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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 observation, interview and record review, the facility failed to ensure one resident received
gastrostomy tube (g-tube, a sterile tube surgically inserted through the abdomen into the stomach,
used to provide nutrition and fluids) feedings and fluids as ordered. The facility identified three
residents with tube feedings, one of whom was sampled and problems were found (Resident #1). The
census was 80.Review of the facility's Tube Feeding, policy, dated 3/28/25, showed the
following:-Policy: It is the policy of the facility of the facility that residents' nutritional needs will be
met by tube feeding, when oral consumption is not possible and the resident consents;-Procedure
included:--Check the physician's order to determine type and rate of feeding;--Set the pump for the
rate ordered;--Start the pump.Review of the facility's Obtaining and Following Physician Orders
policy, dated 7/2017, showed the following:-Policy: It is the policy of the facility that physician orders
will be obtained by licensed personnel and followed. If those orders are not followed for any reason,
the physician and Director of Nurses (DON) will be promptly notified;-Procedure included:-When it is
discovered that a physician's order was not implemented, the nurse shall immediately notify the
physician of this failure and document the omission on an accident and incident form. Review of
Resident #1's quarterly Minimum Data Set (MDS), a federally mandated assessment instrument
completed by facility staff, dated 12/14/25, showed the following:-Diagnoses included high blood
pressure, stroke, and dementia;-Short and long-term memory loss;-Required total staff assistance for
all activities of daily living (ADLs);-Feeding tube: Yes;-Received 51% or more of total calories and
fluids per feeding tube. Review of the resident's care plan, updated 1/29/26, showed the
following:-Problem: Resident at risk for alteration in nutrition and hydration related to (r/t) difficulty
swallowing and history of failed swallow test;-Goal: Nutritional and weight will remain
stable;-Approach: Diet as ordered. Monitor labs and weight;-Problem: Resident is at risk for
complications related to g-tube;-Approaches: Provide tube feeding as ordered. Water flushes as
ordered. Review of the resident's physician order sheet (POS), dated 3/2026, showed the
following:-An order, dated 1/15/26, for tube feeding, Jevity 1.5 Cal (calorie dense, high protein, fiber
fortified liquid formula), 45 milliliters (ml) per hour for 23 hours;-An order, dated 1/15/26, to flush
g-tube with 150 ml of water every four hours. Observation on 3/2/26, showed the following: -At 10:38
A.M., the resident not in his/her room. Jevity 1.5 Cal and water hung on the pole next to the resident's
bed;-At 10:48 A.M., the resident sat in the hallway across from the nurse's station without his/her
tube feeding or water. Registered Nurse (RN) A sat at the nurse's station in full view of the
resident;-At 1:45 P.M., the resident lay in bed. Jevity 1.5 Cal and water hung on the pole next to the
resident's bed, not attached to the resident. During an interview, on 3/2/26 at 1:05 P.M., Certified
Nurse Aide (CNA) B said he/she got the resident up at around 9:00 A.M. and placed him/her at the
nurse's desk. During an interview, on 3/2/26 at 1:50 P.M., RN A said he/she was the charge nurse
taking care of the resident. Staff brought the resident out to the nurse's station this morning around
9:00 A.M. When asked about the resident's tube feeding, RN A said it was ordered to begin this
afternoon at 3:00 P.M. During the interview, RN A reviewed the resident's POS and said the resident's
tube feeding should have been restarted once the resident was gotten out of bed. He/She would
(continued on next page)
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notify the physician of the error. During an interview on 3/2/26 at 2:25 P.M., the DON said she
expected nurses to follow the resident's tube feeding orders as written. The nurse should be aware of
the residents on his/her floor with tube feedings and what their orders are. During an interview on
3/2/26 at 2:30 P.M., the Administrator said she expected the nurse to infuse the resident's tube
feeding as ordered.
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