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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm record review and interviews, the facility failed to provide services in accordance with accepted professional
standards for one (#4) of four residents reviewed for ostomy care out of four sample residents.Specifically,

Residents Affected - Few the facility failed to ensure Resident #3 was provided appropriate ostomy care per physician's

orders.Findings include:l. Resident #4A. Resident status Resident #4, age [AGE], was admitted on [DATE]
and readmitted on [DATE]. According to the October, 2025 computerized physician orders (CPO),
diagnoses included morbid obesity, peripheral vascular disease, ileostomy, dementia and cognitive deficit.
The 8/13/ 25 minimum data set (MDS) assessment revealed the resident had mild cognitive impairment
with a brief interview for a mental status (BIMS) score of 12 out of 15. She required supervision or touching
assistance with toileting hygiene, including managing an ostomy (a surgically created opening (stoma) in
the abdomen to allow stool or urine to exit the body, bypassing the normal pathway) and wiping the opening
with managing equipment.B. Resident interviewResident #4 was interviewed on 10/21/25 at 10:20 a.m.
Resident #4 said she would change her own ostomy appliance if the nurses were too busy to do so.
Resident #4 said she learned how to change her own colostomy by watching the nurses. Resident #4 said
she did not receive any formal training from the nursing staff regarding how to change her colostomy, but
they always let her do it. Resident #4 said on several occasions in August 2025 and September 2025, the
facility constantly ran out of her nystatin powder which was supposed to be applied to the reddened areas
on her skin around the ostomy appliance. Resident #4 said the nursing staff did not change her colostomy
appliance consistently every time. She said each nurse changed her ostomy a different way using different
types of appliances because the staff told her they had to use whatever was available for her treatments. C.
ObservationsOn 10/21/25 at 10:06 a.m. registered nurse (RN) #1 was observed performing colostomy care
for Resident #4. RN #1 said she had worked at the facility for three years. RN #1 did not review Resident
#4's treatment orders prior to completing ostomy care for the resident. The colostomy was leaking stool
from below the ostomy appliance onto the resident's skin. The skin around and below the ostomy stoma
was red, inflamed and according to the resident, was very painful to the touch. RN #1 did not change his
gloves between touching the dirty and the clean ostomy appliances. RN #1 did not have dedicated clean
ostomy care scissors in his possession. RN #1 used Resident #4's scissors, which were sitting on her
bedside table to cut the ostomy supplies. RN #1 proceeded to apply a new ostomy appliance to Resident
#4's ostomy site. When he had completed the procedure, RN#1 disposed of the used ostomy bag in the
trash and removed it from the room.-RN #1 did not clean the resident's scissors before use. -RN #1 did not
follow the physician's treatment orders to apply skin prep to the surrounding ostomy stoma area and use
nystatin powder to the area. -RN #1 did not use a wound cleanser to clean the stoma area before applying
the new ostomy appliance. -RN #1 did not wash his hands with soap and water after the ostomy treatment
was completed. D. Record reviewReview of Resident #4's ostomy care plan, initiated 2/10/25, revealed
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F 0684 the resident had an alteration in gastro-intestinal status related to an ileostomy. Interventions included
ileostomy care every shift and as needed, checking the ostomy bag and assisting the resident in emptying
Level of Harm - Minimal harm if warranted, monitoring the ileostomy site for signs and symptoms of infection and notifying the physician of
or potential for actual harm concerns every shift (initiated 2/10/25), monitoring vital signs as ordered and recording and notifying the
physician of significant abnormalities such as rapid pulse, shallow, rapid or labored respirations, low blood
Residents Affected - Few pressure (initiated 2/10/25), obtaining and monitoring laboratory or diagnostic work as ordered and

reporting results to the doctor and following up as indicated (initiated 2/10/25), ostomy wafer changes were
to gently cleanse area around stoma, pat dry, apply skin prep to area, cut hole in wafer to fit the size of
stoma, attach drainage bag, wafer/bag size 2 3/4 every day shift on scheduled days (initiated
2/10/25).Review of Resident #4's October 2025 CPO revealed the following physician's orders:Ostomy
Care - Cleanse with wound cleanser, pat dry, apply nystatin powder to wound bed, leave open to air, every
shift for skin integrity. Monitor for signs and symptoms of infection or worsening, if present notify provider,
ordered 10/20/25.0stomy Wafer Changes: gently cleanse area around stoma, pat dry, apply skin prep to
area, cut hole in wafer to fit the size of stoma, attach drainage bag every day shift every Monday,
Wednesday and Friday, ordered 10/3/25.11. Staff interviewsRN #1 was interviewed on 10/21/25 at 10:35
a.m. RN #1 said the nurses were supposed to assess Resident #4's skin every day the ostomy bag and
appliance were changed. He said the ostomy appliance needed to be changed every day. RN #1 said it was
the nurse's responsibility to check the treatment order before changing the ostomy bag to make sure it was
done safely and correctly for the resident. RN #1 said he did not check Resident #4's physician's orders
prior to initiating ostomy care because he was in a rush to get the treatment done quickly and assumed
there were no changes. RN #1 said he would make sure to check treatment orders before initiating
treatment for a resident moving forward. RN #1 said Resident #4 would cut the ostomy wafer herself and
the staff would remove the old ostomy and apply the new one after the resident cut the wafer. He said the
nurses were provided training on how to correctly apply an ostomy RN #2 was interviewed on 10/21/25 at
11:15 a.m. RN #2 said it was facility's policy for the nurses to check the physician's orders prior to
administering medications or initiating treatments for resident safety.Licensed practical nurse (LPN) #2 was
interviewed on 10/21/25 at 11:58 p.m. LPN #2 said if a resident wanted to administer their own medications
or treatments they needed to be assessed for safety, but it was rare to have residents administer their own
treatments. LPN #2 said the nursing staff usually needed to administer the residents' medications and
treatments to ensure they were done properly. LPN #2 said the nursing staff always needed to do wound
care treatments, including ostomy care, for the residents, as the residents would not know how and when to
perform hand hygiene and change their gloves in a way to prevent infection. LPN #2 said she did not think
any residents could do wound care treatments or ostomy care for themselves, as the nurses knew how to
do it more comfortably and effectively. LPN #2 said the nursing staff needed to wash their hands before and
after wound and ostomy care and complete glove changes whenever they moved from touching a dirty area
to a clean area. LPN #2 said whenever the nursing staff noticed even the smallest changes in a resident's
skin, they needed to do a skin assessment right away and document the changes in risk management. LPN
#2 said the nursing staff then needed to inform the director of nursing (DON), resident's representative and
the physician about the skin change and receive orders for how to treat it, even for the most minor cuts or
open areas. The assistant director of nursing (ADON) was interviewed on 10/21/25 at 11:29 a.m. The
ADON said nurses were supposed to use designated scissors which were specific for each resident when
performing wound and ostomy care. She said the scissors were located in the treatment nursing cart. The
ADON said the
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F 0684 facility provided the wound supplies, including the scissors for the nurses and were kept in the treatment
cart. The ADON said the nurses were supposed to check the physician's orders before the treatment was
Level of Harm - Minimal harm performed for resident safety and to make sure the physician's orders were followed appropriately. She said
or potential for actual harm this was important because a resident's skin could get worse if the nurses applied the wrong treatment to
the resident's skin. The ADON said Resident #4 insist on changing her own colostomy herself. She said the
Residents Affected - Few nurses were responsible for educating and assisting Resident #4 with her colostomy. Certified nurse aide

(CNA) #3 was interviewed on 10/21/25 at 2:22 p.m. CNA # 3 said a resident's colostomy bag should be
emptied in the toilet. She said Resident #4 would empty her own colostomy bag in the trash can, and also
change her own colostomy bag. CNA # 3 said she thought the nurses were supposed to change the
resident's colostomy bag and she was surprised to see Resident #4 doing it on her own.The DON, the
ADON, and the clinical nurse resource were interviewed together on 10/21/25 at 3:49 p.m. The DON said
Resident #4 could cut the ostomy wafer but it was difficult for the resident to see the area to apply it. The
DON said he preferred if staff applied the device. The DON said the CNAs would let the nurses know about
any new skin issues. The DON said the nurse would notify the DON and the ADON of new skin issues and
would call the physician and follow up with any new treatment orders. The DON said CNAs were educated
to let the charge nurse know about any skin changes. The DON said the nurses would set up a risk
management task and it would automatically trigger them to do a skin assessment. The DON said Resident
#4's skin issue around her ostomy site was a recurring issue. The DON said the nursing staff did not
document the education provided to Resident #4 for her ostomy change because it was assumed she
understood the nurses' directions. The DON said the expectation for the nurses was to check resident
treatment orders prior to initiating the treatment for every resident in the facility. The DON said the Resident
#4's skin was not infected, it was just red and irritated. The DON said the wound care physician would look
at the reddened skin area on the resident the following day.The ADON said the facility followed any new
skin changes for three days following the identification of a skin issue.
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