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F 0684

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0726

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0842

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Pr cgllide appropriate treatment and car e according to orders, resident's preferences and
oals.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to ensure a resident was provided the services and/or treatment

in accordance with professional standards of practice when a procedure was performed without a physician's order, for one

of three residents (Resident 1). This failure had the potential for Resident 1 to receive unnecessary treatment and/or

procedures. Findings: On February 13, 2020, at 8:14 am., an unannounced visit was conducted to investigate afacility

reported incident. On February 13, 2020, at 8:16 am., the Director of Nursing (DON) was interviewed. She stated Resident
1'srectal tube was reinserted at the facility on February 10, 2020. On February 13, 2020, Resident 1's record was

reviewed. Resident 1 was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. The Order Summary Report,
dated

February 7, 2020, indicated, .Rectal Tube (a plastic tube connected to a bedside drainage bag for collection of stool) -

Monitor for any s/s (signs and symptoms) of infection and tube care every shift for Wound Management . The history and

physical examination [REDACTED)]. The Progress Notes, dated February 12, 2020, at 7:49 am., indicated, .tx (treatment

nurse) and cna (certified nursing assistant) slowly repositioned pt (patient) at which time pt stated, Watch out for my

rectal tube, it hurtsits been hurting since they changed it not last night but the night before . The untitled document,

dated February 13, 2020, at 8:28 am., indicated, Rectal tube in place for wound management. Change PRN (as needed) if tubeis
dislodged or not draining. There was no documented evidence the physician ordered Resident 1's rectal tube to be changed prior to
February 12, 2020. On February 13, 2020, at 8:51 am., Resident 1 was interviewed. She stated the rectal tube was

changed two or three nights before. On February 13, 2020, at 9:16 am., the Administrator (ADM) was interviewed. She stated there
was no documentation the physician ordered Resident 1's rectal tube to be changed before it was changed on February

10, 2020. She stated the physician's order was to monitor the rectal tube and there was no physician order to change

Resident 1's rectal tube on February 10, 2020. On February 13, 2020, at 9:35 am., Registered Nurse (RN) 1 was interviewed. RN 1
stated she spoke with the Nurse Practitioner on February 13, 2020, at 8:15 am., to obtain the order for the rectal

tube to be changed as needed. RN 1 stated she back dated the nurse practitioner's order for February 7, 2020, when she

received the order on February 13, 2020, at 8:15 am. On February 13, 2020, at 10:39 am., the DON was interviewed. The DON
stated, We know it was wrong for the back dating and all of that. On February 19, 2020, at 2:15 p.m., Licensed Vocational

Nurse (LVN) 1 was interviewed by telephone. LVN 1 stated she reinserted Resident 1's rectal tube on February 10, 2020, at

6:31 am. The facility policy titled, Rectal Tube with Connected [MEDICATION NAME] Bag, revised October 2010, was reviewed.
The policy indicated, .Verify that thereis a physician's order for this procedure .

Ensurethat nurses and nur se aides have the appropriate competenciesto care for every
resident in a way that maximizes each resident's well being.

Based on interview and record review, the facility failed to ensure the nursing staff had developed competency prior to

reinserting arectal tube, for one of three residents (Resident 1). This failure had the potential for Resident 1 to incur

complications related to the improper insertion of arectal tube. Findings: On February 13, 2020, at 8:14 am., an

unannounced visit was conducted to investigate a facility reported incident. On February 13, 2020, at 8:16 am., the

Director of Nursing (DON) was interviewed. She stated Resident 1's rectal tube was reinserted at the facility on February

10, 2020 by Licensed Vocational Nurse (LVN) 1. On February 13, 2020, at 10:39 am., the DON was interviewed. The DON stated
an inservice for rectal tube insertion was conducted on February 12, 2020 (two days after Resident 1's rectal tube was

reinserted). On June 24, 2020, at 9:43 am., the DON was interviewed. The DON stated LV N 1 should have been inserviced on

the proper rectal tube insertion procedure prior to the reinserting Resident 1's rectal tube on February 10, 2020. On June

25, 2020, at 7:46 am., LVN 1 was interviewed by telephone. LVN 1 stated she had not performed arectal tube insertion

before February 10, 2020. LVN 1 stated she did not receive training on the insertion of arecta tube before she reinserted Resident 1's
rectal tube on February 10, 2020. The document titled, Skin and Wound Product Information Sheet Flexi-Seal

Protect Fecal Collection Device: Internal, dated March 2019, was reviewed. The document indicated, .Use with caution with
clients .rectal pain, abdominal distension/pain; remove device immediately and notify Physician .

Safeguard resident-identifiable infor mation and/or maintain medical records on each

resident that arein accor dance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to ensure accurate documentation in the medical record, for one

of three residents (Resident 1). Thisfailure resulted in inaccurate documentation on Resident 1's medical record and had

the potential to affect the provision of care and treatment to Resident 1. Findings: On February 13, 2020, at 8:14 am., an
unannounced visit was conducted to investigate a facility reported incident. On February 13, 2020, at 9:16 am., the
Administrator (ADM) was interviewed. She stated there was no documentation the physician ordered Resident 1's rectal tube
to be changed before it was changed on February 10, 2020. She stated the physician's order was to monitor the rectal tube

and there was no physician order to change Resident 1's rectal tube on February 10, 2020. On February 13, 2020, Resident
1'srecord was reviewed. Resident 1 was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. The Order
Summary

Report, dated February 7, 2020, indicated, .Rectal Tube (a plastic tube connected to a bedside drainage bag for collection

of stool) - Monitor for any /s (signs and symptoms) of infection and tube care every shift for Wound Management . The
history and physical examination [REDACTED]. The Progress Notes, dated February 12, 2020, at 7:49 am., indicated, .tx
(treatment nurse) and cna (certified nursing assistant) slowly repositioned pt (patient) at which time pt stated, Watch out for my rectal
tube, it hurts its been hurting since they changed it not last night but the night before . The untitled

document, dated February 13, 2020, at 8:28 am., indicated, Rectal tube in place for wound management. Change PRN (as
needed) if tube is dislodged or not draining. There was no documented evidence the physician ordered Resident 1's rectal

tube to be changed prior to February 12, 2020. There was no documented evidence of Resident 1'srectal tube reinsertion on
February 10, 2020. On February 13, 2020, at 9:35 am., Registered Nurse (RN) 1 wasinterviewed. RN 1 stated she spoke with
the Nurse Practitioner on February 13, 2020, at 8:15 a.m., to obtain the order for Resident 1's rectal tube to be changed

as needed. RN 1 stated she back dated the Nurse Practitioner's order for February 7, 2020, when she received the order on
February 13, 2020, at 8:15 am. On February 13, 2020, at 10:39 am., the Director of Nursing (DON) was interviewed. The DON
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stated, We know it was wrong for the back dating and al of that. On February 13, 2020, at 12:16 p.m., the DON was
interviewed. The DON stated Licensed Vocational Nurse (LVN) 1 did not document the rectal tube reinsertion for Resident 1
on February 10, 2020. On February 19, 2020, at 2:15 p.m., LVN 1 was interviewed by telephone. LVN 1 stated she did not
document Resident 1's rectal tube reinsertion on February 10, 2020. The facility policy titled, Medication and Treatment
Orders, revised July 2016, was reviewed. The policy indicated, .Verbal orders must be recorded immediately in the

resident's chart by the person receiving the order and must include prescriber's last name, credentials, the date and the

time of the order .
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