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 M 000 Initial Comments  M 000

The State Agency (SA) conducted an annual 

recertification survey at the facility from 05/6/24 

through 05/9/24.  During the survey, the SA 

determined the facility was not in compliance with 

the Minimum Standards for Institutions for the 

Aged or Infirm, state licensure requirements and 

cited M635.

 

 M 635 45.21.7 Gastric feeding

Gastric feeding. Residents who are eating alone 

or with assistance are not fed by a gastric tube 

unless their clinical condition indicates that the 

use of a gastric feeding tube is unavoidable. The 

residents who are fed by a gastric tube receive 

the treatment and services to prevent 

complications or to restore if possible, normal 

eating skills.

This Statute  is not met as evidenced by:

 M 635 6/21/24

Level II

Based on observation, interview, record review 

and policy review, the facility failed to ensure  

placement was checked for a Percutaneous 

Endoscopic Gastrostomy (PEG) tube prior to 

administration of medications for one (1) of two 

(2) residents observed with PEG tubes. Resident 

#6.

Findings include:

Review of the facility's policy titles, "Enteral 

Feedings Safety Precautions," reviewed January 

2023, revealed, "Purpose: To ensure the safe 

administration of enteral nutrition ... General 

Guidelines ... Prevention aspiration 1. Check 

enteral tube placement every 4 hours and prior to 

feeding or administration of medication ..."

F693¿ 

1. On 05/08/2024 Resident #6 was 

assessed by Director of Nurses for any 

adverse reactions due to failure to follow 

facilities policy and procedure for Enteral 

Feeding Safety Precautions. No adverse 

reactions were found. On 05/08/2024 an 

Inservice was completed with LPN #1 by 

Director of Nurses on Enteral Feeding 

Safety Precautions following policy and 

procedure.¿¿ 

¿ 

2. Ten (10) current residents with Enteral 

tubes have the potential to be affected.¿¿ 

¿¿ 

3. Beginning 5/9/2024 Licensed nursing 

staff were in serviced by Staff 

Development Coordinator and Director of 

Nurses on proper Enteral Feeding Safety 
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 M 635Continued From page 1 M 635

On 5/8/24 at 8:06 AM, in an observation of 

Resident #6 receiving medications per PEG tube, 

Licensed Practice Nurse (LPN) #1 did not confirm 

placement prior to administering Ferrous Sulfate 

solution 220 mg, Clonidine HCL 0.1 mg, 

Levothyroxine Sodium 175 mcg and Amlodipine 

Besylate 10 mg. 

On 5/8/24 at 8:18 AM, in an interview with LPN 

#1, she confirmed she forgot to check PEG tube 

placement prior to administering medications 

through Resident #6's tube. She stated that by 

not checking placement, the resident's 

medication can go into the wrong area and cause 

the resident to become sick.

On 5/9/24 at 12:40 PM, during an interview with 

the Director of Nurses (DON), she confirmed LPN 

#1 should have checked placement of the PEG 

tube prior to administering medications. She 

revealed that by not checking placement, 

Resident #6 could develop serious complications 

should the tube be displaced.

A record review of the Admission Record for 

Resident #6 revealed the facility admitted the 

resident on 8/9/22, with diagnoses that included 

Esophageal obstruction, Personal History of 

Malignant Neoplasm of Larynx, and Dysphagia, 

Oropharyngeal Phase.

Review of the Quarterly Minimum Data Set 

(MDS) for Resident #6, with Assessment 

Reference Date (ARD) 4/2/24, revealed a Brief 

Interview for Mental Status (BIMS) score of 15, 

which indicated the resident was cognitively 

intact.

Precautions following policy and 

procedure. The return demonstration 

began on May 22, 2024, with all Licensed 

nursing staff being completed with skills 

evaluation by 05/31/2024, via "Confirming 

Placement of Feeding Tube" check off list. 

¿ 

¿¿¿ 

4. Effective June 3, 2024, Staff 

Development Coordinator and Director of 

Nursing will conduct audits on three (3) 

nurses three (3) times weekly for two (2) 

weeks and weekly for three (3) months to 

ensure Enteral Feeding Safety 

Precautions is completed following policy 

and procedure. The report of audit 

findings will be reviewed by the 

Administrator and brought to the Quality 

Assurance/Performance Improvement 

Committee for monthly review and 

recommendations for three (3) months 

starting on May 24,2024 and ending on 

August 23, 2024. The Director of Nursing 

will be responsible for monitoring and 

compliance.¿ 
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