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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to ensure behaviors were care planned, monitored 
and evaluated for 1 of 2 residents reviewed. (Resident A)During an observation on 9/15/25 at 10:09 AM the 
following was observed:Resident A was resting on his bed with the head of the bed elevated. The colostomy 
bag on the resident's left side of the abdomen was bent at an angel more than 90 degrees and ballooning to 
the shape of the colostomy bag.In an interview, on 9/15/25 at 10:10 AM, Resident A indicated his colostomy 
bag had opened unexpectedly in the past. He indicated staff only emptied the bag every couple of days and 
only when he would tell the staff it needed emptied. He indicated he would take care of the bag himself and 
hand the bag to the nurses. Resident A indicated caring for the colostomy made him anxious. A record 
review for Resident A began on 9/15/25 at 11:10 AM. Diagnoses included depression, attention-deficit 
hyperactivity disorder (ADHD), and hemiplegia and hemiparesis following a cerebral infarction affecting the 
left, non-dominant side.A review of Resident A's current quarterly MDS, dated [DATE], indicated their BIMS 
(Basic Interview for Mental Status) score was 15 (cognitively intact). The MDS indicated that the resident 
needed extensive assistance to use the toilet and was diagnosed with hemiplegia or hemiparesis (the 
inability to use one side of the body). A review of Resident A's current care plan, dated 8/11/25, titled 
Colostomy Status Post Bowel Surgery indicated the resident preformed their own colostomy care. 
Interventions included to change the colostomy bag after each bowel episode or when full, educate Resident 
A on proper care of the ostomy and how to change the bag, Education Resident A when to alert the nurse to 
change the bag. A review of Resident A's current care plan, dated 8/11/25, titled Colostomy Phalange 
indicated Resident A would unseal his colostomy at various times throughout the day. Interventions included 
a reminder to resident A, not unseal the colostomy (phalange) daily. Observe if resident had unsealed the 
colostomy, assist the resident with the colostomy seal as needed.A review of Resident A's current care plan, 
dated 8/11/25, titled depression indicated Resident A had depression after getting a colostomy. Interventions 
included administration of medications as ordered, psychiatry consultation, and observation of signs and 
symptoms of depression, including hopelessness, anxiety, sadness, insomnia, negative statements, 
repetitive anxious or health-related complaints, or tearfulness. There was no intervention related to Resident 
A's colostomy. A review of Resident A's current care plan, dated 8/11/25, titled Psychosocial well-being 
related to anxiety, depression, inability to meet role expectations, lack of acceptance to current condition, 
recent social isolation. One goal indicated the resident would identify coping mechanisms including keep 
busy, work with hands, and feeling useful. Interventions included allowing time for the resident to answer 
questions and verbalize feelings, perceptions, and fears, assist/encourage/support the resident to set 
realistic goals to promote emotional and physical safety. Initiate referrals as needed or increase social 
relationships. Observe for and document resident's feelings relative to isolation, unhappiness, anger, and 
loss. Provide opportunities for the resident and family to participate in care, assist, encourage, and support 
about identified problems that cannot be controlled. There were no interventions related Resident A's 
colostomy behaviors. A review of Resident A's current care plan, dated 8/11/25, failed to address Resident 
A's ADHD diagnosis and behaviors. There were no care plans to address Resident A's colostomy behaviors.
A review of physician orders, dated 3/10/25 at 18:00, indicated colostomy care was to be completed by staff 
every shift and emptied as needed.A review of the Task Administration Record for August 2025 indicated the 
colostomy bag was emptied as needed on 8/3/25 at 11:05 PM. Routine colostomy care was documented as 
completed.A review of the Task Administration Record for September 2025 indicated routine colostomy care 
was not documented as completed on 9/2/25 during day shift.A review of the Bowel Elimination Task dated 
9/2/25 to 9/15/25 indicated stool output was recorded only one time on 9/4/25 and 9/12/25.A review of 
psychiatry progress notes, dated 9/11/25, indicated the physician was not aware of Resident A's most recent 
depression scale score of 20, indicating severe depression, completed on 8/21/25. There was no mention in 
the notes of Resident A taking off his colostomy bag, or taking off the bag and flange. A review of progress 
notes from 8/19/25 to 8/25/25 indicated staff had not notified the physician of the depression scale score 
result of severe depression. There were no notes related to Resident A taking off his colostomy bag, with or 
without the flange intact and no notes to indicate Resident A had been educated regarding colostomy care or 
addressing colostomy behavior. A review of progress notes from 8/19/25 to 8/25/25 indicated staff had not 
documented when the resident was reminded not to unseal the colostomy (phalange) daily.In an interview, 
on 9/15/25 at 1:12 PM, LPN 2 indicated colostomy care included cleaning the skin around the colostomy 
area and emptying the bag of air and or stool. She indicated Resident A would spontaneously take the 
colostomy bag off including the flange and not tell the staff. In an interview, on 9/15/25 at 1:27 PM, the 
Assistant Director of Nursing indicated Resident A had taken the colostomy off in the past. The resident 
wanted to be independent at times and had a plan to move to assisted living. Resident A had the ability to 
empty the colostomy independently, but Resident A had not been consistent in completing his own care. 
Resident A had been offered support groups but the resident had refused.In an interview, on 9/15/25 at 1:57 
PM, the Administrator indicated Resident A had unsealed his colostomy emptying stool on the floor around 
the front door of the facility.In an observation, on 9/15/25 at 1:58 PM, the front entrance of the facility was 
cleaned and rinsed of a large amount of stool. In an interview, on 9/15/25 at 3:33 PM, RN 2 indicated 
Resident A had not changed or burped their colostomy bag recently. Resident A had needed the colostomy 
bag emptied 2 or 3 times during most shifts. Regular education had been provided to Resident A about 
telling staff when the colostomy bag was full. Emptied colostomy tasks should have been documented on the 
TAR or in the Elimination Task flowsheet. Resident A would would carry the full bag detached from the 
flange to the nurse's station. In an interview, on 9/15/25 at 4:40 PM, the Social Services Director indicated 
Resident A had turned the call light on for staff and had been mentally and physically capable of leaving the 
facility. All facility physicians (providers) had access to all forms and assessments completed by staff. The 
providers talked with the Social Services Director weekly. On 7/2/25 the physician was notified of Resident A 
had been drinking alcohol and drove the wheelchair recklessly on 7/1/25, as reported by staff who witnessed 
the event. The SSD did not indicate the providers had been made aware of Resident A's behavior with his 
colostomy bag. The policy regarding behavior identification and tracking was requested. There was no 
further information or policies presented by time of exit. This citation is related to intakes 2614478 and 
2567160. 3.1-43(a)(1)
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