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SS=D

483.25(g)(2) NG TREATMENT/SERVICES - 

RESTORE EATING SKILLS

Based on the comprehensive assessment of a 

resident, the facility must ensure that --

(1) A resident who has been able to eat enough 

alone or with assistance is not fed by naso gastric 

tube unless the resident ' s clinical condition 

demonstrates that use of a naso gastric tube was 

unavoidable; and

(2) A resident who is fed by a naso-gastric or 

gastrostomy tube receives the appropriate 

treatment and services to prevent aspiration 

pneumonia, diarrhea, vomiting, dehydration, 

metabolic abnormalities, and nasal-pharyngeal 

ulcers and to restore, if possible, normal eating 

skills.

This REQUIREMENT  is not met as evidenced 

by:

F 322 8/4/16

 Based on observation, record review, and staff 

interviews, for one (Resident # 5) of three 

sampled residents with gastrostomy tubes, the 

facility failed to clean the site and change the 

dressing daily per the physician order and care 

plan.  The findings included:

Record review revealed Resident # 5 was 

admitted to the facility on 6/14/12. The resident 

had multiple diagnoses. Two of these included 

end stage dementia and dysphagia. Record 

review revealed the resident received all his 

nutrition via a gastrostomy tube. 

Review of the resident ' s care plan, last reviewed 

 Step 1

1. The gastric tube dressing for Resident 

#5 was changed on 7/19/2016. Medical 

Director assessed Resident #5 and the 

gastric tube with no adverse effects noted.

2. A complete audit was done on 

7/19/2016 of all resident's with orders for 

gastric tube dressing changes. All 

residents were also evaluated and all 

dressings were changed as ordered.

Step 2

1. Potential to affect all residents will 
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on 6/28/16, revealed the staff were to provide 

gastrostomy tube site care  " daily or as ordered. "   

Review of the resident ' s current July 2016 

cumulative monthly physician orders revealed the 

staff were to daily clean the gastrostomy site with 

normal saline and apply a dressing. Review of the 

July 2016 medication administration records and 

July 2016 treatment administration record 

revealed this order appeared on both of these 

records.  During the record review conducted on 

7/19/16, it was found that the last time the 

resident was documented as having the site 

cleaned and dressed was on 7/14/16. There was 

no documentation in the resident ' s record the 

site had been cleaned and dressed on 7/15/16, 

7/16/16, 7/17/16, or 7/18/16. 

A nurse was observed on 7/19/16 at 10:35 AM as 

she prepared to change the resident ' s 

gastrostomy tube dressing. It was observed that 

the resident ' s dressing, she was preparing to 

remove, had the date of 7/14/16. The nurse and 

two administrative staff nurses also validated that 

the date on the old dressing was 7/14/16. The 

nurse, who was changing the dressing, stated 

she did not routinely work with the resident on a 

regular schedule and she did not know why the 

dressing had not been changed. 

An administrative staff nurse was interviewed on 

7/19/16 at 3:20 PM and this interview revealed 

the following information. There had been 

multiple nurses who had cared for the resident 

and had been accountable for the dressing 

changes between the dates of 7/14/16 and 

7/19/16.  The administrative nurse had tried to 

call all of them. As of the time of the interview, the 

administrative nurse had not been able to clarify 

why the nurses had not been changing the 

resident ' s dressing and caring for his site. The 

administrative nurse validated the dressing 

gastrostomy tubes.

Step 3

1. All RN's and LPN's were educated on 

the policy for gastrostomy tubes, which 

includes treatment to the site, and will be 

educated upon hire and as needed by the 

Clinical Competency Coordinator (RN). A 

skills checklist was done for all RN's and 

LPN's at this time and will be completed 

upon hire as well.

2. A Gastrostomy Tube audit tool was 

implemented by the Director of Nursing 

(RN) and Clinical Competency 

Coordinator (RN), and is completed as 

follows by the Director of Nursing (RN), 

Unit Managers (RN), Clinical Competency 

Coordinator (RN), and/or Designee :

5 times per week for 4 weeks then,

2 times per week for 4 weeks with,

an then audit done monthly for 3 months.

Step 4

Monitoring will be done by the Director of 

Nursing (RN) or Designee to ensure 

gastrostomy tube dressings are changed 

per the physician's order. Continued 

monitoring will then occur 5 times per 

week for 4 weeks, then 2 times per week 

for 4 weeks, and then monthly for 3 

months.

Results of the monitoring, with tracking 

and trending, will be reported by Director 

of Nursing (RN) monthly to the Quality 

Assurance Performance Improvement 

committee for recommendations and 

suggestions for improvements and 

changes.
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changes should have been done per the order 

and care plan.
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