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CFR(s): 483.25(g)(4)(5)
8483.25(g)(4)-(5) Enteral Nutrition

(Includes naso-gastric and gastrostomy tubes, both
percutaneous endoscopic gastrostomy and percutaneous
endoscopic jejunostomy, and enteral fluids). Based on a
resident's comprehensive assessment, the facility must
ensure that a resident-

8483.25(g)(4) A resident who has been able to eat
enough alone or with assistance is not fed by enteral
methods unless the resident's clinical condition
demonstrates that enteral feeding was clinically
indicated and consented to by the resident; and

§483.25(g)(5) A resident who is fed by enteral means
receives the appropriate treatment and services to
restore, if possible, oral eating skills and to prevent
complications of enteral feeding including but not
limited to aspiration pneumonia, diarrhea, vomiting,
dehydration, metabolic abnormalities, and
nasal-pharyngeal ulcers.

This REQUIREMENT is NOT MET as evidenced by:

The facility identified a census of 79 residents. The
sample included 18 residents, with one resident
reviewed for tube feeding (administration of

nutritionally balanced liquefied foods or nutrients
through a tube). Based on observation, record review,
and interview, the facility failed to ensure R2's tube
feeding was labeled with content in the feeding bag and
dated with the date the feeding was given.

Finding Included:

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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APPROPRIATE DEFICIENCY)
FO000 INITIAL COMMENTS FO000
The following citations represent the findings of a
Health Recertification Survey.
F0693 Tube Feeding Mgmt/Restore Eating Skills F0693
SS=D

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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F0693 Continued from page 1 F0693
SS=D - R2’s electronic medical record (EMR), under the
“Diagnosis” tab, recorded diagnoses of muscle weakness,
difficulty in walking, hypertension (elevated blood
pressure), dementia (a progressive mental disorder
characterized by failing memory and confusion), and
anxiety (mental or emotional reaction characterized by
apprehension, uncertainty, and irrational fear).

R2’s “Quarterly Minimum Data Set” (MDS) dated 11/24/25
recorded a Brief Interview for Mental Status score of

15, which indicated intact cognition. The MDS

documented R2 had impairment on both sides of her lower
body. The MDS documented R6 was dependent on staff for
toileting and bathing. The MDS documented R6 had a
feeding tube and received 51percent of her calories
through tube feedings.

The “Tube Feeding Care Area Assessment (CAA)” dated
05/30/25 documented R6 was admitted to this long-term
care from another facility, after being sent to the
emergency room. The CAA documented R6 had adequate
hearing and vision, her speech was clear, BIMS score
15, Foley catheter (a tube inserted into the bladder to
drain urine into a collection bag), was always

incontinent with bowels, frequent pain, no falls, and
significant weight gain. The CAA documented R6 was
dependent on assistance with all activities of daily

living (ADLS).

R2's “Care Plan” documented the following:

05/08/25 - Staff to assist R2 with maintaining or
improving nutritional status characterized by weight
loss and inadequate intake.

05/09/25 - Staff to check residual, if residual was
over 150 milliliters (ml), nursing would hold her
feeding and call the physician.

05/09/25 - Staff to elevate R6’s head of bed at a 30-45
degree prior to enteral feed.

05/09/25 - R6's calorie intake would be monitored by a
Registered Dietitian.
Review of the EMR under “Orders” tab revealed physician

orders:

Enteral feeding, elevate head of the bed to 30-45
degrees while administering medication and tube
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Continued from page 2
feedings dated 05/07/25.

Enteral feeding, check tube placement prior to
administration of medication and tube feedings every
shift dated 05/07/25.

Enteral feeding, check and record residual. If residual
was greater than 150ml hold feeding and call the
physician dated 05/07/25.

Enteral flush PEG tube with at least 30ml water before
and after medication every shift dated 09/19/25.

Enteral feeding flush peg tube with 50ml water prior to
starting Nutren (nutritional supplement) 2.0 at 08:00
PM at bedtime dated 09/19/25.

Enteral Feed at bedtime Nutren (nutritional supplement)
2.0 continuous feeding pump via PEG tube at 70mls/hour
(hr) for 12hrs total, 840ml per day (08:00PM -

08:00AM), Flush tube with 60ml water every hour dated
10/03/25.

Enteral feeding, change feeding syringe daily, label
and name and date every shift dated 05/07/25.

Enteral Feed every shift for medication pass:
mlix/reconstitute each medication with 15ml water. Each
medication should be prepared and administered
separately, followed by 15ml water flush between each
dose. Do not crush and combine multiple medications
together dated 02/19/26.

On 02/23/26 at 07:27 AM, R2 laid on her back in her
bed, with her head elevated at 45 degrees. R2 watched
TV. R2’s enteral feeding bags were hung on her feeding
pump. R2’s enteral feeding bag was not marked with the
contents in the bags, or the date and time the enteral
feeding was started.

On 02/24/26 at 07:35 AM R2 laid in her bed with her

head elevated at 45 degrees. R2 was watching TV. R2's
enteral feeding was hung via pump; the pump was running
at 70 ml/hr. R2’s feeding tube bags were not labeled

with the contents in the bags or the date the enteral
feeding was started.

On 02/25/26 at 08:10 AM, Licensed Nurse (LN) G stated
the night shift hangs the bags and was to label and

date the feeding bags with the contents and the date.

LN G stated we have had different nurses working the

FO0693

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1E499E-H1 Facility ID: NO46029 If continuation sheet Page 3 of 7



PRINTED: 03/04/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEEICIENCIES f)D(]é)NEI’_IIQFOIéIE_Fg’(‘S’;JS;’lIéIERR/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 175355 ' A. BUILDING 02/25/2026
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EVERGREEN COMMUNITY OF JOHNSON COUNTY 11875 S SUNSET DRIVE, SUITE 100 , OLATHE, Kansas, 66061
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

F0693 Continued from page 3 F0693
SS=D night shift. LNG stated the day shift would take the
bags when the feeding had ended.

On 02/25/26 at 01:23 PM, Administrative Nurse D stated
the nurse that hangs the bags would mark the back with
the date and the contents inside the bag. She stated it
was the night shift nurse's responsibility to ensure
feeding bags were marked with the date, time, rate and
formula when the bags were started.

The facilities "Administering Nutritional Formulas
through an Enteral Tube" policy, undated and
documented, staff would label bag and tubing with date
and time; hang bag on the pole and make sure bag was
above the stomach; clamp tubing. The staff would check
expiration date of formula; cleanse top of feeding
container with a disinfectant before opening it (if

using a canned formula); pour formula into feeding bag
and allow solution to run through tubing (Prime the
tube); close clamp. Staff would attach feeding setup to
feeding tube, open clamp & regulate drip according to
physician’s order or allow feeding to run in over 30
minutes.

F0812 Food Procurement,Store/Prepare/Serve-Sanitary F0812

SS=F
CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.

The facility must -

8483.60(i)(1) - Procure food from sources approved or
considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly from
local producers, subject to applicable State and local
laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices.

(iii) This provision does not preclude residents from

consuming foods not procured by the facility.

8483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for food
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Continued from page 4
service safety.

This REQUIREMENT is NOT MET as evidenced by:

The facility identified a census of 79 residents with

one kitchen and two kitchenettes. Based on observation,
record review, and interviews, the facility failed to
maintain sanitary dietary standards related to food
storage.

Findings included:

- On 02/23/26 at 11:03 AM, during the kitchen initial
tour, observation in the walk-in freezer revealed the
following:

One resealable bag of three fish fillets that was not
labeled and dated.

One opened bag of pepperoni, which was not labeled and
dated.

One opened bag of tater tots placed in a resealable
bag; the bag was not dated.

One opened bag of cauliflower florets, which was not
labeled and dated.

On 02/23/26 at 11:10 AM an observation in the kitchen's
dry food storage room revealed one opened and undated
bag of egg noodles.

On 02/23/26 at 11:16 AM an observation in the kitchen’s
walk-in refrigerator revealed one metal bowl with

plastic wrap covering the top. The bowl contained
several slices of molded cheddar cheese.

On 02/23/26 at 11:21 AM an observation in the kitchen’s
walk-in produce refrigerator revealed the following:

One bag of broccoli with a manufacturer best if used by
date of 12/21/25.

Three bags of coleslaw mix. The coleslaw was soft,
mushy, and appeared spoiled. One bag contained brown
fluid in the corner of the bag.

A plastic bin of eight jalapeno peppers. The peppers
were moldy.

F0812
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A plastic bin of green bell peppers. The bin had six
green bell peppers on top of the lid. The peppers on
the lid were soft, wilted, and wrinkled.

A plastic bin of red peppers. There were three peppers
on top of the lid. The three peppers were soft, wilted,
and wrinkled.

A plastic bin of yellow peppers. There were six yellow
peppers inside the bin that were soft, wilted and
wrinkled. Three of the yellow peppers contained
backend, moldy spots.

On 02/23/26 at 11:36 AM in the kitchen’s main area
revealed one plastic container of choy noodles, not
dated.

On 02/23/26 at 11:50 AM an observation in a kitchenette
refrigerator revealed two plastic bins of mixed fruit.
The bins were not labeled or dated.

On 02/23/26 at 11:50 AM an observation in a kitchenette
cabinet revealed one opened bag of prunes and one
opened bag of pretzels. The bags were not dated.

On 02/23/26 at 11:58 AM an observation in a kitchenette
resident refrigerator revealed a box of pizza. The

pizza box was not dated or labeled with a resident’s
name.

On 02/23/26 at 12:01 PM an observation in a kitchenette
resident refrigerator revealed a plate with a hamburger
and tater tots. The plate was covered in plastic wrap.
The food was not dated or labeled with a resident’s
name.

On 02/25/26 at 08:30 AM Dietary BB stated staff were
expected to label and date any opened food items. He
stated opened bags were to be placed in a resealable
plastic bag, and the bag should have been labeled and
dated. Dietary BB stated he, and the cooks, were
supposed to go through the kitchen and check for
spoiled foods. He further stated dietary aides often
look at produce, such as the peppers, and places what
they think are spoiled on top of the bins, instead of
just throwing them away. He stated they left them there
for him to look at. Dietary BB stated he had sent the
dietary aides a message related to the spoiled peppers

F0812
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F0812 Continued from page 6 F0812
SS=F and stated it would be addressed in their next meeting.
Dietary BB stated the dietary aides were responsible

for checking the refrigerators in the kitchenettes

after each meal to look for spoiled food and ensure

food items were labeled and dated. He stated food
placed in the resident refrigerators should have been
wrapped, labeled, dated, and had the resident’s name on
them.

The facility’s “Food Storage” policy dated 02/12/26,
documented sufficient storage facilities are provided
to keep foods safe, wholesome, and appetizing. All
Leftover food should be stored in a covered container
or sealed Ziplock bag. Each Item Is clearly labeled
with the product name and dated before being
refrigerated. Leftover food Is used within 3 days or
discarded. All foods should be stored in covered
containers or sealed Ziplock bags, clearly labeled and
dated. All foods will be checked to assure that foods
(Including leftovers) will be consumed by their safe
use by dates, or frozen (where applicable) or
discarded.
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