, Housekeeping

(i)Written infection control policies and 

procedures shall include, but not be limited to, 

policies and procedures for the following:

 M 783
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 M 783Continued From page 17 M 783

1.  In accordance with N.J.A.C. 8:57 a system 

for investigating, reporting, and evaluating

the occurrence of all infections or diseases 

which are reportable or conditions which may

be related to activities and procedures of the 

facility, and maintaining records for all 

participants or personnel having these 

infections, diseases, or conditions;

2. Infection control in accordance with 29 

CFR--1910.1030

Bloodborne pathogens as amended and 

supplemented, incorporated herein by 

reference;

3. Exclusion from work, and authorization to 

return to work, for personnel with 

communicable diseases;

4. Surveillance techniques to minimize 

sources and transmission of infection;

5. Techniques to be used during each 

participant contact, including handwashing 

before and after caring for a participant;

6. Protocols for identification of participants 

with communicable diseases and 

education of participants regarding 

prevention and spread of communicable 

diseases;

7. The prevention of decubitus ulcers; and

8. Where applicable, cleaning, sterilization 

and disinfection practices and techniques

used in the facility, including but not limited 

to, the following:
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 M 783Continued From page 18 M 783

i. Care of utensils, instruments, solutions, 

dressings, articles, and 

surfaces;

ii. Selection, storage, use, and disposition 

of disposable and 

nondisposable participant care items. 

Disposable items shall

 not be reused;

iii. Methods to ensure that sterilized 

materials are packaged, 

labeled, processed, transported, and 

stored to maintain sterility 

and to permit identification of expiration 

dates; and

iv. Care of urinary catheters, intravenous 

catheters, respiratory 

therapy equipment, and other devices 

and equipment that 

provide a portal of entry for pathogenic 

microorganisms.

This REQUIREMENT  is not met as evidenced 

by:

Complaint #: NJ00169349

Based on observation, interview, and pertinent 

document review, it was determined that the 
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facility failed to implement their policy and 

procedure titled, "Blood Glucose Testing," to 

ensure that equipment used for the care of the 

participants, which provided a portal of entry for 

blood-borne pathogens, was adequately 

disinfected before use on each participant. This 

deficient practice was evidenced by the following:

On 12/20/23 at 10:18 a.m., the surveyor, in the 

presence of the Alternate Director of Nursing 

(DON), observed two blood glucose meters, 

along with alcohol pads and lancets in the 

examination room, however, the surveyor did not 

observe any solution to clean and disinfect the 

blood glucose meters.

Upon inquiry, the Alternate DON explained the 

examination room was where participants came 

to have their vital signs assessed each day. The 

surveyor interviewed the Alternate DON to inquire 

if their blood glucose meters were intended for 

multi-patient use. The Alternate DON stated the 

blood glucose meters were multi-patient use, and 

they were used for multiple participants at the 

center. The surveyor then inquired about what 

solution the blood glucose meters were cleaned 

and disinfected with. The Alternate DON stated 

the blood glucose meters were cleaned with 

alcohol pads. 

The surveyor reviewed the, "True Metrix Pro 

Professional Monitoring Blood Glucose Meter 

Owner's Manual," and reviewed the 

manufacturer's instructions for use (IFUs) which 

indicated, "To Clean and Disinfect the Meter: 

...With ONLY Super Sani-Cloth* Wipes (or any 

disinfectant product with the EPA* reg. no. of 

9480-4), rub the entire outside of the meter using 

3 circular wiping motions with moderate pressure 

of the front, back, left side, right side, top and 
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 M 783Continued From page 20 M 783

bottom of the meter."

The surveyor then inquired if Sani-Cloth Wipes 

were available for cleaning and disinfection of 

blood glucose meters at the facility, and the 

Alternate DON stated they did not have any 

Sani-Cloth Wipes.

On 12/21/23 at 10:32 a.m., the surveyor 

interviewed the DON to inquire about what 

solution the blood glucose meters were cleaned 

and disinfected with. The DON stated alcohol was 

used to clean and disinfect the blood glucose 

meters. The surveyor showed the DON the blood 

glucose meter manual that indicated only 

Sani-Cloth Wipes were to be used to clean and 

disinfect the blood glucose meters. The DON 

stated she did not know the blood glucose meters 

were to only be cleaned and disinfected with 

Sani-Cloth Wipes, and there were no Sani-Cloth 

Wipes available.

The surveyor reviewed the facility policy titled, 

"Blood Glucose Testing," which indicated, "...The 

nurse shall test the blood glucose in accordance 

with the manufacturer's directions for the 

particular machine in use..."

According to the Centers for Disease Control and 

Prevention (CDC), "Whenever possible, blood 

glucose meters should not be shared. If they 

must be shared, the device should be cleaned 

and disinfected after every use, per 

manufacturer's instructions. If the manufacturer 

does not specify how the device should be 

cleaned and disinfected, then it should not be 

shared."
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 M 825 8:43F-17.1(c)(d)(e) Transportation Services

 (c) Vehicles shall be maintained in safe operating 

order.

(d) The facility shall maintain insurance on the 

vehicles.

(e) The facility shall comply with all applicable 

Department of Transportation rules promulgated 

under N.J.S.A. 39:1-1 et seq.

This REQUIREMENT  is not met as evidenced 

by:

 M 825

Complaint #: NJ00169349

Based on observation, interview, and pertinent 

document review, it was determined that the 

facility failed to ensure its vehicles were 

maintained in safe operating order, as evidenced 

by:

On 12/21/23 at 12:32 p.m., the surveyor observed 

Bus #19 pull up to the center to drop-off 

participants for the second session. The surveyor 

observed Bus #19 had clear tape wrapped all 

around the right side-view mirror and antenna.

At 1:27 p.m., the surveyor interviewed the 

Director of Transportation and the Administrator, 

who both stated on November 14, 2023, a tree 
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 M 825Continued From page 22 M 825

struck Bus #19 and broke the right side-view 

mirror. The DOT stated the right side-view mirror 

was attached to a pole, which secured the right 

side-view mirror to the vehicle, and tape was 

added so the right side-view mirror did not vibrate 

when the vehicle was in motion.

The surveyor reviewed the facility policy titled, 

"Van Maintenance," which indicated, "Center 

vehicles shall be properly maintained, licensed 

and inspected to ensure the safety and comfort of 

the passengers...The Program Director shall be 

responsible for ensuring the Transportation Daily 

and Weekly Vehicle Check is completed as 

indicated, as well as ensuring that the vehicle 

receives all scheduled maintenance 

appointments and repairs..."

 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 #: NJ00169349

Based on observation, interview, and pertinent 

document review, it was determined that the 

facility failed to consistently ensure security and 

accountability for all participants and their 
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 M 827Continued From page 23 M 827

belongings while transportation services were 

being provided, as evidenced by:

On 12/21/23 at 12:26 p.m., the surveyor observed 

as participants boarded Bus #5 to depart home. 

The surveyor observed the Director of 

Transportation (DOT) in the driver's seat of Bus 

#5 as he prepared to depart from the facility with 

4 unsampled participants, two of which did not 

have a seat belt on. The surveyor interviewed the 

DOT to inquire if he was ready to depart from the 

facility. The DOT stated he had to apply his own 

seat belt, and then he was ready to depart. The 

surveyor inquired about the two unsampled 

participants in the bus without their seat belts 

applied. The DOT stated he told everyone to 

apply their seat belt when they boarded the bus. 

The surveyor inquired about who was responsible 

for ensuring participants applied their seat belts 

prior to departure. The DOT stated the drivers 

were responsible for "telling the participants to 

apply their seat belt."

At 12:39 p.m., the surveyor observed as 

participants boarded Bus #18 to depart home. 

The surveyor observed a walker and multiple 

participant belongings in the front of the bus and 

partially in the walkway, all of which were not 

secured. The surveyor observed Driver #1 depart 

from the facility without securing the belongings.

At 1:25 p.m., the facility was informed of the 

imminent danger to participants who used facility 

transportation due to seat belt noncompliance 

and unsecured belongings.

At 3:19 p.m., the facility submitted a removal plan 

for the aforementioned imminent danger. 

The surveyor reviewed the facility policy titled, 
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"Seat Belts," which indicated, "...The driver and all 

passengers shall wear seat belts at all times 

when the van is in motion...All passengers 

transported in a center vehicle must wear a seat 

belt at all times...Drivers shall be responsible for 

assisting and reminding participants to use their 

seat belts...Drivers shall make sure all 

participants and riders are wearing a seat belt 

before departing."
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{M 000} Initial Comments {M 000}

Type of Survey:  Re-Licensure and Complaint

Complaint#:  NJ00169349

Census 12/20/23:  104

Census 12/21/23:  68

             

Sample Size:  8  

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.
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