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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** 50480

Based on facility policy review, medical record review, observations, and interviews, the facility failed to 
ensure tube feeding formula was appropriately labeled for 1 resident (Resident #41) of 1 resident reviewed 
for tube feeding management.

The findings include:

Review of the facility's undated policy titled, GUIDELINES FOR ENTERAL FEEDING [a tube surgically 
inserted in the stomach to provide nutrition, hydration, and medication] [gasrtric tube] : ADULT, revealed .
hanging and maintaining and managing and administering Tube/Feedings and Enteral Nutrition .OPEN .
ENTERNAL FEEDING SYSTEM .or use of formula from cans or bottles which is poured into a feeding tube 
bag .Enteral Feeding Formula .instructions .to be followed .

Review of the medical record revealed Resident #41 was admitted to the facility on [DATE] with diagnoses 
including Traumatic Brain Injury, Seizures, Stroke, and Dysphagia (difficulty swallowing).

Review of a 5-day admission Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #41 
was rarely understood. Further review revealed the resident received artificial nutrition through a gastric tube 
(a tube surgically inserted in the stomach to provide nutrition). 

Review of a Physicians Order for Resident #41 dated 1/25/2025, revealed .[name brand formula] .65 ML/HR 
[milliliters per hour] . 

During an observation on 2/3/2025 at 10:30 AM, revealed Resident #41 had enteral feeding infusing. Further 
observation revealed the feeding bag was not labeled to include the name of the formula infusing. 

During an observation and interview on 2/3/2025 at 10:35 AM, with Licensed Practical Nurse (LPN) D 
revealed Resident #41 had enteral feeding infusing. Further observation revealed the feeding bag was not 
labeled to include the name of the formula infusing. LPN D stated the enteral feeding bag should be labeled 
with the type of formula to be infused.

During an observation on 2/4/2025 at 9:14 AM, revealed Resident #41 revealed Resident 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

#41 had enteral feeding infusing. Further observation revealed the feeding bag was not labeled to include the 
type formula infusing. 

During an observation and interview on 2/4/2025 at 9:15 AM, with the Director of Nursing (DON) revealed 
Resident #41 had enteral feeding infusing and the feeding bag was not labeled with the type of the formula 
infusing. The DON confirmed the facility failed to label Resident #41's feeding bag to with the formula 
infusing. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

48100

Based on facility policy review, observation, and interviews, the facility failed to ensure an expiration date 
was visible on an over the counter house stock medication bottle for 1 of 2 medication carts reviewed for 
medication storage. 

The findings include: 

Review of the facility's policy titled, Floor Stock Medications, dated 3/2023, revealed .floor stock medications 
are labeled .with expiration date .clearly exposed .

During an observation on 2/4/2025 at 7:50 AM, on the C Hall medication cart, revealed one bottle of Ferrous 
Sulfate (iron supplement) had no expiration date visible on the bottle. Further observation revealed the bottle 
was opened on 1/14/2025 and was available for immediate resident use. 

During an interview on 2/4/2025 at 7:52 AM, Licensed Practical Nurse (LPN) A confirmed the house stock 
bottle of Ferrous Sulfate had no expiration date present on the bottle and the expiration date could not be 
verified.

During an interview on 2/4/2025 at 8:43 AM, the Director of Nursing confirmed medications stored in the 
medication carts should have expiration dates present and listed on the bottle to ensure medications are 
used within their expiration date. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Dispose of garbage and refuse properly.

27405

Based on facility policy review, observation, and interview, the facility failed to ensure garbage and refuse 
were properly contained in 1 of 1 garbage dumpster. 

The findings include:

Review of the facility's undated policy titled, .Drain Plugs in Waste Receptacles, revealed .all receptacles and 
waste handling units for refuse .must have drain plugs securely in place at all times, unless being actively 
cleaned or maintained in order to prevent leaks, environmental contamination, and health hazards .

During an observation of the outside dumpster area on 2/4/2025 at 2:30 PM, with Dietary [NAME] B, 
revealed 1 dumpster for waste disposal. Further observation revealed the dumpster had no drain plug intact 
resulting in the dumpsters contents being left open to the elements and the potential exposure to pests.

During an interview on 2/4/2025 at 2:37 PM, Dietary [NAME] B confirmed the drain plug for the dumpster 
was not intact and the dumpsters contents were not contained properly. 
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