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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure provider orders were consistently followed to track 
ostomy (a surgically placed opening [stoma] in the abdomen to allow body waste to pass into a collection 
bag) output, teach the resident to manage their ostomy independently, consistently assess and monitor skin 
around the stoma and provide and document ostomy care consistent with professional standards for 1 of 1 
resident (Resident 1) reviewed for ostomy care. Resident 1 experienced harm when they developed 
excoriation (skin breakdown), redness and weeping, around their ostomy so facility staff were unable to 
securely adhere the ostomy bag to the skin and required the resident's transfer to the hospital for evaluation 
and treatment. Findings included:The 2022 article titled Living with an Ileostomy, published by United 
Ostomy Associations of America (a nonprofit organization that supports and educates people who have 
ostomies) at www.ostomy.org, documented that the output/stool from an ileostomy contained digestive 
enzymes (stomach acid) which caused skin breakdown, so it was important to address skin issues right 
away by changing the ostomy wafer and treating the irritated skin. As the discharge may be more liquid or 
watery, the risk for dehydration was higher, since the large intestine (which was bypassed) is where most of 
the fluid and electrolytes were absorbed. Since liquid stool increased the likelihood of dehydration, the 
physician may suggest foods or medications to thicken it, and liquids to drink, to replace lost fluids and 
electrolytes. The article further suggested to seek medical advice for the following issues: Watery discharge 
lasting more than five to six hours, chronic skin irritation, rash, weeping skin or if unable to wear the pouching 
system for two or three days without leaking.The New Ostomy Patient Guide 2024, published by United 
Ostomy Associations of America at www.ostomy.org, under the heading Basic Ileostomy Care documented 
to treat skin irritation by dusting the irritated skin with a powder designed for use around the stoma, then 
apply No-Sting skin prep and allow it to dry, before placing a new ostomy appliance on.The undated 
Peristomal Skin Assessment Guide, published by the Wound, Ostomy and Continence Nurses Society (a 
recognized professional nursing organization, dedicated setting national standards in expert ostomy care, 
WOCN) at www.wocn.org documented that if unable to maintain a pouch seal for 24 hours, may try a convex 
pouching system, barrier ring, stoma powder, barrier swab/spray or an ostomy belt. The guide documented 
in bold letters to change pouch when leaking; do not reinforce with additional tape.According to an admission 
assessment dated [DATE], Resident 1 admitted to the facility on [DATE] with diagnoses of ulcerative colitis 
(inflammatory disease of the bowel that causes ulcers within the colon and rectum) and had a new ileostomy 
(a type of ostomy that allows the waste to exit from the small intestine into a pouch adhered to the abdomen, 
bypassing the colon and rectum.) The resident was alert, made their needs known and required moderate 
assistance with managing their ostomy.&lt;Provider Orders&gt;Resident 1's Electronic Medical Record 
(EMR) provider orders included the following:1) Document ileostomy output every shift, initiated on 
06/02/2025.2) Document ileostomy training provided (to resident) every day and night shift, for Ileostomy 
care, initiated on 06/06/2025. A WOCN consultant nursing note from 05/30/2025 was included with the 
resident's documents from the hospital. The note described the ileostomy products used and recommended, 
which included a two piece system (the convex shaped wafer, that adhered to the skin around the stoma, 
and pouch that snapped onto the wafer), ostomy belt, skin barrier ring, skin sealant and antifungal and 
ostomy powder. The note also described application tips used, such as crusting (process to alternate layers 
of powder and barrier spray on irritated skin around the stoma, until the skin is dry so a pouch can adhere.) 
The note also documented how the wafer was applied in diamond fashion, crimped on the sides and how an 
ostomy belt helped maintain the seal to prevent leaking. None of these WOCN consultant recommendations 
were documented in the nursing or therapy notes about patient education.A review of the 06/02/2025 
transfer orders from the hospital included the surgeon's discharge instructions. Under the heading Caring for 
an Ileostomy, the document showed the following:- It was important to keep track of how much output your 
ileostomy is producing. Your colon absorbs salt and water; since your colon may have been removed or is 
out of circuit, the concern is that your body will become dehydrated and low on salt - this can hurt your 
kidneys and make you very ill.- Your output should be less than [PHONE NUMBER] ml (milliliter, a 
measurement) over a 24 hour period. If it is more than this, you should try eating foods to bulk your output. 
You may also add soluble fiber (Metamucil, Citrucel or generic equivalent) twice daily.- If your output is still 
liquidy or high output, you should take Imodium (antidiarrheal medication) 2-4 mg (milligrams, a 
measurement) four times a day before meals and at bedtime. - You will need to drink greater than two liters 
of fluid per day. The best thing is to drink Gatorade, G2 or Pedialyte. Avoid sodas and large volumes of 
water. Drinking a large amount of water can actually affect the salt balance in your body and make things 
worse.- Watery stoma output and dark urine are the FIRST signs of dehydration. Do not wait until you are 
feeling lightheaded, have dry mouth or headache. These are late signs and you are probably already 
dehydrated and may need to be admitted to the hospital.None of these orders were found in the facility EMR.
A review of the June 2025 Treatment Administration Record (TAR) showed the order to document ileostomy 
output every shift, on day and night shift. A check mark and nurses initials were documented from 
06/02/2025 through 06/10/2025 with one blank/omission on 06/05/2025 for night shift. The amount of output 
was not documented. A progress note dated 06/03/2025 at 7:35 PM, documented that the ileostomy output 
was 150 ml. A progress note dated 06/11/2025 at 6:19 PM, documented that they were unable to obtain 
measurements of the ileostomy output. There was no further documentation found of ileostomy output 
amounts found for the resident's 10 days in the facility.Review of a Bowel Monitor from 06/04/2024 through 
06/11/2024, showed the daily bowel movement (BM) output. Of the 17 responses, seven were checked 
under the heading of loose BM.Review of Resident 1's care plan, dated 06/02/2025, documented two areas 
related to the ileostomy. Goals included that the resident would remain free from discomfort, complications or 
signs and symptoms related to their ileostomy, and the resident would maintain or develop clean and intact 
skin. Interventions included were to give medications as ordered, monitor/document side effects and 
effectiveness, obtain and monitor lab/diagnostic work as ordered and report result to the provider, follow up 
as indicated, educate resident/family/caregivers of causative factors and measures to prevent skin injury and 
to follow facility protocols for treatment of injury. The care plan showed no specific needs of the resident 
related to the presence of the ileostomy and did not include what type of ostomy products were used, 
recommendations from the hospital ostomy consultant or the ostomy orders from the surgeon.&lt;Patient 
Education&gt;A review of the June 2025 TAR showed a 06/06/2025 order for Ileostomy training, scheduled 
to occur daily on every day and evening shift. A check mark and nurses initials were documented twice daily 
from 06/06/2025 through 06/11/2025.A review of progress notes from 06/02/2025 through 06/11/2025 
showed the following related to resident teaching:- 06/03/2025 at 9:35 PM, patient teaching done for 
ileostomy training, verbalized understanding.- 06/05/2025 at 2:38 AM, understands ileostomy teaching.-A 
social services progress note dated 06/10/2025 at 8:55 AM showed that Resident 1 had requested nursing to 
train them on ostomy care prior to discharge, and Staff C, Resident Care Manager (RCM) was informed.
Review of the progress notes showed no documentation of what specifically the staff taught Resident 1 
related to ileostomy management. Additionally, no documentation was found about if the resident did any 
step of the bag change independently or how much assistance they required. During an interview on 
07/08/2025 at 12:24 PM, Staff C, RCM stated that therapy staff completed the ostomy teaching with the 
resident but was unsure if it was the Physical Therapist (PT) or Occupational Therapist (OT). During an 
interview on 07/08/2025 at 12:35 PM, Staff D, OT stated that OT did ostomy training with the nursing staff, 
provided teaching pamphlets and referred to a teaching sheet on ostomy care.A review of the OT notes for 
Resident 1 showed the following:-On 06/03/2025, the goals of therapy included the resident would be 
moderately independent for burping (opening pouch to allow air to escape) and emptying the ileostomy bag 
and would demonstrate 100% understanding of the ileostomy bag change. The note showed that training 
was initiated with burping and emptying the bag and demonstration by the OT with minimal assistance.- 
06/04/2025, the resident was provided a handout of new education. It did not show the name of the handout. 
The note also showed the resident had a leak on the side of the colostomy bag and the OT consulted the 
nursing staff to use paper tape on the leak, to hopefully last until a bag change the next day.Review of the 
medical record showed no further teaching documentation was provided, such as handouts given, checklist 
of subjects reviewed or resident response to education.&lt;Ostomy Care/skin breakdown&gt;Review of a 
provider progress note, dated 06/09/2025 at 2:17 PM showed the resident's ileostomy bag was leaking 
earlier, and the nurse had helped them to change it.Review of a nursing progress note, dated 06/09/2025 at 
11:57 PM showed the Ileostomy bag was changed twice after it started to leak. The note did not document if 
the resident performed any part of the bag changes.Review of weekly skin evaluations did not show any 
documentation of the skin condition around the stoma.On 06/09/2025, the provider wrote an order for an 
outside wound consulting agency to Evaluate and treat the resident.Review of the wound consulting agency 
progress note, dated 06/10/2025 at 8:02 AM showed the Physician Assistant (PA) was asked to see the 
Resident 1 about a small open area on their buttock. The note showed no documentation of the ostomy or 
skin condition around the stoma.Review of a late entry nursing progress note dated 06/11/2025 at 2:00 PM 
showed the resident had issues with the ostomy appliance adhering to the skin. The note further showed the 
previous night shift nurse reported they changed the bag several times for the same reason. The OT then 
reapplied the appliance, and it leaked again after two hours. The note described the resident used toilet 
paper and paper towels to catch the bile which made the skin more irritated. The nurse cleansed the area 
with soap and water, then applied powder and made several more attempts to get the appliance to adhere, 
without success. The surgeon's office and on-call provider were contacted.Review of a late entry nursing 
progress note dated 06/11/2025 at 2:35 PM showed that another nurse was asked to assist with the ostomy 
pouch placement. The note described the surrounding skin was excoriated and constantly weeping, 
preventing the ostomy pouch from adhering despite using skin prep and a stoma ring.Review of a nursing 
progress note, dated 06/11/2025 at 2:21 PM showed a third nurse assisted with attempts to place and 
secure the ostomy bag.Review of a nursing progress note, dated 06/11/2025 at 6:38 PM showed the staff 
sent Resident 1 to the hospital for further evaluation due to the appearance of the skin around the stoma.
Review of an emergency room provider note, dated 06/12/2024, showed Resident 1 arrived at the 
emergency room the previous day with concerns of redness around their ostomy site. The provider described 
the skin around the stoma with notable skin breakdown and redness three centimeters around the stoma, 
that likely was the result of poor ostomy care. The provider further documented that the resident was 
admitted to the hospital with a wound care/ostomy team consult.Review of a 06/16/2025 discharge summary 
documented the resident discharged home from the hospital five days later.During an interview on 
07/08/2025 at 12:24 PM, Staff C, RCM stated that hospital admissions were done by either the RCM's, Staff 
B, Director of Nursing (DON) or the floor nurses. They would review the documents sent from the hospital, 
input the provider orders into the computer system and have the original documents scanned into the chart. 
When asked if there was a doctors order to measure the ostomy output, Staff C stated they had never seen 
such an order but imagined it would be on the Medication Administration Record (MAR). They further stated 
that specific details of ostomy care (type and size of pouch, shape of the wafer, stoma ring/powder/paste or if 
a belt were used) wouldn't necessarily be documented in the chart or in the care plan if the doctor didn't write 
an order for it. It would also depend on what products were available in the facility.In an interview on 
07/16/2025 at 10:42 AM, Staff E, Registered Nurse (RN) stated they would know what products to use for an 
ostomy pouch change by what supplies were in the resident's room.In an interview on 07/16/2025 at 10:55 
AM, Staff F, RN stated that a Physician Assistant (PA) from an outside wound consulting agency came to the 
facility weekly, and could be a resource for ostomy issues, since they specialized in skin and wound care. 
During an interview on 07/08/2025 at 12:57 PM, Staff A, Administrator verified that different nurses may 
share the tasks on the admission. They further stated that they did not have any policy and procedure for 
ostomy care and just went by the provider orders.During an interview on 07/08/2025 at 1:37 PM, Staff B, 
DON stated that the discharge instructions from the surgeon were orders, that should have been put in as 
admission orders in the EMR. The staff did not follow the order to document the amounts of ostomy output or 
ostomy patient education, as required. Staff B further stated that the staff who changed the ostomy bag 
should have documented the condition of the surrounding skin, and details of patient involvement with the 
bag change (needed supervision, some assistance or independent.) When asked why it might be important 
to track the amount and consistency of the output from an ileostomy, Staff B stated the doctor probably just 
wanted to make sure if there was output at all.During a telephone interview on 07/08/2025 at 4:13 PM, 
Resident 1 stated that their experience with their ostomy care was Terrible. They stated the pouch broke 
several times, was changed three to four times on the last day and it only lasted for two hours. The resident 
described the surrounding skin as deep red, raw and bleeding for over two inches around and looked like 
raw meat. They further stated it was so painful, and staff was not gentle, just ripped the ostomy wafer off. I 
was screaming. The resident said three nurses trying to get the pouch to stick on and They didn't know what 
they were doing. The resident stated that they ended up going back to the hospital without a pouch on, the 
nurse just had them hold a wad of wet towels over their ostomy. Resident 1 concluded by stating that they 
refused to go back to the facility and instead went home with home care after five days.During a telephone 
interview on 07/10/2025 at 11:51 AM, the Nurse Practitioner (the provider who evaluated Resident 1 in the 
hospital emergency room on [DATE]) stated that it was clear that Resident 1's skin condition around the 
stoma did not deteriorate to that extent in just a few hours, it was at least a couple of days.Reference: WAC 
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