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 M 000 Initial Comments  M 000

Type of Survey: Complaint

Census: 22

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 221 8:43F-3.1(a) Administration

The license holder shall appoint an administrator 

who is a full-time employee of the facility. The 

administrator, or an alternate who shall be 

designated in writing to act in the absence of the 

administrator, shall be available on the premises 

of the facility during the hours when participant 

care services are being provided.

This REQUIREMENT  is not met as evidenced 

by:

 M 221

Complaint #: NJ00159604  

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

10/05/23
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 M 221Continued From page 1 M 221

Based on observation and interview it was 

determined that the facility failed to ensure an 

Administrator (ADM) was available on the 

premises of the facility during Participant program 

hours or an alternate ADM was delegated in 

writing for 22 of 22 Participants as evidenced by 

the following:

On 09/12/2023 at 9:18 a.m., the surveyor arrived 

at the front desk of the facility and inquired about 

the ADM. At 9:39 a.m., the ADM arrived and 

stated she was the ADM for the Adult Medical 

Day Care (AMDC) located on the first floor, and 

the Executive Director for the Home Health Care 

Agency located on the second floor.

On 09/12/2023 at 11:45 a.m., the ADM stated she 

had a meeting on the second floor that she had to 

attend at 12:15 p.m. for the Home Health Care 

Agency. The surveyor inquired about the 

Alternate Administrator. The ADM explained that 

if she was not present, the Billing Manager and 

the Vice President of Operations located on the 

second floor were the Alternate Administrators. 

The ADM's office was also located on the second 

floor. 

On 09/12/2023 at 12:41 p.m. and 12:55 p.m., the 

surveyor interviewed the Licensed Practical 

Nurse (LPN) and the Director of Nursing (DON) 

regarding the ADM. The LPN stated the ADM 

worked upstairs but came down for rounds about 

three times a day, and the DON stated the ADM 

came to the first floor a few times a week.

On 09/13/2023 at 3:23 p.m., post survey the 

surveyor received an email from the ADM, which 

revealed, the former administrator of the AMDC 

resigned on 05/19/2023, and the current ADM 

filled the role of Administrator for the AMDC.
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 M 221Continued From page 2 M 221

The surveyor reviewed the facility policy titled, 

"Appointment and Responsibilities of the 

Administrator," which revealed, "Spend-A-Day 

shall appoint an administrator who is a full-time 

employee of the facility. The administrator, or an 

alternate who shall be designated in writing to act 

in the absence of the administrator, shall be 

available on the premises of the facility during the 

hours when participant care services are being 

provided. In the event of the administrator's 

absence, the following people will act as alternate 

administrators: 1. Social Worker of Spend-A-Day 

2. Executive Director of SAGE Eldercare, Inc."

 M 425 8:43F-7.1(a) Nursing Services

A registered professional nurse shall be 

designated in writing as the director of nursing 

services and shall be on duty at all times when 

participants are present in the facility. A 

registered professional nurse shall be designated 

in writing to act in the director's absence.

This REQUIREMENT  is not met as evidenced 

by:

 M 425

Complaint #: NJ00159604

Based on interview and record review it was 

determined that the facility failed to ensure the 

Director of Nursing (DON) services was present 

at the facility at all times during Participant 

programming hours; and failed to have an 

alternate DON to act in the absence of the DON. 

This deficient practice was evidenced by the 
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 M 425Continued From page 3 M 425

following:

On 09/12/2023, the surveyor reviewed written 

staffing schedules from 11/07/2022-11/11/2022, 

which revealed no Registered Nurse (RN) or 

DON was present for five consecutive days. The 

surveyor also reviewed written staffing schedules 

from 08/21/2023-08/25/2023, which showed the 

DON was on vacation, and a per diem RN filled 

in, but left early on 8/21/2023 and 08/24/2023. On 

08/21/2023, the per diem RN left at 2:00 p.m., 

and on 08/24/2023, the per diem RN left at 2:30 

p.m., while Participants were still present at the 

facility.

The surveyor reviewed the "Participant/Employee 

Hours" submitted by the Administrator (ADM), 

which revealed, "Program Participant Hours are 

8:45-3:30 p.m. Monday thru Friday."

On 09/12/2023 at 12:41 p.m. and 12:55 p.m., the 

surveyor interviewed the Licensed Practical 

Nurse (LPN) and the DON. The LPN stated that 

she did not recall who the RN/DON was from 

11/07/2022-11/11/2022. Both the LPN and the 

DON stated that a former per diem RN covered 

for the DON while she was on vacation from 

08/21/2023-08/25/2023. 

On 09/15/2023 at 10:06 a.m., post survey the 

surveyor interviewed the ADM regarding the 

facility not having a DON or RN listed on the 

written staffing schedule from 

11/07/2022-11/11/2022, in addition to the per 

diem RN leaving early on 08/21/2023 and 

08/24/2023. The ADM stated there were always 

nurses in the building, and if there was an 

emergency, nurses from the second floor would 

be dispatched to the first floor. However, the ADM 

was unable to provide the surveyor with the RN 
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 M 425Continued From page 4 M 425

who was scheduled to work at the Adult Medical 

Day Care (AMDC) from 11/07/2022-11/11/2022.

On 09/18/2023 at 11:12 a.m., post survey the 

surveyor received an email from the ADM which 

revealed that the former ADM had a dual role as 

the ADM and the DON for two months until the 

facility hired a RN on 11/14/2022. 

The surveyor reviewed the facility policy titled, 

"Designation of Director of Nursing Services" 

which revealed, "...A registered professional 

nurse shall be designated in writing as the 

director of nursing services for Spend-A-Day and 

shall be on duty at all times when participants are 

present in the facility. A Spend-A-Day registered 

professional nurse, a registered professional 

nurse from the SAGE Homecare Department 

shall be designated in writing to act in the 

director's absence...."

 M 431 8:43F-7.1(a)(2) Nursing Services

The director of nursing services shall not perform 

the functions of any other position while 

functioning as the director of nursing services.

This REQUIREMENT  is not met as evidenced 

by:

 M 431

Complaint #: NJ00159604

Based on interview and record review it was 

determined that the facility failed to ensure that 
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 M 431Continued From page 5 M 431

the Director of Nursing (DON) did not perform the 

functions of any other position while functioning 

as the DON.  This deficient practice was 

evidenced by the following:

On 09/12/2023, the surveyor reviewed the written 

staffing schedules from 11/07/2022-11/11/2022, 

11/14/2022-11/18/2022, and 

09/04/2023-09/08/2023, which revealed the 

following:

1. From 11/07/2022-11/11/2022, there was no 

Registered Nurse (RN) or DON.

2. On 11/14/2022 and 11/15/2022, the Licensed 

Practical Nurse (LPN) was not available to work. 

The only nursing staff listed on the schedule to 

work was the DON.

3. On 09/05/2023, the LPN was on vacation, and 

the only nursing staff listed on the schedule to 

work was the DON.

On 09/12/2023 at 12:55 p.m., the surveyor 

interviewed the DON, who stated on 09/05/2023, 

the LPN was out, so she filled in for her. The 

DON also stated there was no alternate DON on 

09/05/2023.

On 09/18/2023 at 11:12 a.m., post survey the 

surveyor received an email from the Administrator 

(ADM) which revealed the former ADM had a dual 

role as the ADM and the DON for two months 

until the facility hired a RN on 11/14/2022. 

The surveyor reviewed the facility policy titled, 

"Designation of Director of Nursing Services" 

which revealed, "...The director of nursing 

services shall not perform the functions of any 

other position while functioning as the director of 

nursing services."
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 M 431Continued From page 6 M 431

The facility failed to ensure that the DON only 

performed duties assigned to her position while 

functioning as the DON.

 M 443 8:43F-7.4(b)(2)(i-ix),(3-4) Nursing Services

(b) The registered professional nurse shall be 

responsible for, but not limited to, the following:

2. Maintaining the standards of nursing 

practice including, but not limited to:

 i. Monitoring of identified medical 

conditions;

 ii. Administration and supervision of 

prescribed medications and treatments;

 iii.Coordination of rehabilitative services;

 iv. Development of a restorative nursing 

plan;

 v. Monitoring of clinical behavior and 

nutritional status;

vi. Assisting with the maintenance or 

redevelopment of the activities of daily living 

skills;

vii. Monitoring growth and development;

viii. Implementing infection control 

procedures; and

ix.  Communicating findings to the 

attending physician;

3. Managing medical emergencies;

 M 443
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 M 443Continued From page 7 M 443

4. Documenting the nursing services 

provided, including the initial assessment and 

evaluation 

of the participant's health care needs, 

development of the nursing component of the 

individualized plan of care, evaluation of the 

participant's progress in reaching established 

goals and defining the effectiveness of the 

nursing component of the individualized plan of 

care.

This REQUIREMENT  is not met as evidenced 

by:

Complaint #: NJ00159604

Based on interview and record review, it was 

determined that the facility failed to ensure that a 

Registered Nurse (RN) documented the nursing 

services provided, including the initial 

assessment and evaluation of the Participant's 

health care needs, for 2 of 3 Participants, 

Participant #2 and Participant #3. This deficient 

practice was evidenced by the following:

The surveyor reviewed the medical record of 

Participant #2, which revealed Participant #2 was 

admitted to the program on with 
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 M 443Continued From page 8 M 443

 

The "Spend-A-Day Nursing 

Pre-Admission History & Assessment" and the 

"Pain Assessment" was completed and signed by 

the Licensed Practical Nurse (LPN) at the facility 

on  

The surveyor reviewed the medical record of 

Participant #3, which revealed Participant #3 was 

admitted to the facility on  with a 

diagnosis of . The "Spend-A-Day 

Nursing Pre-Admission History & Assessment" 

was completed and signed by the LPN at the 

program on . 

There was no documented evidence that a RN 

completed the assessment for Participant #2 and 

Participant #3 on 

On 09/12/2023 at 12:41 p.m. and 12:55 p.m., the 

surveyor interviewed the LPN and the Director of 

Nursing (DON). The LPN stated that the nursing 

staff completed the "Spend-A-Day Nursing 

Pre-Admission History & Assessment" prior to 

admission, and then completed a quarterly 

assessment after 30 days. The LPN also stated 

she completed the "Spend-A-Day Nursing 

Pre-Admission History & Assessment" under the 

supervision of the DON. The DON stated she 

completed the "Spend-A-Day Nursing 

Pre-Admission History & Assessment" prior to 

admission. The DON later added that the 

assessments completed by the LPN were under 

her supervision.

The surveyor reviewed the facility policy titled, 

"Assessment," which revealed, "A registered 

professional nurse (RN) shall assess the nursing 

needs of each participant...."
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 M 443Continued From page 9 M 443

The facility policy titled, "Provision of Nursing 

Services" revealed, "...The registered 

professional nurse shall be responsible for, but 

not limited to, the following: 1) Interviewing the 

participant and caregivers to evaluate the 

participant's health status, and health care 

needs...4) Documenting the nursing services 

provided, including the initial assessment and 

evaluation of the participant's health care 

needs...."
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