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Evan Terrace Post Acute 421 SE Evans Street
McMinnville, OR 97128

F 0693

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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 interview and record review it was determined the facility failed to ensure residents received 
appropriate care and services for a feeding tube for 1 of 3 sampled residents (#2) reviewed for feeding tubes. 
This placed residents at risk for complications related to the use of a feeding tube. Findings include:The 
facility's incident report dated 7/29/25 indicated Staff 12 entered Resident 2's room and observed feeding 
tube formula was running at a rate of 300 ml/hr and observed the resident's formula was coming out of the 
resident's trach area.Resident 2's Physician Order dated 7/18/25 noted, enteral feed every shift, diet Jevity 
(liquid nutrition formula for tube feeding) 1.5, 66 ml/hr x 18 hours, on at 4:00 AM and off at 10:00 PM, feeding 
via pump for a total of 1206 ml. On 10/1/25 at 12:58 PM, Staff 12 (LPN) stated after receiving report from 
Staff 9 (LPN) she found Resident 2's feeding tube running at a rate of 300 ml/hour. She stated there was 
feeding tube formula bubbling out of Resident 2's tracheostomy site.On 10/2/25 at 9:11 AM, Staff 9 stated 
she had left Resident 2's feeding tube running at a rate of about 300 ml/hour by mistake during her shift on 
7/28/25.On 10/2/25 at 9:52 AM, Staff 13 (LPN) stated Staff 12 found Resident 2's tube feeding running at 
300 ml/hour on 7/29/25.On 10/2/24 at 10:48 AM, Staff 2 (DNS) stated she expected nurses to follow 
physician orders for feeding tubes.
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