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R 000| Initial Comments R 000
Type of survey: Complaint
Complaint # NJ00172134
Census: 8

Sample: 3

The facility is not is compliance with all of the
Standards in the N.J.A.C. 8:37 Standards for
Licensure of Dementia Care Homes.

R 016| 8:37-1.1(b) Purpose and Scope R 016

This chapter is promulgated for the purpose of
establishing interim licensing standards for
dementia care homes in the State of New Jersey
to ensure that they are maintained and operated
in such a manner that will protect the health,
safety and welfare of its residents and at the
same time preserve and promote a home-like
atmosphere appropriate to such facilities.

This STANDARD is not met as evidenced by:
Complaint #: NJ00172134

Based on interview and record review, it was
determined that the facility failed to follow its
policy and procedure titled, "Incident Reporting”
by not reporting potential incident to all parties for
1 of 3 residents. Resident #2. This deficient
practice was evidenced by the following:

On 3/19/24 at 1:40 p.m., the surveyor reviewed
the closed medical record (MR) of Resident #2
who was admitted to the facility for jilaala care
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NJ Order 20.4(b)1)

NJ Ex Order 26.4(b)(1)

On 3/19/24 at 2:13 p.m., the surveyor interviewed
the Community Director (CD) regarding Resident
#2's care. The CD stated the resident liked to
and SEECEEED The CD stated that on

the resident was giisl and pulled a
chair and [N\NISROIGCERR: () §)) and was
NSOl The CD explained she

During the interview, the CD stated she did not
complete an incident report or notify the resident's
Power of Attorney (POA) untifgigiiili when the
Director of Operations (DOO) instructed her to do
so. The CD stated that she did not consider the
above as incident because there was [gsiials or
il 2t the time of the incident.

During continued interview, the CD added that
after Resident #2 was discharged on |l she
received a call from the DOO who stated the
resident's POA called and stated that the resident
had N\RESQEIGEI@IRIEIR. The CD then
explained that she informed the DOO she was
not aware of any |l on discharge and

informed the DOO of the [galsals incident when the
resident NNISHOICEPLR: 1)) .
At 3:00 p.m., the surveyor interviewed the DOO

who acknowledged that she notified the CD and
informed the CD to complete an incident report

on i

The surveyor reviewed the facility policy and
procedure titled, "Incident Reporting,” which
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revealed "An Incident Report will be initiated
anytime a matter related to safety, medical
emergency, or unusual occurrence takes place.
...Notifications must be made to RDON [Regional
Director of Nursing], MD [Medical Doctor], and
responsible party(s) at time of incident
occurrence."”
Reference: 8:37-7.9(1)(h)
R 872 8:37-5.9(b) Personal Care-Laundry Services R 872

Each resident's laundry shall be properly
identified to prevent loss.

This STANDARD is not met as evidenced by:
Complaint # NJ00172134

Based on interview and record review, it was
determined that the facility failed to ensure
personal laundry was labeled to prevent from loss
or misplacement for 1 of 3 residents. Resident #2
as evidence by the following:

On 3/19/24 at 1:40 p.m., the surveyor reviewed
the closed medical record (MR) of Resident #2

who was admitted to the facility for j care
Bl and discharged on . According

to the "Resident Personal Property Inventory
Form" the resident was admitted with twenty
three pieces of clothing.

At 2:13 p.m., the surveyor interviewed the
Community Director (CD) regarding Resident #2's
personal clothing and belongings. The CD stated
the resident liked to [N and would mix
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Medication

Facilities employing certified medication aides to
administer medications to residents shall comply
with the requirements at N.J.A.C. 8:36-11.5.

This STANDARD is not met as evidenced by:
Complaint#: NJ00172134

Based on interview, observation, medical record
review, and review of pertinent facility documents,
it was determined that the facility failed to
administer medication as ordered by the
resident's physician in accordance with N.J.A.C.
8:36-11.5(f) for 1 of 3 residents, Resident #2. This
deficient practice was evidenced by the following:

Reference: N.J.A.C. "8:36-11.5(f) Medications
shall be accurately administered and documented
by properly authorized individuals, in accordance
with prescribed orders."

On 3/19/24 at 11:20 a.m., the surveyor
interviewed the Certified Medication Aide (CMA)
regarding medication administration and
documentation procedures. The CMA stated that
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R 872 Continued From page 3 R 872
the clothes up with other residents belongings.
Additionally, the CD explained on the date the
resident was discharged il some of the
clothing was missing. Further, the CD stated the
facility did not label personal belongings.
The facility failed to account for all of Resident
#2's cloths upon discharge from the facility on
R1000| 8:37-6.2(a)(1) Pharmacy-Administration of R1000
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the facility used an electronic Medication
Administration Record (eMAR) to administer
medication. Additionally, the CMA explained that
after a medication was administered she would
sign out the medication in the eMAR. The CMA
also stated that if a resident refused a medication
the eMAR had a drop down box to note the
reason why a medication was not administered.

On 3/19/24 at 1:40 p.m., the surveyor reviewed
the closed medical record (MR) of Resident #2.
During the MR review, the surveyor observed the
resident had a paper medication administration
record (MAR) dated i to g and
observed a total of six medications were not
administered per order on the following dates:

O INJ Ex Order 26.4(b)(1)JlINJ Ex Orver 26.4(b)( 1l NJ Ex Croer 26.4(b)( lNJ Ex Order 26.4(D)(1)

NJ Ex Order 26.4(b)(1) tablet at 9:00 p.m., for
ANES QO LRI \was not signed out as

administered.

On NJ rder 26.4(0)( SN £x Orger 26.3(D)( N Ex Order 26.4(D)(1)
I

NNESRE LRI tablet at 8:00 a.m. for
Rt \vas not signed out as administered.
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OINJ Ex Order 26.4(b)(1)
tablet give 1 tablet at 9:00 a.m., for
I /25 not signed out as administered.

NJ Ex Order 26 4(b)(

At 2:10 p.m., the surveyor interviewed the CMA
regarding missing initials/signatures on the
residents MAR. The CMA stated the EMAR
system was not working during the residents stay
from |kl to il and a paper MAR was
used to administer medications. Additionally, the
CMA explained NEESCEESIGEI PRI

Regional Clinical Director (RCD) regarding the
missed initials/signatures on the resident's MAR.
The RCD stated that she went on vacation and
was not aware of the missed signatures in the
MAR.

The surveyor then requested a removal plan from
the Director of Operations (DOO) and the RCD
for medications not signed out as administered

INJ Ex Oraer 26.4{b)

, and

for 4 days il
NJ

, by the CMA.

At 3:30 p.m., the surveyor reviewed the facility
policy and procedure titled, "Medication
Availability/Cycle Fill" which revealed, "It is
expected that medications are ...administered
and documented as ordered."

On 4/11/24 at 2:55 p.m., the surveyor received a
removal plan from the facility via email that was
acceptable.

On 4/17/24 the surveyor conducted a re-visit at
the facility and the removal plan was
implemented. The surveyor observed a
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medication pass, interviewed staff on medication
administration procedures, and reviewed staff
training/in-service records.
R1648| 8:37-7.9(h) Physical Plant-Control of Access R1648

Every entrance door leading to living areas shall
be kept locked at all times except when in actual
use, except when a licensee or an employee of
the licensee is stationed nearby for the purpose
of controlling or supervising entry or other
reasonable provision has

been made for entry control.

This STANDARD is not met as evidenced by:
Complaint # NJ00172134

Based on interview, observation, and record
review, it was determined that the facility failed to
secure the kitchen area from residents entering
the kitchen when un-supervised by staff for 1 of 3
residents, Resident #1. This deficient practice
was evidenced by the following:

On 3/19/24 at 11:00 a.m., during tour of the
community with the Community Director (CD), the
surveyor observed that the kitchen was an open
area that led into the common dining and activity
area. Additionally, the surveyor observed the
kitchen did not have supervised entry and there
was no controlled locked entry way. The surveyor
observed the stove/oven were easily accessible
to the residents who resided at the facility.

At 1:40 p.m., the surveyor reviewed the closed
medical record (MR) of Resident #2 who was
admitted to the facility on |l and

STATE FORM 6899 MO9F11 If continuation sheet 7 of 8




New Jersey Department of Health

PRINTED: 04/04/2025

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

D35019

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY

COMPLETED

C
04/17/2024

NAME OF PROVIDER OR SUPPLIER

FOX TRAIL MEMORY CARE LIVING PARK RID(

PARK RIDGE, NJ 07656

STREET ADDRESS, CITY, STATE, ZIP CODE
103 KINDERKAMACK ROAD

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)

(EACH CORRECTIVE ACTION SHOULD

DEFICIENCY)

BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE

R1648

Continued From page 7

discharged on B with diagnosis of
NANSYOGEWLRADIE) . According to the "Service
Plan (SP)" dated psslal the resident was

independent in ambulation, occasionally

Bl However, the incident
j indicated Resident #2 jiiisl

was observed [\NE= 0]l R:1{e)[§))

At 2:13 p.m., the surveyor interviewed the CD
regarding the ikikaa Not being secured.
The CD stated she was not aware that the
was to be secured to prevent
residents from going into the |l
un-supervised.

At 3:00 p.m., the surveyor interviewed the
Director of Operations (DOOQ) regarding the
unsupervised O stated that
she was not aware the ediERERE Way needed
a barrier when unsupervised. The surveyor then
requested a removal plan from the DOO for no
barrier or controlled locked entry way to the

facility il When unsupervised by staff which
placed all residents at risk for harm.

On 4/11/24 the surveyor received a removal plan
from the facility via email which was acceptable.

On 4/17/24 the surveyor conducted a re-visit at
the facility and the removal plan was
implemented. The surveyor observed the |l
entrance when unsupervised had a controlled
lock entryway. Additionally, the surveyor
interviewed staff and reviewed training records
which revealed all staff were aware of the new

controlled lock entryway.

R1648

STATE FORM

6800

MOYF11

If continuation sheet 8 of 8




4/23/24

Fox Trail Memory Care Living Park Ridge
103 Kinderkamack Road
Park Ridge, NJ 07656

FOX TRAIL

MEMORY CARE LIVING

Administrator

R 016 8:37-1.1(b) Purpose and Scope g

How the corrective action will be accomplished for those resl.lidents found to have been
affected by the deficient practice.

¢ Resident #2 who was affected was discharged on

How the facility will identify other residents having the poten ‘,ial to be affected by the same
deficient practice.

¢ Allresidents have the potential to be affected by this deficient practice.

¢ Allincident reports are reviewed by the Community Dire«%tor to ensure all reporting
requirements are completed weekly.

What measures will be put into place or systemic changes made to ensure that the deficient
practice will not recur.

A barrier was installed on 3/20/24.
All staff were in-serviced on the barrier and when the bairier was put in place on 4/10/24.

e Community Director and team members are trained on groper incident reporting
procedures on 4/18/24.

» Allincident reports are reviewed by the Community Diredtor/Designee to ensure all
reporting requirements are completed.

How the facility will monitor its corrective actions to ensure tjat the deficient practice is being
corrected and will not recur, i.e. what program will be put inte: place to monitor the continued

effectiveness of the systemic changes.
xeg

Al
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e Auditing of barrier security will be completed by the Communllity Director 5 x aweek x 4
weeks and then 1 x month.

e Allteam members will be trained on incident/accident report ‘ng upon hire and annually by
Community Director/Designee.

e Completion date of 4/18/24.

R 872 8:37-5.9(b) Personal Care-Laundry Services

 How the corrective action will be accomplished for those res‘ldents found to have been
affected by the deficient practice.
¢ Resident #2 who was affected was discharged o

* How the facility will identify other residents having the potenglial to be affected by the same
deficient practice. ’

* Allresidents have the potential to be affected by this def{?cient practice.

¢ Allresidents have had a standard assessment compieteifd per regulations, that indicates
if the community completes laundry services.

» What measures will be put into place or systemic changes made to ensure that the deficient
practice will not recur.

¢ In-service completed with all staff on laundry services/cléthing labeling and infection
control on 4/18/24.

» Asetlaundry schedule was implemented, and all team niembers were trained on
schedule on 4/18/24. ‘

e Allresidents’ clothing is labeled with their names upon aiimission and as needed.
All team members are trained on laundry services upon hire and as needed.

» How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur, i.e. what program will be put inte place to monitor the continued
effectiveness of the systemic changes.

¢ Community Director/Designee is monitoring the staff assignment sheets that are signed
off that the laundry is being completed.

e Community Director/Designee is monitoring the laundry {o ensure that the proper
procedure is being followed 5 X’s a week x 4 weeks, 1 x 2 week x 4 weeks, then 1 x
month.

Completion date of 4/18/24.

R1000 8:37-6.2(a)(1) Pharmacy-Administration of
Medication

o How the corrective action will be accomplished for those resjdents found to have been

affected by the deficient practice.
op o
(WN A ‘?r%\




¢ Resident #2 affected was discharged on-

¢ How the facility will identify other residents having the poter tial to be affected by the same
deficient practice. 1

» Alliresidents have the potential to be affected by this deficient practice.
« Allresidents medications were reviewed to ensure that {he residents are receiving their
medication according to the physician orders.

¢ What measures will be put into place or systemic changes ,lnade to ensure that the deficient
practice will not recur.

¢ In-service completed with the CMA's on 4/18/24 by RN .f)n procedure for when
medication is not administered, medication administraticn process, and delegation of
medication administration.
e Community Director is reviewing missed medication repr':)rt daily and following up on any
missed medications immediately.

¢ How the facility will monitor its corrective actions to ensure :hat the deficient practice is being
corrected and will not recur, i.e. what program will be put into place to monitor the continued

effectiveness of the systemic changes. |

e Community Director/Designee will audit all new admissitins/new orders/pending orders

to ensure that they are approved 5 x week.

Completed on 4/18/24.

R1648 8:37-7.9(h) Physical Plant-Control of Access

e How the corrective action will be accomplished for those reslagidents found to have been

affected by the deficient practice.
¢ Resident #2 who was affected was discharged o-

e How the facility will identify other residents having the poten{ial to be affected by the same
deficient practice.

» Allresidents have the potential to be affected by this defjcient practice.
* Allresidents have had a standard assessment completeld per regulations.

¢ What measures will be put into place or systemic changes pade to ensure that the deficient
practice will not recur.

A barrier was installed on 3/20/24.
+ All staff were in-serviced on the barrier and when the bajrier should be in place on
4/10.24.
¢ Community Director and team members are trained on groper incident reporting
procedures on 4/18/24.




How the facility will monitor its corrective actions to ensure thiat the deficient practice is being
corrected and will not recur, i.e. what program will be put intatplace to monitor the continued
effectiveness of the systemic changes.

Auditing of barrier security will be completed by the Commur}ty Director/Designee 5 x a
week x 4 weeks and then 1x monthly.

Completion date of 4/18/24.
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