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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Ensure that feeding tubes are not used unless there is a medical reason and the resident agrees; and
provide appropriate care for a resident with a feeding tube.

Based on observations, interviews, and record reviews the facility failed to ensure percutaneous
endoscopic gastrostomy tube flushes before and after medication administration for 1 (Resident #11)
of 1 sampled resident with a percutaneous endoscopic gastrostomy tube (a feeding tube inserted
through the abdomen into the stomach, commonly used for long-term nutrition, fluids, and medication
delivery).Findings:Review of Resident #11's physician's orders dated 02/08/2026 revealed, in part,
flush the feeding tube with the lowest volume necessary to clear the tube before and after
administration unless a specific volume is ordered.Review of Elsevier Performance Manager Training
for Medication Administration via Feeding Tubes revealed, in part, flush the feeding tube with a
minimum of 15 milliliters of purified water before and after the administration of medications.
Observation on 02/09/2026 at 12:02PM revealed S4Registered Nurse did not flush Resident #11's
percutaneous endoscopic gastrostomy tube before and after medication administration. Observation
on 02/09/2026 at 4:54PM revealed S4Registered Nurse did not flush Resident #11's percutaneous
endoscopic gastrostomy tube before and after medication administration. Observation on 02/10/2026
at 8:16AM revealed S4Registered Nurse did not flush Resident #11's percutaneous endoscopic
gastrostomy tube before and after medication administration. Observation on 02/10/2026 at 9:19AM
revealed S4Registered Nurse did not flush Resident #11's percutaneous endoscopic gastrostomy tube
before and after medication administration. Observation on 02/10/2026 at 12:14PM revealed
S4Registered Nurse did not flush Resident #11's percutaneous endoscopic gastrostomy tube before
and after medication administration. In an interview on 02/10/2026 at 4:45PM, S4Registered Nurse
stated he did not flush Resident #11's percutaneous endoscopic gastrostomy tube before and after
medication administration, and should have. In an interview on 02/11/2026 at 8:36AM, S2Nurse
Manager confirmed S4Registered Nurse should have flushed Resident #11's percutaneous endoscopic
gastrostomy tube before and after medication administration. In an interview on 02/11/2026 at
8:50AM, S1Post Acute Care Director confirmed S4Registered Nurse should have flushed Resident
#11's percutaneous endoscopic gastrostomy tube before and after medication administration.
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or potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

Based on observations, interviews, and record reviews, the facility failed to implement Enhanced
Barrier Precautions (EBP) for 2 (Resident #5, Resident #11) of 2 sampled residents observed for
infection control practices. Findings:Review of the Centers for Disease Control's 04/02/2024 article
Implementation of Personal Protective Equipment (PPE) Use in Nursing Homes to Prevent Spread of
Multidrug-resistant Organisms (MDROs), dated 04/02/2024, revealed, in part, personal protective
equipment, which included the use of gowns and gloves, should be used during high-contact resident
care activities that provided opportunities for the transfer of methicillin drug resistant organisms
(bacteria or other germs that developed resistance to multiple antibiotics) to staff's hands and
clothing. Further review revealed examples of high-contact resident care activities included device
care, which included care of feeding tubes, and wound care.

Review of the facility's Infection Control policy and procedure revealed, in part, the policy did not
include a developed policy for the implementation of Enhanced Barrier Precautions (EBP).

In an interview on 02/10/2026 at 11:15AM, S3Infection Control Manager indicated the facility's
Infection Control policy and procedure did not include a developed policy for the implementation of
EBP.

In an interview on 02/11/2026 at 8:51AM, S1Post Acute Care Director indicated the facility's Infection
Control policy and procedure did not include a developed policy for the implementation of EBP.

In an interview on 02/11/2026 at 8:52AM, S2Nurse Manager indicated the facility's Infection Control
policy and procedure did not include a developed policy for the implementation of EBP.

Observation on 02/09/2026 at 1:51PM revealed S4Registered Nurse initiated Resident #11's
percutaneous endoscopic gastrostomy tube feeding without wearing a gown.

Observation on 02/10/2026 at 8:14AM S4Registered Nurse performed wound care to Resident #11's
percutaneous endoscopic gastrostomy tube without wearing a gown.

In an interview on 02/10/2026 at 3:04PM, S4Registered Nurse indicated he was not aware of the
Centers for Disease Control's requirements for EBP. S4Registered Nurse further indicated he wore
gloves but did not wear a gown when he initiated Resident #11's tube feeding and when he performed
wound care to Resident #11's percutaneous endoscopic gastrostomy tube and should have.

In an interview on 02/11/2026 at 8:36AM, S2Nurse Manager indicated S4Registered Nurse should
have worn a gown when S4Registered Nurse initiated Resident #11's tube feeding formula and when
S4Registered Nurse performed wound care to Resident #11's percutaneous endoscopic gastrostomy
tube.

In an interview on 02/11/2026 at 8:45AM, S1Post Acute Care Director indicated S4Registered Nurse
should have worn a gown when S4Registered Nurse initiated Resident #11's tube feeding formula and
when S4Registered Nurse performed wound care to Resident #11's percutaneous endoscopic
gastrostomy tube.

Observation on 02/09/2026 at 8:00AM revealed S4Registered Nurse provided surgical wound care and
dressing change to Resident #5's two left lateral thigh surgical wounds wearing only a mask and
(continued on next page)
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gloves for enhanced barrier precautions. Observation further revealed S4Registered Nurse did not
wear a gown during Resident #5's wound care.

Observation on 02/10/2026 at 10:10AM revealed S4Registered Nurse provided surgical wound care
and dressing change to Resident #5's two left lateral thigh surgical wounds wearing only a mask and
gloves. Observation further revealed S4Registered Nurse did not wear a gown during Resident #5's
wound care.

Observation on 02/09/2026 at 12:02PM revealed S4Registered Nurse administered Resident #11's
medications via percutaneous endoscopic gastrostomy tube without wearing a gown.

Observation on 02/09/2026 at 4:54PM revealed S4Registered Nurse administered Resident #11's
medications via percutaneous endoscopic gastrostomy tube without wearing a gown.

Observation on 02/10/2026 at 8:16 AM revealed S4Registered Nurse administered Resident #11's
medications via percutaneous endoscopic gastrostomy tube without wearing a gown.

Observation on 02/10/2026 at 9:19AM revealed S4Registered Nurse administered Resident #11's
medications via percutaneous endoscopic gastrostomy tube without wearing a gown.

Observation on 02/10/2026 at 12:14 PM revealed S4Registered Nurse administered Resident #11's
medications via percutaneous endoscopic gastrostomy tube without wearing a gown.

In an interview on 02/10/2026 at 3:04PM, S4Registered Nurse stated he had not worn a gown when
providing wound care to Resident #5. S4Registered Nurse further stated he had not received training
for EBP.

In an interview on 02/11/2026 at 8:36AM, S2Nurse Manager confirmed S4Registered Nurse should
have worn a gown when performing surgical wound care, percutaneous endoscopic gastrostomy tube
site care, and medication administration via percutaneous endoscopic gastrostomy tube.
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