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Correction Date__.. ' deficiencies. The plan of correction is prepared andfor
executed solely because it is required by the provisions
Cormplaint #57467-C was substantiated. of federal and state faw. For the purpases of any
allegation, that the center is now in substantial
. compliance with federal requirements of panticipation,
See Code of Federal Reguiations (42CFR} his response and plan of corfestion constiiutes the
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(b)(2) Foot care. To ensure that residents receive
proper treatment and care to maintain mobility
and good foot health, the fagility must:

{i) Provide foot care and treatment, in accordance
with professional standards of practice, including
to prevent comptications from the resident’s
medical condition(s) and

(ii) If necessary, assist the resident it making
appaintments with a qualified person, and
arranging for transportation to and from such
appointments

{P Golostormy, ureterostomy, or leostomy care.
The facility must enstre that residents who
require colostomy, ureterostomy, or deostomy
sefvices, recalve such care consistent with
professional standards of practice, the
comprahensive parson-centered care plan, and
the resident’s goals and preferences.

{g)(5) A resident who is fed by enteral means
receives the appropriate treatment and services
16 ... prevent complications of enteral feeding
including but not limited to aspiration pneumonia,
diarrhea, voriting, dehydration, metabolic
abnormalities, and nasal-pharyngeal ulcers.

i, Staff A was re-educated by ihe Director of
Nurses on 4/25/17 regarding the ornission
of entering resident #3 ostomy (reatment o3t
the treatment record upon admission. AH
nurses who performed ostomy ¢are Of
resident B3 were re—educated on 4/23/17
by the Direstor of Nurses regarding the
missing ostomy care order and not
documenting the treatrent.

2. All residents with an ileostomy or any skin
sicatment could be affected. All residents’
{reaiment récords were reviewed for
accuraoy of orders vs. current osfory/skin
issues by the Director of Nurses on 4/25/17.

3. All nurses weré re-educated on 4/23/17 by
the Director of Nurses reviewing the Good
Samaritan Society’s policies and procedures

“Colostomy/Ileostomy Stoma Care,” “Care
plan,” “Assessmeni (nursing),”
“INTERACT — Change in Condition
EBvaluvation (CICE),” and
“Plyysician/Practitioner Orders.”

4. Audits maonitoring all residents treatment
records for scdutacy/completeness of
ostomy/skin treatnients will be done by ithe
Director of Nurses/designee weekly x4, bi-
weekly x2, monthly x3 then broaght fo the
Quality Assurance Performance
Improventent Committee for further review.

5. Completion date: 4/26/17
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{n) Parenteral Fluids. Parenteral fluids must be
administered consistent with professtonat
standards of practice and in accordance with
physician orders, the comprehensive
person-centered care plan, and the resident’s
goals and preferences.

{i} Respiratory care, including tracheostamy care
and tracheal suctioning. The facility must ensure
that a resident who needs respiratory care,
including tracheostomy care and tracheal
suctioning, is provided such care, consistent with
professional standards of practice, the
comprehensive person-centered care plan, the
residenis' goals and preferences, and 483.65 of
this subpart.

(i} Prostheses. The facility must ensure that a
resident who has a prosthesis is provided care
and assistance, consistent with professional
standards of practice, the comprehensive
person-centered care plan, the residents’ goals
and preferences, to wear and be able to use the
prosthetic device.

This REQUIREMENT is not met as evidenced
by;

Based on record review, interviews with staff,
physician and hospital wound nurse and review of
policy and procedures, the facility failed to provide
ileastomy care services in order to meet the
needs of the resident (Resident #3). Resident #3
had a new lleostomy and admitted to the facility
for education and care for the ostomy. The
facility failed to perform adequate and appropriate
care to the stoma and intestinal drainage catsed
the skin to deteriorate and painful. The resident
required hospitalization for care of the ostomy.
The sample congisted of 4 residents and the
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facility reperted a census of 50 residents.
Findings include:

1. Resident #3 had an admission MDS {Minimum
Data Set) assessment with a reference date of
4/12f17. The resident came to the facility from
the hospital. The MDS identified the resident had
no cognitive problems or behaviors. The MDS
indicated the resident required supervision with
bed mobility, ambutation, dressing and personal
hygiene. The resident required limited assistance
with tolleting.

The Care Plan dated 4/7/17 indicated the resident
had a new Hsostomy (a stoma (surgical opening)
constructed by bringing the end or loop of small
intestine {the ileum) out onto the surface of the
skin and to the surgical procedure which creates
this Opening. Intestinal waste passes out of the
ilonstomy and is collected in an artificial axternal
pouching system which is adhered to the skin.
The interventions directed the staff to provide
aducation to the resident/family about managing
the ifeostomy, provide stoma care per the
physician's order and monitor for signs and
symptoms of complications regarding the
leostomy. The complications indluded fever,
abdominal pain, guarding, tendernass, altered
mental status, drainage or odor from the stoma
site, etc. The interventions indicated the nursing
staff are to perform the following cares: empty
bag, report to nurse if dressing/skin barrier
becomes soiled, keep skin clean and dry around
sita.

Raview of the hospital transfer/discharge orders
dated 4/7/17, indicated the resident discharged
from the hospital and transferred fo a
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rehabilitation faciity with a diagnosis of
observation for ostomy care.

A hospital wound assessment, completed 4/7/17,
at 11:10 a.m. indicated the ileostomy wafers had
been holding for longer periods. Previous wafer
held for 4¢ plus hours. The hospital wound care
nurse spoke to the facility nurse about the
resident’s wounds and current treatments. A
follow-up appointment with the general surgeon
and the hospital wound care nurse planned for
412417 in the outpatient clinic. A review ofthe
hospital discharge orders did not include
treatment parameters for ileostomy care.

A form fitled, Nursing Admit Re-Admit Data
Collection, dated 4/7/17 at 11:45 a.m, identified
the resident had an ileostomy. The assessment
had no other information related to the ileostomy.
Note: The assessment incorrectly identified the
ostomy as a colostomy and bowel sounds
diminished. The ileum is a portion of the small
intestine and not the large intestine-colon so is an
ileostomy.

The form titled Skin Observation, dated 4/7/47
Indicated the abdomen as beefy red, raw skin
around stoma and unable {0 have the ileostomy
appliance (wafer to skin with bag to collect
intestinal waste) adhere fo the skin.

A skin assessment completed 4/10/17
documented denuded {Joss of the epidermis
{layer of skin), caused by exposure o urine,
feces, body fluids, wound exudate or friction).
The denuded area measured 6 centimeters {(cm}
by 9 cm in size. The area appearad beefy red
and the wafer around the stoma, wound not
adhere. The treatment consisted of a stoma

F 328 .
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paste and stoma powder mixed together before
wafer aftached.

The Progress Notes dated 4/7/17 at 11:45 a.m.
documented the resident admitted to the facility
post strangulated hernia repair with colostomny,
Foley catheter and wound care on cocoyx.
Colostomy {ileostomy) bag intact and the skin
excoriated around the wound. Notes dated
47T at 7:09 p.m. documented the lleostomy in
the right upper quadrant (RUQ) leaking
periodically with thé bag replaced three (3) times.
The skin around the stoma very excoriated.
Notes dated 4/8/17 at 10:23 a.m. indicated the
ileostormy bag leaking and the bag and bed
sheets changed.

The Progress Notes dated 4/8/17 at 12:45 p.m.
documented the ileostomy bag changed iwice
and the skin around the stoma slightly irritated.
Notes dated 4/9/17 at 2:09 a.m. documented the
ileostomy bag changed and the skin under the
hag and around the stoma as very red, irritated
and slightiy tender to touch.

The Progress Notes dated 4/8/17 at 2:56 a.m.
documented the ileostomy bag leaking. Staff
changed the bag again and used powder and
paste mixed together to help hold bagin place
over stoma and didn't use the ostomy ring per
resident suggestion. Notes dated 4/0/17 at 9:53
a.m, identified the ileostomy bag slightly leaking
and noted not enough paste available. Staff
notified the wound nurse who reported she had to
get supplies and would come to the resident’s
room. Staff placed a pad over the area to absorb
the leaking contents.

The Progress Notes dated 4/9/17 at 10:41 p.m.
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noted the lleostomy stoma site red and irritated.
Staff noted they would inform the physician of the
resident's status. Notes dated 4/10/17 at 1:49
a.m. documented Hydrocodone 5
mg/Acetaminophen (analgesic) 325 mg given as
the resident complained of abdominal skin pain.
Notes dated 4/19/17 at 3:50 a.m. documented the
Hydrocodone/Acetaminophen & mg/325 mg given
earliar had been effective in reducing the
rasident's pain. Notes dated 4/10/17 at 8:08 a.m.
documented Hydrocodone/Acetaminophen 5
mg/325 mg given as the resident cried in pain
from the ileostomy site. Notes dated 4/10/17 at
10:22 a.m. revealed the pain medication effective
in reducing the resident's pain.

The Progress Notes dated 4/10/17 at 2:01 p.m.
documented the resident upset and crying about
the ilegstomy appliance not sticking. The weound
nurse attempted everything to get the dressing to
stay. Hydrocodone/Acetaminophen given for pain
with relief. MNotes dated 4/11/17 at 8:28 a.m.
revealed Hydrocodone/Acetaminaphen 5 mg/325
mg given as the resident complained of ileostomy
pain. Notes dated 4/11/17 at 11:33 a.m. revealed
pain medication effective. Notes dated 4711417 at
7:10.p.m. decumented
Hydrocodone/Acetaminophen 5 mg/325 mg given
as the resident complained of leostomy pain.

The Progress Notes dated 4/11/17 at 10:13 a.m.
documented the ileostomy bag has leaked and
caused a red raised area on the abdomen
causing discomfort. Notes dated 4/12/17 at
10:00 a _m_ documented
Hydrocodone/Acetaminophen & mg/325 mg given
as the resident complained of ileostomy "frouble”.

The Progress Notes dated 4112/17 at 10115 am.
FORM CMS-2867(D2-89) Previous Versions Cbsolate Event ID: H3L&11 Facility i 140524 If continuation sheet Page 8 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/1072017

STATEMENT OF DEFICIENGCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;
165191

FORM APPROVED
OMB NGQ. 0938-0391
£(2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
A.BUILDING COMPLETED
C
BING 0412512017

NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN SOGIETY - RED OAK

STREETADDRESS, CITY, STAVE, ZIP GODE
201 ALIX AVENUE

RED OAK, A

81566

documented the resident left the facility fora
scheduled appointmeant with the general surgeon.
The facility received a phone call from the local
hospital reporting the physician admitted the
resident for ileostomy care.

The Progress Notes dated 4/12/17 at 12:37 p.m.
documenied the hospital wound nurse called and
reported the resident admitted to the hospital due
to the condition of the stoma site. The area
around the stoma was so reddened and the feces
leaking ouf around the wafer of the Hedstomy.
Staff A, a licensed practical nurse (LPN) and
wound nurse told the hospital wound nurse the
resident had been admitted to the facility with raw
skin around the stoma and the ileostomy
appliance would not adhere to the skin. The
hospital wound nurse asked why she hadn't
received a cali from the facility so she could "tell
yau what we were doing here." Staff A reported
she did exactly what she (the hospital wound:
nurse) did while hospitalized by mixing the
powder and paste together so the wafer would
adhere to the skin. Facility staff had worked with
the stoma site multiple times to get the wafer to
adhere the skin.

Areview of Treatment Administration Records
(TARs) for 4/7/17-4112/17 revealed no
documentation of an entry for ileostomy care.

During a phone interview dated 4/24/17 at 3.55
p.m., the hospitat wound nursa reporied she
would complete a written statement of the events
that took place during the resident's
hospitalization and collaboration with the facifity's
wound nurse. The written statement dated
4124117 reads as follows:

| The resident had been hospitalized due to
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difficulty with her ileostomy appliances not
adhering. Hospital staff tried several different
styles of appliances, skin preps and adherence
technigues. Prior to discharge, an appliance was
on for 2 days then the last one on for
approximately 12 hours. The hospital wound
nurse stated she had talked with Staff A, the
facility wound nurse on 4/5/17, explaining the
difficulties with the ostomy appliance adhering
and what we had discovered worked best at the
fime. She gave Staff A her cell phone number
and encouraged her to call if any problems, eveh
gver the weekend. The hospital wound nurse
stated she returned a call to Staff B an 4/5/17 in
the late afternoon regarding what type of
appliance wafers/bags we had used as well as
how many so that she could arder supplies for the
patient. The resident refumed o the hospital on
AM217 at 1015 a.m. for a follow up appointment
with Wound Care and the physician. On armival,
an ostomy appliance was over the stoma, but not
adhered. Patient’s skin distal to stoma was red,
excoriated and weeping in an area of 30.0 by
20.0 cm. Excoriation also extended antetior to
the stoma, but not measured. Area identified as
extremely painful even without touching. The
resident readmitted fo the hospital. The
appliance was retoved, skin flushed and gently
cleansed. A thick layer of Calazime ointment
was applied to entire area to protect skin. Aroll
of fluffed Kerlix gauze was placed over stoma to
absorb stool. Staff repeated this procedure
approximately every 30 fo 60 minutes as needed
to absorb stool, profect skin to allow healing.

She did not write specific orders regarding the
fleostomy care on discharge due to the extended
convarsations she had with StaffA, Since
ensuring that the nursing home had my cel!
number, | was expecting them to call me if
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prablems occurred. No calls were received.

During the resident's admission to the hospital
(4/12/17), the resident reported nursing home
stall had not cut the ostomy wafers to fitthe
stoma, but had appilied the round factory cut over
the oval stoma, repeatedly. The resident
reported hefshe could feel it pop right off. The
resident reported the nursing home had run out of
supplies and had placed incontinence briefs over
area to absarb stool, but no skin barrier was
utilized.

During an interview dated 4/24/17 at 3:55 p.m.
Staff A reported she eompleted an admission
assessment which Included a skin assessment
which noted the resident had an ileostomy. She
reporied she had received a phone call from the
hospital waund nurse the day hefore the resident
had been admitted (4/7/17) and discussed the
problems hospital staff had with the resident's
care of the ileostomy. The hospital wotind nurse
reported the stoma wafer would not adhere to the
skin. The hospital wound nurse described the
procedure for the placement of the wafer and the
stoma care the facility was to follow. She
reported she had written down the procedure but
she had misplaced the notes and couldn't find
them. She reported she hadn't placed the
fleostorny care on the TARs and the treatment for
the ileostomy had not been documented in the
resident's file. Staff A reported she had been
aware of the problems facility staff had in caring
for the resident's ileostomy care. She voiced her
concerns and felt uncomfortable with the
situation. She reported she didn't call the
resident's physician or the hospital wound nurse
with the resident's change in status and the
worsening excoriation of surrounding skin and
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difficulty with placement of the wafer and
appliance. Staff A reported the facility wasn't
prepared to care for the resident.

During an interview dated 4/25/17 at $:00 a.m.
Staff B, health information management (HIM)
officer reported she had spoken to the hospital
wound nurse on 4/5/17 regarding what ostomy
supplies to order prior to the resident's admission.
The hospital wound nurse repoited hospital staff
had difficulty getting the ostomy pouch/fwaler ta
adhere to the resident’s abdomen. Staff B
reported she discussed with the hospital wound
nurse supplies used previously on another
resident specifically for lleostomy. Both agreed
and Staff B ordered the supplies and they arrived
the marning of 477/17 prior to the admission of
the resident.

During an interview dated 4/25/17 at 2:50 p.m.
Staff C, a registered nurse (RN) reported she had
completed lleastomy care for the resident at the
request of another nurse who had difficulty
suiccessfully placing the wafer and appliance to
the ileostomy. She reported the skin around the
Heostomy had denuded and she had difficulty with
placement of the wafer and appliance. She
reported she had not documented the freatmant
on the TAR, as it hadn't occurred fo her to do so.
During an interview dated 4/25/17 at 3:10 p.m.,
Staff D, LPN, reported he remembered two
episodes of the resident’s ileostomy leaking. He
had completed ileostomy care on 4 separate
cccasions and followed the suggestions made by
the resident in the process of cleansing the skin
around the area of the stoma, the application of
the barrier wipes in order fo for a sticky surface
for placement of the wafer around the stoma. He
reported he didn't decument the freaiments
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because the software program on the compiiter
didn't prompt him to do so. He reported he had
documented the resident's status on the facility's
"24-hour report sheet” but those reports were not
available as the facility destroys them.

During an interview dated 4/24/17 at 3:12 p.m.,
the resident's general surgeon {glso referenced
as the residenf's physician) reported the hospitat
wourid nurse gave specific instructions for
ileostomy care. The surgeon stated he expected
facility staff to contact him of any change in the
resident's ileostomy status.

The Policy and Procedure titled _
Colostomy/ilecstomy Stoma Care, with a revised
date of 5/18 directed staff to observe condition of
the ostomy and prevent complications such as
skin irrtation or infaction, to prevent odor or
leakage of intestinal material and monitor
throtighout the shift and report to the nurse if litlle
or no contents noted in the bag. Staffare to
document routine stoma care on the TAR
{Treatment Administrative Record) and note
color, consistency and amount of stool in ostomy
appliance.

During an interview dated 4/256/17 at 7:50 a.m.
the Director of Nursing (DON) stated prior {o
admission, Staff A received a phone call from the
hospital wound nurse on 4/6/17. The hospital
wound nurse provided instructions for the
ileostomy care the resident had received when
hospitalized. The DON stated she didn't know
exactly what had been discussed. The DON
acknowledged the hospital discharge orders
didnt include ordars for tfreatment of the
resident's ileostomy, She expected facility staff,
including the wound nurse to contact the
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resident's physician of any changes in the
resident's status and ask for any new orders.
Treatments performed by staff nesded to be
documented in the TARs along with a description
of what treatment and the date and time
performed.
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