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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint#:  NJ00187508, NJ00166253 

Census:  131

Sample Size:  6

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 00187508

Based on interview and record review, it was 
determined that the facility Administrator failed to 
follow and implement its policy and procedure 
titled, "Policies and Procedures Regarding 
Members Rights," "Elder Abuse," and "Members 
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 M 223Continued From page 2 M 223

Assessments" for assessing, training, and 
notification to the Department of Health (DOH), 
the police, and physician for an  

 
 for 1 of 6 participants, 

Participant #2.

This deficient practice was evidenced by the 
following:

On 7/7/25 at 10:36 a.m., the surveyor reviewed 
the medical record (MR) of Participant #2 which 
revealed that the participant was  

 
. In addition, the surveyor reviewed the 

Interdisciplinary Quarterly Note/Conference 
(IQNC)" summary dated , written by a 
Registered Nurse (RN), which documented that 
the participant required  for  
other participant's  and display of 

 toward 
other participants.

At 12:40 p.m., the surveyor interviewed the 
Administrator regarding Participant #2's 

  The Administrator stated 
that the participant was known to  

. During 
interview, the Administrator stated that an incident 
occurred in  where she 
[Administrator] overheard the participant making 

. The surveyor asked 
the Administrator what she did about the 

 and then requested the investigation 
report for review.

At 12:54 p.m., the surveyor reviewed the 
investigation report provided by the Administrator, 
which revealed that on , Participant #2 
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 M 223Continued From page 3 M 223

" 
in the van during transportation. In addition, the 
report revealed that the participant's family 
member was notified, and that the participant was 
not referred to a physician or Emergency Room 
(ER). 

During interview with the Administrator, she 
stated that the participant's driver was changed 
on . However, the Administrator was 
unable to provide the surveyor with documented 
evidence that showed that the participant's driver 
was changed on , following the  

.

While interviewing the Administrator, the surveyor 
inquired if the  were reported to the 
DOH and the police. The Administrator stated that 
she did not report the above  to the 
DOH and the 

At 1:10 p.m., the surveyor interviewed the 
Administrator regarding staff training following the 

. The Administrator stated that she held a 
meeting after the incident on notification and 
reporting . However, the Administrator 
stated that she did not document the staff training 
on  following the above incident on .

On 7/8/25 at 10:48 a.m., the surveyor interviewed 
the  driver regarding training on  
following the . The Driver 
stated that he did not receive training or 
in-services on  following the  
incident with Participant #2. In addition, the driver 
confirmed that he continued to work after the 

 but his transportation route was 
changed on .
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 M 223Continued From page 4 M 223

At 11:25 a.m., the surveyor reviewed the program 
transportation logs dated 3/2025, which revealed 
that Participant #2 continued to be transported by 
the  driver on , a 
total of 3 days post incident. 

At 1:40 p.m., the surveyor interviewed the 
Assistant Director of Nursing (ADON) regarding 
the  

 and inquired if the 
participant was assessed for any injuries. The 
ADON stated that assessments would be 
completed if the participant displayed a change in 
condition or an incident occurred. The ADON also 
stated that the physician would also be notified.

During review of the MR, the surveyor did not 
identify a documented assessment or physician 
notification following an  

 
 

. 

The surveyor reviewed the facility policy and 
procedure titled, "Policy and Procedures 
Regarding Member Rights" which revealed "... 
Members' rights, policies and procedures ensure 
that, at a minimum, each member admitted to the 
Facility: ... Is free from mental and physical 
abuse, ..." and upon "Receiving of Member 
Complaints ... Complaints involving abuse are 
reported ...Depending upon the situation, the 
Police Department may be notified ..."

In addition, the surveyor reviewed the facility 
policy and procedure titled, "Elder Abuse 
Protocol" which revealed "... In order to keep all 
members ... free of mental, emotional, physical 
...abuse, all ... staff are educated regarding the 
signs of abuse and prevention of abuse ... If 
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 M 223Continued From page 5 M 223

abuse or suspected abuse is thought to have 
occurred, it will be reported to ... New Jersey 
hotline phone number ... If medical care is not 
needed, the suspected victim will be kept safely 
away from the suspected abuser. ...If suspected 
abuser is a staff member, ...the staff member will 
be suspended pending the outcome of the 
investigation. ..."

The surveyor also reviewed the facility policy and 
procedure titled, "Member Assessment" which 
revealed "... Assessments and reassessments 
are documented in the member's medical record. 
..."

Reference: M0327, 8:36-4.2(a)(8)

 M 327 8:43F-4.2(a)(8) Participant Rights

(a) Participant rights, policies, and procedures 
shall ensure that, at a minimum, each participant 
admitted to the facility:

8. Is free from mental and physical abuse, 
free from exploitation, and free from the 

use of chemical and physical restraints. 
Medications shall not be used for punishment 

or for convenience of facility personnel.

This REQUIREMENT  is not met as evidenced 
by:

 M 327
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 M 327Continued From page 6 M 327

Based on observation, interview, and record 
review, it was determined that the facility 
Administrator failed to ensure participant safety 
following an  

 for 1 of 6 
participants, Participant #2. This deficient practice 
was evidenced by the following:

On 7/7/25 at 10:36 a.m., the surveyor reviewed 
the medical record (MR) of Participant #2, which 
revealed that the participant was  

 
. In addition, the surveyor reviewed the 

"Interdisciplinary Quarterly Note/Conference 
(IQNC)" summary dated  and , 
which revealed that the participant was  

 
. 

During surveyor review of the IQNC dated 
, written by a Registered Nurse (RN), 

revealed that the Participant #2 required 
 for  other participant's 

 and display of  
  toward other participants.

At 12:00 p.m., the surveyor observed Participant 
#2 seated at a table in the small dining/activity 
room. At that time, the surveyor interviewed the 
participant regarding the transportation staff and 
the care the participant received during 
programming hours. The participant stated that 
he/she enjoyed attending the program, and did 
not have any problems or concerns related to 
care or transportation staff. During the interview, 
the surveyor observed the participant pointing to 
other participants, verbalizing that  

 
.
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 M 327Continued From page 7 M 327

At 12:40 p.m., the surveyor interviewed the 
Administrator regarding Participant #2's 

  The Administrator stated 
that the participant was known to  

. During 
interview, the Administrator stated that an incident 
occurred in  where she 
[Administrator] overheard the participant making 

. The surveyor asked 
the Administrator what she did about the 

 and then requested the investigation 
report for review.

During interview with the Administrator, she 
stated that the participant's driver was changed 
on . However, the Administrator was 
unable to provide the surveyor with documented 
evidence that showed that the participant's driver 
was changed on , following the  

.

At 12:54 p.m., the surveyor reviewed the 
investigation incident report dated , which 
revealed that Participant #2  

 
. In addition, the 

participant  
 

 
.

 
In addition, the surveyor reviewed the driver's 
interview statement dated , the date of 
incident which revealed that Participant #2 got on 
the van and sat behind the driver and stated that 
he/she had a  about the driver. The driver's 
statement also revealed that the participant called 
the driver a  

. The participant then asked the 
driver if  and the driver replied 
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 M 327Continued From page 8 M 327

" ." The driver's statement also stated that the 
driver then kindly asked the participant to stay 
seated and enjoy the ride. 

On 7/8/25 at 10:48 a.m., the surveyor interviewed 
the  driver regarding the  

. The driver 
stated that on  a day prior to the  
incident, he notified the Director of Transportation 
(DOT) that Participant #2 was making 

 comments and requested that the 
participant transport routes be changed. In 
addition, the driver confirmed that he continued to 
work after the , but his transportation 
route was changed on .

At 11:25 a.m., the surveyor reviewed the program 
transportation logs dated , which revealed 
that Participant #2 continued to be transported by 
the  driver on , a 
total of 3 days post incident. The surveyor also 
reviewed the staffing schedule which 
revealed that the  driver continued to work 
on , during an investigation of 

.

At 11:36 p.m., the surveyor interviewed the DOT 
regarding the  by Participant #2 
on . The DOT stated that on  the 

 driver requested for administration staff to 
speak with the Participant #2 regarding an 

 behavior. The DOT stated that  
did not get to address the concern prior to the 

 
. The DOT explained that 

on , after speaking with the participant's 
family member, the participant's van route and 
driver was changed.

The surveyor reviewed the facility policy and 
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 M 327Continued From page 9 M 327

procedure titled, "Member Rights" which 
revealed, "... Members' rights, policies and 
procedures ensure that, at a minimum, each 
member admitted to the Facility: ... Is free from 
mental and physical abuse, ..."

In addition, the surveyor reviewed the facility 
policy and procedure titled, "Elder Abuse 
Protocol" which revealed that "If medical care is 
not needed, the suspected victim will be kept 
safely away from the suspected abuser. ...If 
suspected abuser is a staff member, ...the staff 
member will be suspended pending the outcome 
of the investigation. ..."

 M 375 8:43F-5.4(a)(1-5) Participant Assessment and 
Plan of Care

(a) A written interdisciplinary plan of care shall be 
developed, based on the initial and 
interdisciplinary assessment, within 30 days of 
the date the participant first attends the program. 
The plan of care shall include, but not be limited 
to, the following:

 1. The participant's scheduled days of 
attendance;

 2. The specific goals of care, if appropriate;

 3. The participant's needs and preferences 
for himself or herself;

 4. Orders for treatment or services, 
medications, and diet, if needed; and

5. The time intervals at which the participant's 
response to treatment will 

be reviewed.

 M 375
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 M 375Continued From page 10 M 375

This REQUIREMENT  is not met as evidenced 
by:
Complaint#'s:  NJ 00166253, NJ 00187508

Based on interview and record review, it was 
determined that the facility failed to ensure that a 
Registered Nurse (RN) developed and 
implemented an Interdisciplinary Plan of Care 
(ICP) with intervention(s) to address participant 
care needs, , and safety 

 of 6 participants. Participant 
#'s 2, 3, and 6. This deficient practice was 
evidenced by the following:

1. On 7/7/25 at 10:36 a.m., the surveyor reviewed 
Participant #2's medical record (MR) which 
revealed that the participant was  

 
. In addition, the surveyor reviewed the 

"Interdisciplinary Quarterly Note/Conference 
(IQNC)" summary dated , which revealed 
documentation that reflected the participant 

 for  other 
participant's , and displayed 

  toward 
other participants.

During MR review, the surveyor did not identify an 
ICP in the MR that address the participant's care 
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needs or intervention(s) for the participant's 
 

behaviors.

At 11:58 a.m., the surveyor interviewed the 
Assistant Director of Nursing (ADON) regarding 
Participant #2's ICP and requested the ICP for 
review. The ADON stated that the participant ICP 
was reviewed and updated quarterly and that 
behaviors were not a part of the participant's ICP. 
However, the ADON stated that she could not 
locate the participant's ICP and was unable to 
provide the surveyor with a copy.

2. On 8/2/23, the New Jersey Department of 
Health (NJDOH) received a Facility Reportable 
Event (FRE), a document used by healthcare 
facilities to report incidents to the NJDOH.  The 
report revealed on , Participant #6 had a 

 
 and then 

was transported to the .  

On 7/7/25 at 10:36 a.m., the surveyor reviewed a 
closed MR for Participant #6 which revealed a 
facility  

 
. 

Review of the  
revealed the participant was ordered a " " 
diet (  

).  Further 
review of the MR revealed a facility  

.  

Record review of the Initial 5-day Nursing 
Assessment dated , revealed Participant 
#6 required .  There was 
no ICP developed for Participant #6 to ensure 
goals and interventions were evaluated for 
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At 11:56 a.m., during surveyor interview, the 
Assistant Director of Nursing (ADON) stated that 
the primary physician ordered the participant's 
diet and . The ADON further 
stated that the facility kitchen staff was notified of 
any diet restrictions and if any problems were 
noted during , the aide notified a nurse 
(DON, ADON, or Licensed Practical Nurse 
(LPN)).  

On 7/8/25 at 10:41 a.m., the surveyor toured the 
special needs area and observed participants 
preparing to eat. The surveyor observed 
Participant #3 seated at a table. When the 
surveyor asked about Participant #3's  
habits, the ) 
stated that he/she  

.  

At 12:10 p.m., the surveyor reviewed the MR for 
Participant #3 which revealed a  

 
.  Review of the  

revealed a physician order for " "  
(  

).  Further review of 
Participant #3's IQNC dated revealed 
he/she needed .  There 
was no ICP developed for Participant #3 to 
ensure goals and interventions were in place for 
the participant to receive  
and ensure his/her safety while .   

The surveyor reviewed the facility policy and 
procedure titled, "Member Assessment" which 
revealed "...A Registered Professional Nurse 
(RN) assesses the nursing needs of each 
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member, coordinates the written interdisciplinary 
care plan, and ensures timelines of all services.  
...Implementation of the Member Plan of Care  
...A written interdisciplinary plan of care will be 
developed  ...The plan of care will include 
measurable objectives with interventions based 
on the members care needs and means of 
achieving each goal. ..."

 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

 M 443
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ix.  Communicating findings to the 
attending physician;

3. Managing medical emergencies;

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#:  NJ 00166253

Based on interview and record review, it was 
determined that the facility's Director of Nursing 
(DON) failed to notify the physician of a 
participant's  for 1 of 6 
participants reviewed, Participant # 6. This 
deficient practice was evidenced by the following:
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On , the New Jersey Department of Health 
(NJDOH) received a Facility Reportable Event 
(FRE), a document used by healthcare facilities 
to report incidents to the NJDOH.  The report 
revealed on the event date of , Participant 
#6 had a  

 and then 
was transported to the .  

On 7/7/25 at 10:36 a.m., the surveyor reviewed 
Participant #6's closed Medical Record (MR) 
which revealed a  

 
 Further review of 

the MR revealed a document titled,  "  
 which noted the participant was 

ordered a " " diet (  
).  

In addition, the MR revealed a  
.  

Further review of Participant #6's MR, revealed a 
document titled, "Incident Report" which revealed 
the participant had a  

 and was 
transferred to the  by Emergency Medical 
Services (EMS). Furthermore, the review of the 
participant's medical record indicated that there 
was no documented evidence that the DON 
notified the participant's physician of the  

and his/her .  

On 7/8/25 at 11:20 a.m., the surveyor interviewed 
the Administrator who reported being present 
during the incident.  The Administrator stated that 
Participant #6 was  and was brought to 
the nurses' station, and needed .  In the 
same interview, the Administrator also reported 
that the DON did call the participant's  
regarding the situation, but was unaware if the 
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DON contacted the participant's physician.  The 
Administrator further stated that the next day she 
spoke to Participant #6's family member and was 
told that the participant was being cared for  

 
; however, this information 

was not documented in the participant's medical 
record.  

At 2:31 p.m., the surveyor interviewed the 
Assistant Director of Nursing (ADON) regarding 
nursing procedures in treating participants.  The 
ADON stated that if a participant required 
treatment (within certain parameters), the nursing 
staff would treat the participant following the 
physician's written orders, but that if the 
participant's condition changed, then the 
particular physician would be contacted with an 
update. The ADON also stated that the facility 
nurse would obtain additional orders to care for 
the participant and would record everything in a 
document titled, "Progress Clinical Notes" in the 
participant's medical record. 

The surveyor reviewed the facility policy and 
procedure titled, "Policies for Medical 
Emergencies" which revealed, "...The general 
procedure in any medical emergency is to call for 
emergency transportation to an emergency 
facility, accompanied by a call to the attending 
physician. ..."
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