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Sunnyview Nursing and Rehabilitation Center 107 Sunnyview Circle
Butler, PA 16001

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, clinical record review, observation, and staff interview, it was determined that the 
facility failed to ensure that residents with an enteral feeding tube (a tube inserted in the stomach through the 
abdomen) received appropriate treatment and services to prevent potential complications for one of three 
residents (R1).Findings include: Review of facility policy Enteral Feeding via Pump, Gravity, Bolus dated 
4/1/25, indicated on the formula label, document initials, date and time the formula was hung/administered, 
and initial that the label was checked against the order. Review of the clinical record indicated Resident R1 
was admitted to the facility on [DATE], with the diagnoses of right hip fracture, post-surgery, and pain. 
Review of a physician order dated 10/13/25, indicated enteral feed order one time a day Isosource HN at 60 
milliliters (ml) per hour; up at 10:00 p.m. down at 6:00 a.m. Review of a physician order dated 10/10/25, 
indicated free water flush via enteral feeding tube, 100 ml of free water every four hours to maintain patency. 
During an observation on 10/16/25, at 11:12 a.m. Resident R1's enteral feeding bag was observed with no 
label, initials, date or time. The water bag used for flushes was dated 10/13/25, three days old. During an 
interview on 10/16/25, at 11:15 a.m. Licensed Practical Nurse (LPN) Employee E1 confirmed there was not a 
label on the enteral feeding formula, and that the water bag used for flushes was dated for three days ago. 
During an interview on 10/16/25, at 2:00 p.m. the Director of Nursing confirmed that the facility failed to 
ensure that residents with an enteral feeding tube received appropriate treatment and services to prevent 
potential complications for one of three residents (R1). 28 Pa. Code: 201.18(b)(1) Management. 28 Pa. 
Code: 211.10(c) Resident care policies.28 Pa. Code: 211.12(d)(1)(5) Nursing services.
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