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INITIAL COMMENTS

The following reflects the findingsof the .
CaliforniaDepartment of Public Health during a
Follow-up survey.

Representing the Department:

36417. RN, HFEN
35893. RN, HFEN
37379, RN. HFEN

Total Sampled Residents: 15

Highest Severity and Scope: E
483.25(g)(2) NG TREATMENT/SERVICES -
RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facilit^ust 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-gastn'c or
gastrostomy tube receives the appropriate
treatment and seivices to prevent aspiration
pneumonia, diarrhea, vomiting, dehydration,
metabolic abnormalities, and nasal-pharyngeal
ulcers and to restore, if possible, normal eating
skills.
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09/22/2ft16
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PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TOTHEAPPROPRIATE
DEFICIENCY)

Country Villa Claremont submits thisresponse and Plan
of Correction as part of the requirements under State
and Federal law.The Plan of Correction Issubmitted In
accordance with specific regulatory requirements; it
shall not be construed as admission of any alleged
deficiency cited or anyliability. Preparation, submission
and/or execution of this Plan of Correction does not
constitute admission or agreement by the Provider of
the truth of the fects alleged or conclusions set forth in
this statement. Correction is prepared, submitted
and/or executed solely because it is required by the
provision offederaland state law.
The provider reserves the right to challenge the cited
findings If at anytime the provider determines that the
disputed findings are relied upon in a manner adverse
to the interest of the provider either by the
governmental agencies or thirdparty.
Any changes to provide policy or procedures should be
consideredto be subsequent remedialmeasuresas that
concept Is employed in Rule 407ofthe f^eral rules of
evidence code sections 1151and should be inadmissible
|n anyqrocegi||ng on that basis.

F 322 NG TREATMENT/ SERVICES - RESTORE EATING
, SKILLS
! Residents 29 and 30 were checked by the Director of
Nursing Services (DNS) on 9/21/16 regarding G-tube
placement and residual, nonegative outcomenoted.

On 9/21/16, the DNS checked other residents who are
on G-tube, no other residents are affected by the same
deficient practice.

On SI12J1S, the DNS and the Director of
Development (DSD) provided a 1:1 in-service and SiSRs
competency to LVN 3and LVN 6regarding the cher^^g
of G-tube placement and residuals prior to medication
administration. —

CO

The licensenurses were In-serviced on 9/22/i6 bytlje
DNSand DSD regarding the checking of G-tube
placement and residuals prior to medication
administration. ••

The DNS and/ordesignee assigned by the DNS will ^
review ne'^ admissions with G-tube orders regarding
checking of G-tube placement and residuals prior to
medication administration during the clinical meeting 5
times a week for 3 months.

(X6)
COMPLETION

DATE

0^10/31/^

>>
z
O

— X rr

O

L_o

nZ
( T

-ABORATORy DIRECTOR'S OOI^R^ViDER/SUPPLIER RpRESENTATIVE'S SIGNATURE TITLE / I ^
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Ahy dfefr^ency statement'endlitg with an asterisk n denotes adeficient which the {nd^tution may be excused frorn correcting providing'Il Is
jther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are dlsciosable sooaj^
bllowing the date ofsurvey whether ornot a plan ofcorrection Is provided. For nursing homes, the above findings and plans ofcorrection aredisclosaDie 14
Jays following the date these documents are made available to the facility. Ifdeficiencies are cited, an approved plan ofcorrection Is requisite to continued
program participation. .
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