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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint #:  NJ 00174384

Census:  58

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;

 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 #:  NJ 00174384

Based on interview, record review, and review of 

facility policy and procedure it was determined 

that the program failed to ensure the 

implementation of its policy and procedure titled, 
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 M 223Continued From page 2 M 223

"Transportation Services," and failed to ensure 

the development of a comprehensive policy and 

procedure that included procedures for staff to 

follow to ensure participants exit the bus safely 

after program hours when 1 of 3 participants, 

Participant #2, was  on a bus after 

program hours. This deficient practice was 

evidenced by the following:

At 10:47 a.m., the surveyor reviewed Participant 

#2's Medical Record (MR) which revealed the 

participant was admitted to the program in  

. 

At 11:23 a.m., the surveyor interviewed the 

Administrator regarding the  when 

Participant #2  

. The Administrator stated 

that on  at approximately 4:42 p.m., she 

received a phone call from Driver #2 who stated 

that  

The Administrator 

explained that she instructed Driver #2 to take the 

participant into the facility, and then she 

immediately drove to the facility which was 5 

minutes away from where the Administrator lived.

At 3:00 p.m., the surveyor interviewed the 

Administrator again regarding the transportation 

policy and staff training. The Administrator stated 

that the Transportation Director conducted an 

in-service with the drivers on  but there 

was no documentation. The Administrator 

confirmed that there was no written policy and 

procedure for vehicle inspection post participant 

drop off home to ensure all participants were off 

the bus. In addition, the Administrator stated that 

she was working on developing new procedures.

At 2:20 p.m., the surveyor interviewed the 
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Transportation Director regarding the policy and 

procedure for vehicle inspection after participant 

drop off home. The Transportation Director stated 

that there was no policy and procedure, however, 

she stated that on  she conducted an 

in-service with the facility drivers but did not 

document the training.  

The surveyor reviewed the policy titled, 

"Transportation services" and identified that there 

was no documented policy and procedure that 

addressed vehicle inspection post participant 

drop off to home.

Further, the policy also indicated that the facility, 

"Will provide safe transportation services ...to all 

participants who require transportation services 

between [the facility] and the participant's home. 

...If an emergency situation is presented, the 

driver should call the police or ambulance service 

immediately, as well as the program director." 

Reference: M-0827, 8:43F-17.2

 M 263 8:43F-3.4(a)(5) 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:

5. All fires, all disasters, and all deaths 

resulting from accidents or incidents in the 

facility or related to facility services. The 

written confirmation shall contain information 

about injuries to participants and/or 

personnel, disruption of services, and extent of 

damages.

 M 263
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 M 263Continued From page 4 M 263

This REQUIREMENT  is not met as evidenced 

by:

Complaint #:  NJ 00174384

Based on interview, record review, and review of 

facility documents, it was determined that the 

facility Administrator failed to notify the 

Department of Health (DOH) of an incident that 

occurred during transportation when a participant 

was  on a bus for 1 of 3 

participants, Participant #2. This deficient practice 

was evidenced by the following:

At 10:47 a.m., the surveyor reviewed Participant 

#2's Medical Record (MR) and observed that  the 

participant was admitted to the program in  

 

The surveyor also observed that on  at 

5:40 p.m., the Director of Nursing (DON) 

documented in the "Interdisciplinary Progress 

Notes" that she received a phone call from the 

Administrator who informed her that Participant 

#2 .

At 11:23 a.m., the surveyor interviewed the 

Administrator regarding the incident that occurred 

on  when Participant #2  

The 

Administrator stated that on  at 

approximately 4:42 p.m., she received a phone 

call from Driver #2 who stated that he observed 

the participant  in the facility 
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 M 263Continued From page 5 M 263

parking lot. The Administrator explained that she 

instructed Driver #2 to take the participant into the 

facility, and then she immediately drove to the 

facility, which was 5 minutes away, from where 

the Administrator lived.

The surveyor then requested the incident 

investigation report and the facility reportable for 

review. The Administrator stated that an 

investigation was completed but she did not 

report the incident to DOH.

During continued interview, the Administrator 

acknowledged that the participant was left in the 

facility's parking lot unattended from 3:30 p.m., to 

4:42 p.m., which caused the participant to be 

 

The participant was 

 

after 

visit summary.

Reference: M-0827, 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
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 M 827Continued From page 6 M 827

Complaint #:  NJ 00174384

Based on observation, interview, record review, 

and review of pertinent facility documents it was 

determined that the facility failed to ensure safety 

and accountability for participant during 

transportation home for 1 of 3 participants 

reviewed, Participant #2.  This deficient practice 

was evidenced by the following:

On 6/10/24 at 9:50 a.m., the surveyor observed 

Participant #2 seated at the table engaged in 

activities. The surveyor attempted to interview the 

participant, but the participant  

.

At 10:47 a.m., the surveyor reviewed Participant 

#2's Medical Record (MR) and observed that the 

participant was admitted to the program in  

 According to the 

"Quarterly Nursing Summary" dated , the 

participant  

On  at 5:40 p.m., the Director of Nursing 

(DON) documented in the "Interdisciplinary 

Progress Notes" that she received a phone call 

from the Administrator who informed her that 

Participant #2 .

At 11:10 a.m., the surveyor interviewed the DON 

regarding her documentation in the MR dated 

. The DON stated that on  she was 

informed by the Administrator that Participant #2 

was involved in an incident with Driver #1, and 

she was not aware of all the details, but the 

participant 

During MR review, the surveyor observed the ER 
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 M 827Continued From page 7 M 827

"After Visit Summary" dated , which 

revealed that the participant was seen and 

diagnosed with "  

 The participant's vital signs were: 

 

At 11:23 a.m., the surveyor interviewed the 

Administrator regarding Participant #2's incident 

with Driver #1. The Administrator stated that on 

 at approximately 4:42 p.m., she received 

a phone call from Driver #2 who stated that he 

observed the participant  

 The Administrator explained 

that she instructed Driver #2 to bring the 

participant into the facility, and then she 

immediately drove to the facility, which was 5 

minutes away. The Administrator also stated that 

Participant #2  

 

During continued interview, the Administrator 

stated that  

 The 

surveyor then requested the incident investigation 

report and the facility reportable event document. 

The Administrator stated that an investigation was 

completed but she did not report the incident to 

the Department of Health (DOH) and provided the 

surveyor with the investigation.

At 11:36 a.m., the surveyor reviewed the facility 

"Incident/Accident Report" which indicated on 

 at 4:42 p.m., the Administrator was called 

by Bus Driver #2 who noticed that Participant #2 

. In 

addition, the report revealed Driver #2 called the 

administrator for "protocol." The Administrator 

"  
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 M 827Continued From page 8 M 827

 The Administrator then drove to 

the facility and observed Driver #  

 

 The participant's coat was removed by 

the Driver prior to the Administrator's arrival. 

According to the report, the Administrator 

 

 

The report also revealed 911 was called by the 

Administrator and the family and physician were 

notified.

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

form titled, "Sign-In Sheet," dated  which 

revealed the participant departed from the facility 

at 2:30 p.m. The surveyor also reviewed the 

facility form titled, "Transportation Log for All 

Clients," dated , and observed that there 

was no departure or home arrival time 

documented next to Participant #2's name.

During interview with the Administrator at 11:23 

a.m., the Administrator stated that Driver #1's bus 

last participant drop off prior to returning to the 

facility was 3:30 p.m. In addition, the 

Administrator stated that Driver #1 was 

suspended from the facility on  and Driver 

#2 . The surveyor was unable to 

interview both drivers on the day of survey.

Surveyor review of the facility "Incident/Accident 

Report" revealed Driver #1's written statement 

dated  which indicated that on  he 

  

 

The surveyor reviewed the written text message 
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 M 827Continued From page 9 M 827

statement of Driver #2 which revealed on  

he observed the participant  at 

4:20 p.m., while trying to park his vehicle. Driver 

#2 documented " the participant  

" Driver #2 also 

documented that he called the chain of command 

which was the Transportation Supervisor and 

there was no answer, so the Driver called the 

Administrator who instructed him  

 until she arrived. 

At 2:20 p.m., the surveyor interviewed the 

Transportation Director regarding the policy and 

procedure for vehicle inspection after participant 

drop off to home. The Transportation Director 

stated that there was no policy and procedure, 

however, she stated that on  she 

conducted an in-service with the facility drivers, 

however, she was unable to produce documented 

evidence of the in-service.

At 3:00 p.m., the surveyor interviewed the 

Administrator regarding the transportation policy 

and procedures, and staff training. The 

Administrator stated that the Transportation 

Director conducted an in-service with the drivers 

on  but there was no documentation. The 

Administrator confirmed that there was no written 

policy and procedure for vehicle inspection post 

participant drop off to home to ensure all 

participants were off the bus. 

During continued interview, the Administrator 

acknowledged that the participant 

 

 which caused the 

participant  

The participant was 

diagnosed  

. 
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At 3:30 p.m., the surveyor requested a removal 

plan from the Administrator for participant safety 

during transportation, no policy and procedure for 

daily vehicle inspection post participant drop off , 

and for not providing documented evidence of 

driver training post  incident when the 

participant was left on the bus in the facility 

parking lot.

The surveyor reviewed the facility policy and 

procedure titled, 'Transportation services" which 

revealed the facility "will provide safe 

transportation services ...to all participants who 

require transportation services between [the 

facility] and the participant's home. ...If an 

emergency situation is presented, the driver 

should call the police or ambulance service 

immediately, as well as the program director."

On 6/28/24 the facility submitted a revised 

removal plan which included training on 

participant safety and handling, vehicle 

inspection, and emergency procedures. The 

removal plan also included training on revised 

transportation policy and procedures and incident 

accident notification and reporting to the DOH.
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corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC provision number and the 

identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey 

report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  M0223 Correction

Reg. #
8:43F-3.1(b)(1-7)

Completed 

LSC 06/13/2024

ID Prefix  M0263 Correction

Reg. #
8:43F-3.4(a)(5)

Completed 

LSC 06/13/2024

ID Prefix  M0827 Correction

Reg. #
8:43F-17.2

Completed 

LSC 06/13/2024

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO6/28/2024
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