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THE FACILITY IS NOT IN SUBSTANTIAL
COMPLIANCE WITH THE REQUIREMENTS OF
42 CFR PART 483, SUBPART B, FOR LONG
TERM CARE FACILITIES BASED ON THIS
COMPLAINT VISIT.

F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690 9/18/24
SS=D | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(i) A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(iii) A resident who is incontinent of bladder
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receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

COMPLAINT # NJ176547

CENSUS: 192
SAMPLE SIZE: 3

Based on observation, interview, and record
review, it was determined that the facility failed to

provide appropriate [SSSICEEIRIOIO] 5nd
NJ Exec O 26.4b]] . .
resident who required

. This deficient practice was identified
for 1 of 3 residents reviewed for |l and

NMESYCIREERIOIO (Resident #2) and was

evidenced by the following:

According to the "Admission Record", Resident

NJ Ex Order 26.4(b)(1) ,
NJ Ex Order 26.4(b) (1) & Order 26-40)0)
NJ Ex Order 26.4(b)(1)f*2 & Order 2640)0)

NJ Ex Order 26.4(b)(1)

According to the Minimum Data Set (MDS), an

1. Resident #2 was immediately provided
proper RN

2. All incontinent residents are at risk of
being affected by this deficient practice.
3. All CNA's were in-service by Director of
Nursing on 09/12/2024 regarding proper
incontinent care.
4. Director of Nursing or designee will
audit 4 incontinent residents a month for 3
months for proper incontinent care and
bring results to quarterly QAPI meeting.
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assessment tool dated |EElalE Resident #2 had
a Brief Interview for Mental Status (BIMS) of
indicating that Resident # 2's was
NNESYCEETPLEIIEY The MDS also identified
that the Resident #2 was ReESSMEERERIOEY of
and e and was NISSSLEPLEIOE)]

Review of Resident #2's Care Plan (CP) initiated
on|lERERE under Focus: "Resident is

NJ Ex Order 26.4(b)(1) EEEIREEY" ==

" Under Goal: "Resident
will remain AMZEHCIGCEWIENE ond have

" Under Interventions: " Anticipate
and meet the resident's needs."

A Care Plan (CP) initiated on
a focus that "the resident is at risk
[related tO] INJ Ex Order 26.4(b)(1)NJ Ex Order 28.4(b) 1),

[NNESYOIT VAR ( QD] Interventions included
but were not limited to: "Assist with |k

During a tour of the floor with the
)o at 10:00 a.m.,
Resident #2 was lying in bed with eyes closed.

Resident #2's [SEESEEECRE as [

During another observation at 11:09 a.m. with the
EESLEE]S FOIA (b)(6)

Resident #2 was lying in bed with eyes opened.
Resident #2 had \NE=X QO] I @R 1§D

NJ Ex Order 26.4(b)(1 )“‘C"m' Resident

ERPRZERNJ Ex Order 26.4(b)(1)
was RIESEERERIORN through to the

During interview at 12:14 p.m. with the assigned
[l indicated that his/her shift started at
7:00 a.m. and stated, "I take it for granted that the
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assignment on the previous shift." [jjjifj stated

INJ Ex Order 26.4(t

INJ E£x Oraer 26. NJ Ex Order

to

important to residents when
PCEYNJ Ex Order 26.4(b)(1)R

Interview with the UM at 11:16 a.m. revealed that
BEREERERIE care should be done three times per
shift which is every two hours, and as needed.
stated that the shift started at 7:00 a.m. [l
further stated that it was not normal practice for

Resident #2 to have \NESSOIGEIPLRI(OIEN).
Interview with the [UISHIZCIING G IN) -t

1:47 p.m. revealed that the process for
BRI care was for it to be done frequently
throughout the shift and as needed. Sl further
stated that it was not the expectation for a

resident to have NNISEOIGEIRI(IIE) .

Review of the facility's policy titled
"Incontinence/Perineal Care" with
reviewed/revised date of 1/1/24, stated: "It is the
practice of this facility to provide to all incontinent
residents during routine bath and as needed in
order to promote cleanliness and comfort,
prevent infection, to the extent possible, and to
prevent and assess for skin breakdown."

NJAC 8:39-27.2(h)
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CENSUS: 192

SAMPLE SIZE: 3

THE FACILITY WAS IN COMPLIANCE WITH

THE STANDARDS IN THE NEW JERSEY

ADMINISTRATIVE CODE, CHAPTER 8:39,

STANDARDS FOR LICENSURE OF LONG

TERM CARE FACILITIES.
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315157 v |B. Wing

Y2

DATE OF REVISIT

9/27/2024 v

NAME OF FACILITY

STREET ADDRESS, CITY, STATE, ZIP CODE

MORRISTOWN POST ACUTE REHAB AND NURSING CENTER 77 MADISON AVENUE

MORRISTOWN, NJ 07960

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such 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 CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).
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Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix  F0690 Correction ID Prefix Correction ID Prefix Correction
483.25(e)(1)-(3)

Reg. # Completed Reg. # Completed Reg. # Completed
LSC 09/18/2024 LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY [ | (NITIALS)

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO D (INITIALS)

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

8/30/2024 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
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