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55=t | RESTORE EATING SKILLS

The stalcments made on thes plan of correction are not an admission

Based on the comprehensive assessment of a hoand do R conuntuce an sgresment vl the lleged deficences

resident, the facility must ensure that a resident To rernatn wn complance with alt federal and state regulations the
ho is fed b . : facility has taken or will take the actions set forth e thas plan of
who is led by a nasc-gastric or gastrostomy tube cotrection The plan of correction constitutes the facility's alleganon
receives the appropriate treatment and services of complance suich that et allegad deficiencies aited have been
. . ) o wikl be corrected by the dates indicated
to prevent aspiration pneumonia, diarrhea,
iti H H iy Corrective Actlon for Resldent Affecied
vomiting, dehydration, metabolic abnormalities, Residents # 3, 6, 7, & the decloggers were removed on 93012
and nasal-pharyngeai ulcers and to restore, if Residents # 3 and 6 G Tubes were capped when the distal cnd

possible, normal eating skills of the feeding delivery tibe was disconnected

' 3

Corrective Actlon for Resldent Potentlally Adfected

Al ressdents wath ¢ Tubes have the potential to be affected by
this alleged duficient practice Residents were reviewed by

This REQUIREMENT is not met as evidenced 1he DON o 531702 10 ensnre Bt there were no Gastrostomy
by Decloggers at bedside and that caps were available for G Tubes
Y- when disconnectd and nsed
Based on observation, manufacturer product as appreprute
recommendations and staff interviews the facility Systemic Changes o
faile i H H . - An iR-service was conductad on the following dates May 307, 3179,
. d to l.'nalntam gastrostomy supphes by' 1) The June 8, June 13* Those whe altendad all RNs, LPNs, FE, PT,
facility failed to follow manufacturer and FRN Any m-hmﬁe sta:i m;nme‘rjwho da: rwmrccewe
- . - A-service trainng will not be alkowed 10 work untk rewung
recommendations to dispose of single use has been completed The n-senvice topies ncluded Do not
gastrostomy tube decloggers for 4 of 4 sampled use decloggers more than one h;nc;‘:la;u u-m?;.;s. rcv;lew
f N of how' 1o e other altematives for ing tubes such as
res.lc.ienis. {resident #3, #6, #7 and #8) and 2) The gentle massage and Aushing with warm water, i1t 15 sl cogged,
facility failed to recap or protect the distal end of teplece the tuhe, also discussed capping the fube when.
feedi deli . . N disconnected to ensure no contammaton This informaten
efe2 ing ? wdery tubing while disconnected from 2 hush been mlggl:aztd into thers!a.}r:dad onem?uorll!!mm!r\lg and
o3 sampled reside H i the required in-senace refresher courses for all employees R
P idents Ues{dent #3 and #6)' and wil be reviewed by the Quality Assiwrance Process to
venfy that the ¢hange has been
Findings include: snstuined
%:ngly f\s:ur?;cc ‘
. : . . e Ditector of Mursing or Assistant Durector of Nursing or
On 5’39]12 at 11:59 AM resident #3's feeding RN Stafl Development Coordinator will monitor this sssue
pump dial was observed in the off position and using the ‘Slm;; QA Lwl;urGTuba' Eh;e:?omrom\s
N - N N will inchule venfiing that there are ne use clopgers at
the distal end of the feeding delivery tubing was bedside and that caps are avatlable for recapping/protecting
draped over the back o i the distal end of the feeding delivery hsbe when
P fthe feedi "9 pump diseomnected  Alk 12sidents wath G Tubes wal] be reviewed
. uncapped and unprotected. Following wound care See attached memutonng ool This will be done daily
T, nurse #1 reco i Monduy thru Fday for fous weeks and then weekly
feedi ng dellvetr‘:f:l;?d “t:;)e dls'tdal etn;:3?f the times three months oe unhl resolved by QOL/QA comnntice
ng residen S Reports will be given 1o the weekly Quality of Lifs.
asir N QA commuttee and comective action
N g8 .OStomy tube (g tUbe) and resumed the imtiated 48 appropnate
feeding. A clear, opened package was secured
. . R . .
vertically to resident #3's bulletin board. inside the The facility will have al lems completed by June.15% 2012

clear package was a g-tube declogger with dried

LABORATARY DIRECTOR'S;0), /RGTJ]DERISUPPLIER REPRESENTATIVE 5 SIGNATURE TITLE (X6) DATE
/jm,f s F LnL %dfnmfd{m/v)f 01512019

Any denmencyb(atement ending

_ an asterisk ("} denotes a deficiency which the institution may be excused from comecting providing 1t is determined that
other safeguards provide sufficiedt protedtion to the patients. {See instruclions ) Except for nursing homes, the findings stated above are disclosable G0 days
following the date of survey whether or npt a plan of carreclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days fallowing the date these documenty are made available 1o the factity It deficiencies are cied, an approved plan of correction is fequisite Lo cantinued
pragram participation
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brownish green material noted on the declogger
and smeared along the entire length of the
package. In the bottom of the package
approximately two centimeters of brownish green
material was noted. The back of the package
noted the name of the product as an "Enteral
Feeding Tube DeClogger" and under
"Precautions” read; "The DeClogger is intended
for single use only and does not require
sterilization.”

On 5130412 at 12:16 PM resident #6's feeding
pump dial was observed in the off position and
the distat end of the feeding delivery tubing was
draped over the back of the feeding pump
uncapped and unprotected. Following wound care
nurse #1 reconnected the distal end of the
feeding pump tubing to resident #3's g-tube and
resumed the feeding. A clear, opsned package
was sectred vertically fo resident 6's bufletin
board. Inside the package was a declogger with
dried brownish green material noted on the
declogger and smeared along the entire length of
the package. In the bottom of the package
approximately one and a half centimeters of
brownish green material was noted. The back of
the package noted the name of the product as an
"Enteral Feeding Tube DeClogger” and under
"Precautions” read; "The DeClogger is intended
for single use only and does not require
sterilization."

On 5/30/12 at 3:05 PM resident #7 had a clear,
opened package secured vertically to her bulletin
board. There were two decloggers with dried fight
brown material noted on both of the decloggers.
The back of the package noted the name of the
product as an "Enteral Feeding Tube DeClogger"
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and under "Precautions” read; "The BeClogger is
intended for single use only and does not require
sterilization.”

On 530412 at 3:10 PM resident #8 had a clear,
opened package secured vertically to his bulletin
board. Inside the clear package was a declogger
with dried brownish green material noted on the
declogger and smeared along the entire length of
the package. In the bottom of the package
approximately one and a half centimeters of
brownish green material was noted. The back of
the package noted the name of the product as an
"Enteral Feeding Tube DeClogger” and under
"Precautions” read; "The DeClogger is intended
for single use only and does net require
sterilization.”

On 5/30/12 at 2:55 PM nurse #2 stated she did
not stop or unhook the tube feedings for residents
#3 or #6. Nurse #2 was able to verbalize steps of
stopping and disconnecting a continuous feeding
and indicated that the distat end of the feeding
pump tubing should be re-capped when
disconnected. Nurss #2 said she has not used
decloggers in the facility and verbalized alternate
methods she would use if a gastric tube would
not fiush. She indicated that both residents”
g-tubes flowed without difficulty to her knowledge.
Nurse #2 stated that if a declogger was used it
should be disposed of after use because itwas a
single use item. Nurse #3 indicated she was
trained upon hire by the staff development
coordinator on g-tube care but could not recall
specifically being trained on the use of
decloggers.

On 5/30/12 at 3:12 PM nurse #3 was able fo
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verbalize the steps of disconnecting a continuous
feeding and indicated the distal end of the feeding
puimp tubing should be capped and protected
when disconnected from a resident. Nurse #3
stated she used decloggers in the facility
occasionally and that when a declogger was used
it was to be wiped off and placed back in the
package and kept in the resident's room for the
next use. She said she only discarded a
declogger if it was bent. Nurse #3 indicated she
was frained by the staff development coordinator
upon hire approximately one year ago on g-tube
care. She could not recall that she was
specifically frained on the use of decloggers.

On 5/30M2 at 3:18 PM nurse #1 said she
unhooked resident #3 and #6 from their
continuous tube feeding for wound care. Nurse
#1 was able to verbalize the steps of
discennecting a continuous feeding and indicated
that whenever a feeding was disconnected from a
resident the distal end of the feeding delivery
tubing should be recapped. When hurse #1 was
told that both resident #3 and #6's tubing had not
been capped or protected she stated she thought
she was nervous and had forgotten to recap the
tubing.

On 513012 at 3:22 PM the Director of Nursing
{DON) indicated she expected the distal end of a
residents feeding defivery tubing to be recapped
or protected when disconnected. She also
expected that declogygers wotild not be used in
the facility. The DON verbalized that the
decloggers were a single use item and should
have been discarded and not secured to the
bulletin boards. She indicated that the staff
development coordinator trained staff on g-tube

F 322
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care upon hire and annually.

On 530112 at 3:28 PM the Staff Development
Coordinator {SDC) said her expectation was for
the nursing staff to follow the policy and
procedure for g-tube care per facility standards.
She said it was the expectation of the staff to cap
the distal end of the feeding delivery tubing
whenever it was disconnected from a resident.
She indicated there was no policy or procedure
for the use of decloggers and she would expect
staff that has been trained to use a declogger to
follow the manufactures package guidelines and
she would expect any staff not frained to use a
declogger to avoid the use of one, The SDC said
nurses are trained on g-tube care upon hire and
annually and perform a return demonstration to
verify competency.
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