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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42815

Residents Affected - Some Based on interview, and record review, facility staff failed to document and update care plans to include the
use of a colostomy bag (a bag that collects stool) for one (Resident #2) and new interventions for one
resident (Resident #1) with a behavior of inserting foreign objects into his/her colostomy bag and stoma
(opening in the body) out of four sampled residents. The facility census was 232.

1. Review of the facility's policy titled, Comprehensive Care Plans, dated 6/26/24, showed staff were directed
to:

-Develop and implement a comprehensive person-centered care plan for each resident, consistent with
resident rights, that include measurable objectives and time frames to meet a resident's medical, nursing,
and mental and psychosocial needs that are identified in the resident's comprehensive assessment;

-The comprehensive care plan will include measurable objectives and timeframe's to meet the resident's
needs as identified in the resident's comprehensive assessment. The objectives will be utilized to monitor the
resident's progress. Alternative interventions will be documented, as needed.

2. Review of Resident #2's Quarterly Minimum Data Set (MDS), a federally mandated assessment tool,
dated 07/19/24, showed staff assessed the resident as cognitively intact and used an ostomy bag.

Review of the resident's Physician Order Summary (POS), undated, showed an order for a colostomy bag.

Review of the resident's care plan, dated 07/15/24, showed it did not contain direction for staff in regard to
the use of a colostomy bag.

During an interview on 10/02/24 at 8:24 A.M., the Director of Nursing (DON) said if a resident had a
colostomy bag, it should be addressed in the care plan. The DON said he/she did not know if the colostomy
bag was addressed in the resident's care plan, but it should be if it was not. He/She said the MDS
Coordinator and him/her were responsible to update the care plan.
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F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

During an interview on 10/02/24 at 2:27 P.M., the MDS Coordinator said the resident did have a colostomy
bag. He/She said he/she did not know why it was not listed on his/her care plan and it was overlooked by
himself/herself and the care plan coordinator. He/She said he/she was able to update the care plans, as well
as the DON and other staff.

3. Review of Resident #1's Quarterly MDS, dated [DATE], showed staff assessed the resident as cognitively
intact and uses an colostomy bag.

Review of the resident's Physician Order Summary, undated, showed an order for a colostomy bag.
Review of the resident's medical record showed staff documented:

-On 06/23/24, the resident sent to the hospital due to shoving a paperclip in his/her stoma;

-On 07/03/24, the resident sent to the hospital due to shoving a fork in his/her colostomy bag;

-On 09/10/24, the resident sent to the hospital due to placing foreign objects in his/her stoma;

-On 09/17/24, the resident sent to the hospital due to shoving a spoon and fork in his/her stoma;

Review of the resident's care plan, dated 08/27/24, showed staff documented the resident used a colostomy
bag. Staff documented the resident exhibited behavior's of inserting foreign objects into his/her colostomy
bag. Review of the care plan showed staff documented on 02/23/24 resident with the behavior of inserting
foreign objects. The care plan did not contain documentation of new interventions since 02/23/24.

During an interview on 09/25/26 at 2:16 P.M., Charge Nurse A said the resident had a history of inserting
foreign objects into his/her colostomy bag. He/She said he/she did not know if there were interventions after
each incident, but he/she said there should be and it should be documented in the care plan.

During an interview on 09/25/24 at 2:40 P.M., the DON said the resident had a history of inserting foreign
objects in his/her colostomy bag. He/She said staff did not attempt interventions after each incident of
inserting foreign objects in his/her colostomy bag. He/She said staff should have attempted interventions and
addressed in the care plan.

During an interview on 09/25/24 at 2:40 P.M., the administrator said the resident had a history of inserting
foreign objects in his/her colostomy bag. She said staff did not attempt interventions after each incident of
inserting foreign objects in his/her colostomy bag. She said staff should have attempted interventions and
addressed in the care plan.

During an interview on 10/02/24 at 2:27 P.M., the MDS Coordinator said he/she did know the resident had a
history of inserting foreign objects into his/her colostomy bag. He/She said the DON and administrator were
responsible to implement new interventions and would relay the informaiton to the care plan coordinator or
himself/herself. He/She said he/she was not told of any new interventions.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Actual harm
42815
Residents Affected - Few
Based on interview and record review, the facility staff failed to provide supervision of one resident (Resident
#1) who has a history of inserting foreign objects into his/her colostomy bag (a bag that collects stool) and
stoma (an opening in the body) which resulted in the resident being transfered to the hospital. The facility
census was 232.

1. Review of the facility's policy titled, Incidents and Accidents Policy, dated 05/18/24, showed staff were
directed to assure appropriate and immediate interventions are implemented and corrective actions are
taken to prevent recurrences and improve the management of resident care.

2. Review of Resident #1's Quarterly Minimum Data Set (MDS), a federally mandated assessment tool,
dated 07/18/24, showed staff assessed the resident as cognitively intact and used a colostomy bag.

Review of the resident's Physician Order Summary, undated, showed an order for a colostomy bag.

Review of the resident's medical record showed staff documented:

-On 06/23/24 at 1:34 P.M., the resident sent to the hospital due to shoving a paperclip in his/her stoma;

-On 07/03/24 at 12:39 P.M., the resident sent to the hospital due to shoving a fork in his/her colostomy bag;
-On 09/10/24 at 10:47 A.M., the resident sent to the hospital due to placing foreign objects in his/her stoma;
-On 09/17/24 at 2:55 P.M., the resident sent to the hospital due to shoving a spoon and fork in his/her stoma.
Review of the resident's care plan, dated 08/27/24, showed staff documented the resident used a colostomy
bag. Staff documented the resident exhibited behavior's of inserting foreign objects into his/her colostomy
bag. Review of the care plan showed staff documented on 02/23/24 resident has behavior of inserting
foreign objects. The care plan did not contain interventions for the resident inserting foreign objects.

Review of the resident's hospital paperwork, dated 09/18/24, showed the resident admitted to the hospital
due to insertion of a foreign object in his/her ostomy, which required a procedure to examine the lower part of
the colon and rectum to assist with removal of the foreign object surgically.

During an interview on 09/25/26 at 2:16 P.M., Charge Nurse A said the resident had a history of inserting
foreign objects into his/her colostomy bag. He/She said he/she did not know if there were interventions after

each incident, but he/she said there should be and it should be documented in the care plan.
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F 0689 During an interview on 09/25/24 at 2:40 P.M., the Director of Nursing (DON) said the resident had a history
of inserting foreign objects in his/her colostomy bag. He/She said staff did not attempt interventions after
Level of Harm - Actual harm each incident of inserting foreign objects in his/her colostomy bag. He/She said staff should have attempted
interventions and addressed the interentions in the care plan.

Residents Affected - Few
During an interview on 10/02/24 at 8:24 A.M., the DON said if staff did attempt interventions after each
incident, it could have potentially prevented future incidents of the resident's inserting foreign objects in
his/her colostomy bag. He/She said staff did not have interventions in place to monitor the silverware prior to
the resident leaving the table after meals.

During an interview on 09/25/24 at 2:40 P.M., the administrator said the resident had a history of inserting
foreign objects in his/her colostomy bag. He/She said staff did not attempt interventions after each incident of
inserting foreign objects in his/her colostomy bag. He/She said staff did not have interventions in place to
monitor the silverware prior to the resident leaving the table after meals.
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