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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint #:  NJ 00187432  

Census:  42

Sample Size:  4

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;

 M 223
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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 #:  NJ00187432

Based on interview and record review, it was 
determined that the Administrator failed to 
enforce the facility policy and procedures titled, 
"Informed Consent Services Agreement" and 
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 M 223Continued From page 2 M 223

"Transportation Services Provided" and failed to 
ensure staff training following a  

 to ensure participants were safe 
and secure during transport  of 4 
participants, Participant #'s 1, 2, 3, and 4. This 
deficient practice was evidenced by the following:

On  the New Jersey Department of 
Health (NJDOH) received a Facility Reportable 
Event (FRE), a document used by healthcare 
facilities to report  to the NJDOH. The 
FRE revealed a "date of event" of  and 
a "time of event" of 1:45 p.m.,  a  

 that involved  participants and 
a facility driver.  

1. On 7/1/25 at 10:42 a.m., the surveyor 
interviewed the Social Worker (SW) who stated 
that the  participants  in Driver 
#1's . The SW stated that Driver 
#1 and the  participants were , and that 
the participants were helping Driver #1 with a 

. The SW also stated that Driver 
#1 advised the Administrator that he/she would 
take the participants .

At 10:50 a.m., the surveyor reviewed Participant 
#1's medical record (MR) who was enrolled  

 
.  

At 11:00 a.m., the surveyor reviewed Participant 
#2's MR, who was enrolled  

 
  

At 11:10 a.m., the surveyor reviewed Participant 
#3's MR, who was enrolled  
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 M 223Continued From page 3 M 223

At 11:25 a.m., the surveyor reviewed Participant 
#4's MR, who was enrolled  

During participant MR review, the surveyor noted 
that each participant signed a document titled, 
"Informed Consent Services Agreement" that 
included a segment titled, "Policy and 
Procedures," within this segment, which revealed, 
"Transportation to/from the center is available and 
arranged by the center." 

At 2:15 p.m., the surveyor interviewed the 
Administrator regarding Participant #1, Participant 
#2, Participant #3, and Participant #4 being 
transported from the facility program  in a 

. The 
Administrator first stated that she was not aware 
that Driver #1 transported the participants in 

 instead of one of the 
facility's buses, but then acknowledged that she 
did know.

2. At 2:27 p.m., the surveyor reviewed staff 
training records which did not reflect any 
documented evidence of staff training or 
in-services following the , where 
Driver #1 transported  participants in  

 and had an  that 
resulted in Participant #'s 1, 2, 3, and 4 being 

. 

At 3:15 p.m., the surveyor interviewed the 
Administrator and the SW regarding post  
staff training and in-services. The Administrator 
and Social Worker both stated that they were 
unable to locate the training folder for the staff 
in-services held and provided, following the 
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. 
   
The surveyor reviewed the undated facility policy 
and procedure titled, "Transportation Services 
Provided" which revealed, "The facility will provide 
safe transportation services ...to all participants 
who require transportation between the facility 
and their home. ...Security and accountability 
during transportation: ... Drivers will be 
responsible for member's security ...."  

In addition, the surveyor reviewed a facility 
document titled, "Administrator" which revealed," 
...The administrator will be responsible for 
...ensuring the ... enforcement of all policies and 
procedures, [and] ...ensuring the provision of 
...staff education. ..."

References:  M0821, 8:36-17.1(a)(1)
                   M0827 8:36-17.2

 M 821 8:43F-17.1(a)(1) Transportation Services

(a) The facility shall provide safe transportation 
services, either directly or through contractual 
arrangements, to all participants who require 
transportation between the facility and the 
participant's home. No participant's total 
transportation time between the facility and the 
participant's home shall exceed two hours daily.

1.In accordance with N.J.A.C. 8:86, the 
facility shall accommodate the special

transportation needs of the participant and 
the medical equipment used by the 

participant.

 M 821
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 M 821Continued From page 5 M 821

This REQUIREMENT  is not met as evidenced 
by:
Complaint#:  NJ0018743

Based on interview and record review, it was 
determined that the facility failed to ensure 
participants were safely transported to their 

 
, to 

safely transport  participants to their .  
Participant #'s  
when the vehicle had a  

 while transporting participants. This 
deficient practice was evidenced by the following:

On , the New Jersey Department of 
Health (NJDOH) received a Facility Reportable 
Event (FRE), a document used by healthcare 
facilities to report  to the NJDOH. The 
FRE revealed a "date of event" of  and 
a "time of event" of 1:45 p.m.,regarding a  
that happened involving  participants and a 
facility driver.  

During the survey on 7/1/25 at 10:26 a.m., the 
surveyor interviewed the Administrator regarding 
the reported . The 
Administrator stated that on , Participant 
#4's  the program and 
notified her that the participant had not made it 

 The Administrator stated that she informed 
Participant #4's  that there was an 
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 M 821Continued From page 6 M 821

 in the area where the program was 
located, and that transport may have been 

.
  
The Administrator explained that she then began 
making phone calls to the driver and the  
participants, but there was no answer. In the 
same interview, the Administrator further 
explained that during a  to Participant 
#'4's , she was made aware that 
the participants and the driver were involved in a 

.

At 10:36 a.m., the surveyor interviewed the 
Transportation Director (TD) regarding the 

. The (TD) stated that he was on 
his way back to the facility and saw a at a 
traffic light.  In addition, the TD stated that he did 
not see a facility vehicle at the , so 
he was unaware that the participants were 

, nor was he aware that the participants 
were transported  in a facility driver's 

.

At 10:42 a.m., the surveyor interviewed the Social 
Worker (SW) in the presence of the Administrator 
regarding the . The SW stated that 
on , Participant #'s 1, 2, 3, and 4 left with 
the facility driver in the driver's , 
and that they were trying to help the driver with a 

. The SW stated that prior to the 
participants reaching their , they became 
involved in an , while in the facility driver's 

 
At 11:02 a.m., when the surveyor asked about the 
program driver transporting the participants  
in his/her , the Administrator 
stated that she was not aware that the driver 
used  to transport the 
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 M 821Continued From page 7 M 821

participants . 

Surveyor's review of the  participants' medical 
records revealed the following:

1. At 11:44 a.m., the surveyor reviewed 
Participant #1's medical record (MR) which 
revealed that the participant was  

 
. Continued surveyor review of the 

"Nursing Progress Notes (NPN)" written by the 
Registered Nurse (RN) on , revealed that 
he/she was informed by the Administrator that 
Participant #1 was involved in a  
during transport  from the center and was 
sent to the . 

2. At 12:13 p.m., the surveyor reviewed 
Participant #2's MR which revealed that the 
participant was  

. 
The surveyor also reviewed the NPN written by 
the RN on , which revealed that the 
participant was in a  from 
the center and was admitted to the . 

3. At 12:45 p.m., the surveyor reviewed 
Participant #3's MR which revealed that the 
participant was  

. In addition, the 
surveyor reviewed the NPN written by the RN on 

 which revealed that Participant #3 was 
  from 

the center and was admitted to the .

4. At 1:15 p.m., the surveyor reviewed Participant 
#4's MR which revealed that the participant was 

 
.  

The surveyor reviewed the NPN written by the RN 
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 M 821Continued From page 8 M 821

dated  which revealed that the resident 
was involved in a  from 
the center and was sent to the . 

At 1:40 p.m., the surveyor reviewed the facility 
transportation record dated  which 
revealed blank spaces listed under the "Pick up 
and Drop off" transportation times to indicate 
when Participant #s 1, 2, 3, and 4 were picked up 
from the facility for transportation 

At 2:15 p.m., the surveyor interviewed the 
Director of Nursing/Registered Nurse (DON/RN), 
who stated that all  participants and the driver 
were  and 
have not  as of 

The surveyor reviewed the undated facility policy 
and procedure titled, "Transportation Services 
Provided" which revealed, " ...The facility will 
provide safe transportation services either directly 
or through contractual arrangements, to all 
participants who require transportation between 
the facility and their home....".

On 7/15/25, post survey, the NJDOH received the 
requested document titled, "  
Investigation Report" which revealed that on 

, the facility driver was  
 and 

 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.

 M 827
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 M 827Continued From page 9 M 827

This REQUIREMENT  is not met as evidenced 
by:
Complaint#:  NJ00187432

Based on interview and record review, it was 
determined that the facility failed to implement 
and ensure plans for security and accountability 
during participant transportation  from the 
program for 4 of 4 participants reviewed, 
Participant #'s 1, 2, 3, and 4.  This deficient 
practice was evidenced by the following:

On 6/13/25, the New Jersey Department of 
Health (NJDOH) received a Facility Reportable 
Event (FRE), a document used by healthcare 
facilities to report  to the NJDOH. The 
FRE revealed a "date of event" of  and 
a "time of event" of 1:45 p.m., a  

 happened with  participants and 
a facility driver.  

On 7/1/25 at 10:26 a.m., the surveyor interviewed 
the Administrator regarding a  

, 
involving  participants and program Driver #1.  
The Administrator stated that on , 
Participant #'s 1, 2, 3, and 4 were transported 

 in Driver #1's  and 
encountered a . In addition, the Administrator 
stated that as a result of the  all  
participants and Driver #1 were 

The surveyor requested the facility investigation 
report, but the Administrator stated that she did 
not document her follow up investigation and she 
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was unable to obtain an . 
The Administrator also stated that the driver was 

, but was 
unable to provide the surveyor with the 
investigation documentation. 

At 10:36 a.m., the surveyor interviewed the 
Transportation Director (TD) regarding the 

. The TD stated that he was not 
aware that Participant #s 1, 2, 3, and 4 were 
transported  in the Driver #1's  

, since the procedure was to use facility 
vehicles for participant transportation.       

At 10:50 a.m., the surveyor reviewed Participant 
#1's medical record (MR) which revealed that the 
participant was 

.  
In addition, the surveyor reviewed the 
participant's signed "Informed Consent Services 
Agreement (ICSA)" dated  a section 
titled, "Policy and Procedures", which revealed 
"Transportation to/from the facility is available and 
arranged by the center."     

At 11:00 a.m., the surveyor reviewed Participant 
#2's MR which revealed that the participant was 

 
 The surveyor 

also reviewed the participant's signed ICSA dated 
 with a section titled, "Policy and 

Procedures", which revealed "Transportation 
to/from the facility is available and arranged by 
the center."     

At 11:10 a.m., the surveyor reviewed Participant 
#3's MR which revealed that the participant was 

 
.

In addition, the surveyor reviewed the 
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participant's signed ICSA with a section titled, 
"Policy and Procedures" dated  which 
revealed "Transportation to/from the facility is 
available and arranged by the center."     

At 11:25 a.m., the surveyor reviewed Participant 
#4's MR which revealed that the participant was 

 

.  The surveyor reviewed the 
participant's signed ICSA with a section titled, 
"Policy and Procedures" dated which 
revealed "Transportation to/from the facility is 
available and arranged by the center."     

At 11:30 a.m., the surveyor interviewed Driver #2 
regarding transport procedures for participants. 
Driver #2 stated that when transporting 
participants in the facility's vehicle, the driver was 
responsible for ensuring the participants were 

, ensuring the participants 
were wearing seatbelts, and assisting the 
participants to their . Driver #2 further 
stated that participants were only transported 

 or to appointments in facility vehicles, and 
not in staff's .

At 2:15 p.m., the surveyor interviewed the 
Director of Nursing (DON) regarding the status of 
the participants following the . The 
DON stated that Participant #s 1, 2, 3, and 4 were 
admitted to the  

 services following the  
and have not  as of the 
day of survey. 

At 2:27 p.m., the surveyor called Driver #1 
regarding the , but there was no 
answer.
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At 2:30 p.m., the surveyor reviewed a document 
titled, "Step-by-Step Procedure" which revealed 
"...3. Document the Incident: As soon as it's safe 
to do so, the incident should be documented. This 
involves recording all relevant details about the 
incident, including what happened, who was 
involved, and any immediate action taken. ...4. 
Investigate the Incident: ...conduct a thorough 
investigation into the incident ...as new 
information becomes available or additional 
actions are taken, the incident report should be 
updated..."  

The surveyor reviewed the undated facility policy 
and procedure titled, "Transportation Services 
Provided" which revealed "...Security and 
accountability during transportation: ...Drivers will 
be responsible for member's security..."

On 7/15/25 at 8:49 a.m., the surveyor reviewed a 
document titled, "  

 which revealed that on the 
facility Driver #1 was  

  

Reference: M0821 8:36-17.1(a)
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{M 000} Initial Comments {M 000}

Type of Survey:  Complaint

Complaint #:  NJ 00187432  

Census:  42

Sample Size:  4

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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