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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 develop a resident-centered comprehensive 
care plan (a care plan developed and implemented to meet the residents' preferences and goals and 
addresses the residents' medical, physical, mental, and psychosocial needs) for one of two sampled 
residents (Resident 1) by failing to:1. Develop a comprehensive care plan addressing Resident 1's history of 
gastrostomy tube (G-tube- a tube inserted through the abdomen that delivers nutrition directly to the 
stomach) dislodgement from 3/19/2025 to 9/24/2025. 2. Develop a resident-centered comprehensive care 
plan with specific interventions to prevent Resident 1 from pulling her G-tube on 9/29/2025 This deficient 
practice resulted in inconsistent implementation of care and can result in Resident 1's G-tube to dislodge.
Findings: During a review of Resident 1's admission Record, the admission Record indicated Resident 1 was 
initially admitted to the facility on [DATE] and readmitted on [DATE] with diagnoses that included type 2 
diabetes mellitus (DM-a disorder characterized by difficulty in blood sugar control and poor wound healing), 
gastrostomy malfunction (failure in the G-tube that impairs its normal function of delivering nutrition, fluids, or 
medications directly to the stomach), and unspecified dementia (a brain disorder that results in memory loss, 
poor judgment and confusion). During a review of Resident 1's Minimum Data Set (MDS- a resident 
assessment tool), dated 9/5/2025, the MDS indicated Resident 1 was assessed having severely impaired 
cognitive (mental action or process of acquiring knowledge and understanding) skills for daily decision 
making. The MDS also indicated Resident 1 was dependent (helper does all of the effort) with oral/toileting 
hygiene, shower/bathe self, upper/lower body dressing, personal hygiene, and rolling left and right and the 
residenthad a feeding tube. During a review of Resident 1's 
Situation-Background-Assessment-Recommendation (SBAR- a document that provides a framework for 
communication between members of the health care team about a Resident's condition), dated 4/13/2025, 
the SBAR indicated, Resident was reported that her (Resident 1) G-tube was dislodged/pulled out but not 
completely. During a review of Resident 1's SBAR, dated 5/29/2025, the SBAR indicated, G-tube was noted 
to be dislodged around 2 PM. During a review of Resident 1's SBAR, dated 9/29/2025, the SBAR indicated, 
Charge Nurse (CN) notified Registered Nurse Supervisor (RNS) the Resident G-tube was dislodge. During a 
review of Resident 1's SBAR, dated 10/29/2025, the SBAR indicated, G-tube appears to not be anchored 
securely, G-tube stoma observed to be larger than normal. During a review of Resident 1's Order Summary 
Report, dated 11/17/2025, the Order Summary Report indicated the a physician order, with a start date of 
09/4/2025, for enteral feed order every shift, check tube placement before initiation of formula, medication 
administration, and flushing tube or at least every (q) 8 hours. During a concurrent observation and interview 
on 11/17/2025, at 11:50 AM, in Resident 1's room, Resident 1 was awake in bed covered by a blanket with 
the G-tube feeding pump off. Resident 1 stated she just came back from the hospital but could not state the 
reason for her hospitalization. Resident 1 was observed pulling the blankets towards her. During a 
concurrent observation and interview on 11/17/2025, at 12:03 PM, with Certified Nursing Assistant 1 (CNA 1) 
in Resident 1's room, CNA 1 stated Resident 1 had a tendency to scream and pull her patient gown or linen 
during diaper change. During an interview on 11/17/2025, at 12:26 PM, with Treatment Nurse (TN), TN 
stated Resident 1 has pulled Resident 1's G-tube at least two times. TN stated Resident 1 had a strong grip 
and would grab Resident 1's stomach or G-tube as soon as the resident's abdominal binder was opened 
during dressing changes. TN stated getting Resident 1 to release her G-tube was like playing tug of war (a 
game in which two teams pull at opposite ends of a rope). TN stated she would sometimes ask staff to assist 
during G-tube dressing changes so they can hold Resident 1 and prevent the resident from grabbing the 
resident's G-tube. During an interview on 11/17/2025, at 12:52 PM, with Licensed Vocational Nurse 1 (LVN 
1), LVN 1 stated Resident 1 had a history of pulling her G-tube. LVN 1 stated Resident 1 was confused and 
would hold on to or pull things. LVN 1 stated LVN 1 does not know if Resident 1 has care plan for G-tube 
dislodgment. LVN 1 stated care plans were endorsed, created, and updated by the RNS. LVN 1 stated care 
plans were important because it had goals and interventions on how to fix resident problems. LVN 1 stated 
care plans were important to prevent problems from recurring. During an interview on 11/17/2025, at 1:05 
PM, with LVN 2, LVN 2 stated she has not seen Resident 1's care plan for G-tube dislodgment. During an 
interview with on 11/17/2025, at 1:26 PM, with Minimum Data Set Nurse (MDSN), MDSN stated Resident 1 
has been hospitalized numerous times for pulling her G-tube and G-tube dislodgement. MDSN stated he 
reviews care plans but has not reviewed Resident 1's care plan for G-tube dislodgement if it was resident 
centered care plan. MDSN stated he attended interdisciplinary team (IDT- a group of healthcare 
professionals from different disciplines who collaborate to provide comprehensive and coordinated care for a 
resident) meetings but has not gone into an IDT for Resident 1 to discuss the resident's current problems 
such as the behavior of pulling the G-tube/ frequent G- tube dislodgement, and the plan of care with 
interventions specific to the needs of the resident. During a concurrent interview and record review on 
11/17/2025, at 2:19 PM, with RNS 1, Resident 1's care plans dated from 3/19/2025 to 9/24/2025 were 
reviewed. RNS 1 stated Resident 1 did not have a care plan for G-tube pulling and dislodgement from 
3/19/2025 to 9/24/2025. RNS 1 stated Resident 1 should have had a care plan for G-tube dislodgement 
since the resident had a history of dislodgement since admission to the facility. RNS 1 stated a care plan 
should be immediately created after a change in the resident's condition to find a solution to the problem and 
to prevent the problem from recurring. RNS 1 stated Resident 1's care plan for G-tube dislodgement was not 
created until 9/29/2025. During the same concurrent interview and record review on 11/17/2025, at 2:19 PM, 
with RNS 1, Resident 1's care plan for G-tube dislodgement, dated 9/29/2025 was reviewed. RNS 1 stated 
Resident 1's behavior of holding on to her G-tube which causes G-tube dislodgement was not and should be 
included in Resident 1's care plan. RNS 1 stated Resident 1's care plan for G-tube dislodgement should be 
resident-centered and specific to what Resident 1 needs such as intervention to address Resident 1's 
behavior of pulling the G- tube. During the same concurrent interview and record review on 11/17/2025, at 
2:19 PM, with RNS 1, RNS 1 stated there was no record of an IDT meeting conducted for Resident 1 to 
discuss and address Resident 1's history of frequent G-tube dislodgement. RNS 1 stated IDT meetings 
should be done quarterly and as needed to discuss the residents plan of care. During a review of the facility's 
policy and procedure (P&P) titled, Care Planning, revised 10/24/2022, the P&P indicated the following:1. The 
purpose of the policy was to ensure that a comprehensive person-centered Care Plan is developed for each 
resident based on their individual assessed needs.2. The facility's Interdisciplinary Team (IDT) will develop a 
Baseline and/or Comprehensive Care Plan for each Resident in accordance with Omnibus Budget 
Reconciliation Act (OBRA - a series of federal laws) and Minimum Data Set (MDS- a resident assessment 
tool) guidelines.3. The Care Plan serves as a course of action where the resident (resident's family and/or 
guardian or other legally authorized representative), resident's Attending Physician, and IDT work to help the 
resident move toward resident-specific goals that address the resident's medical, nursing, mental and 
psychosocial needs.4. A licensed Nurse will initiate the Care Plan, and the plan will be finalized in 
accordance with OBRA/MDS guidelines and updated as indicated for change in condition, onset of new 
problems, resolution of current problems, and as deemed appropriate by clinical assessment and judgment 
on an as needed basis.5. Each resident's Comprehensive Care Plan will describe services that are to be 
furnished to attain or maintain the Resident's highest practicable physical, mental and psychosocial 
well-being.6. The Comprehensive Care Plan must be prepared by the IDT Team.
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