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The services provided of arranged by the facility
must meet professional standards of quality.

This REQUIREMENT 18 not met as avidencad
V.

Based on observation, record review and staff

interviews, the facility falled to check for

placement of a gastrostomy tuba for 1 of 3

residents receiving tube medications (resident

#118) prior t0 administering medications.

1. Review of the policy titted "Adrministering
Medications through an Enteral Tubg" dated April
2007 indicated on subtitle #17: For nasogastric,
esophagostomy, o gastrostorny tubes, check
placement and gastiic contents:

a. Attach 500 80 milliliter () syringe
containing approximately 10 cubic genfimeters
(co) &ir.

n. Ausculiaie the abdomen (approximateiy 3
inches pelow the sternum) while injecting the air
srom the syringe into the tubing.

c. Listenfor ' whooshing " sound to check
placement of the tube in the stormach.

Resident #116 was admitted to the faciiity on
10/08/2003. The resident’s cumulative diagnoses

: included Altered mental Status, Traumatic Brain
tnjury and Reflux Esophagitis.

The Minimum Data Set dated 04/01/2011
indicated the rasident had short and long term
mermory deficits and severe impairments in daily
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During medication pass observation on 6/07/20%1
at 2:15PM, Nurse #2 poured 2 pills into a cup and
crushed thigm, mixed them with liquid, entered
the resident’ s'room, provided privacy, stopped
the tube feeding, disconnected the tube feeding
from the pump, attached a syringe to the {eeding
tube and poured the erushed medication mixture
into the feeding fube. Nurse #2 then flushed the -
tube with water and reconnected the feeding tubse
to the pump and left the room.

administering the medications. In an interview
foliowing the medication administration at 2:20
P, the nurse indicated the procedure for
administering tube medications was to check for
tube placement by listening for air prior 1o
administration.

Review of the Medication Administration Record ‘

dated 06/01/11 through 06/30/2011 indicated
"Gheck Feeding Tube Placement Prior o
Feeding, Flushes and Med Administration” each
shift.

The Diractor of Nursing reported on 6/07/2011 at
4:24 PM it was her expectation nurses shouid
check for tube placement prior o giving
medications per facility policy sither by fistening
for air or by aspiration of contents.

The nurse did not.
| chiack for placement of the tube prior to

Resident #116 has had no negative effects.

Nurse #2 was counseted immediately on
the facility’s policy and procedure for
verifying the feeding tube placement prior to
iving flus radministering medications.
g (vﬁ_ljlgm ;3 tl%i g >ad ninistering medications
The facility has reviewed and identified all
residents who have feeding tubes to ensure that
they all have physician orders to verify
placement of the feeding tube prior to
R A
Al Heensed nursing staff has been in-serviced
on the facility’s policy on Administering
Medication Through An Enteral Tube. ~
(Prrpey opilian) y diypent =0
The DON/RN designee will complete an
Enteral Tube Medication Administration Skifls
Checklist on all licensed nursing staff to verify
skills are performed according to the facility
policy and procedure. This competency skills
checklist will be completed upon hire, and
annually. ‘

The DON/RN designee wilt complete random
Validation Checklist of nurses performing
feeding tube verification procedures weekly x4
weeks, then monthly x 3mths to ensuire nurses
are in compliance. Findings will be discussed
at the Quarterly QA Meeting for further

warranted action.
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