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he following reflects the findings of the
epartment of Public Health.during an Entity

ubmits this plan of correction with the intention '
hat it is inadmissible by any third party in any

|
{ . {
Self-Report (ERI) visit. l !
i

. : - ‘ .
ERI# CAQ0S531779 ! ! Country Villa of Claremont submits this response;
’ . - i { Plan of Correction as part of the -
gﬁi%:%’ag‘;alw of CarefTreatment i : requivements under state and federal law.- The

) ! 1: plan of correction is submitted in accordance
Gategory: Resident/Patient/Client Abuse - | s o g o g b
Unsubstantiated i eficiency cited or any liability. The provider

Representing the Depariment of l"ublic Health:

36396 i

| . rl:ivi‘l;f ;ﬁmin;d act!o;x or proceedings against the |
i, . ler or its em) e, agents, officers, .
The inspection was limited to the specific sg;clan. orshare,}:gﬁers.g o c
mponents investigated and does not represent The provider reserves the right to challenge the -
the findings of a full inspsction of the facility. i ; ittedﬁnding.’v ifat any time the provider
F 281 | SERVICES PROVIDED MEET PROFESSIONAL |  F 281 determines that the disputed findings are relied
ss=p | STANDARDS . . ’ 5 | upon in a manner adverse to the interests of the .

rovider ither by the governmental agencles or

CFR(s): 483.21(b)(3)(i) ird party.

i

: 1

(p)(a) Comprehensive Care Plans : ;
; 5 i

:Qe services provided or arranged by the facility,
outlined by the comprehensive care plan,

ust- N
. . e FQGELES .
(i) Meet professional standards of quality. ; On 4/20/17, Resident 1 was placed on charting
Tpis REQUIREMENT is not met as evidenced ’ for emotlonal distress related to the incident.
by:; - . : Resident 1 met with Scclal Service Directorand .

Based on Interview and record review, the facility i IDT to ensure she felt safe and comfortable.

: |

fa:![ed to ensure that a medication was f esident 1 discharged from the facility on
administered as prescribed in accordance with ! | 10/14/17.

N professional $tandards of practice for 1 of 3 I :
mlad residents (Resfdent 1). Licensed '

tional Nurse (LVN) did not apply lubricant |

LABORA:I’ORY RECTOR'S OR PRDVKD?UPP {ER REPRESENTATIVE'S SIGNATURE ! . “TILE — (X0) DATE
B ve. fFotdltels | s satbr [of21]r7
Any deficlency siatemnent ending with an asteridk (* s a deficiancy which the institution:may be excused from correcling providing R is detafmined that
other safeguards provide sufficiant protection to the patients. (See Instructions.) Except fcr‘ﬁmg homas, the findings s!ngehg above arge disclosable80 days -
(ollowing the date of survey whather or not a plan of correction Is pravided. For nursing hom , the sbove (indings and plans of corectfor are disclosabla 14
-days fallowing the date these documents are mads available to the facillly. If doficiencies arel tad, an approved plan of cosrection is requisite to continued

program partlcipation. ’

" - Facility ID: CAG50000042

LVN was susperded pending investigatian.
w1 resigned on 4/21/17.
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hen a suppositery was administered to Resident
1 This deficient practice had the potential to
resu!t in pa!n or discomfort. :

ﬁindings: : ;

review of Resident 1's Admisslon Face Sheet i
Q:hcated Resident 1 was admitted to the facility i

4/14/17 with diagnoses.that included Diabetes :
Mellitus type 2 (chronic elevated blood sugar),
overacﬁve bladder (frequent feeling of needing to
uﬁna[e) and cellutitis (skin mfecﬂon) of left lower

limb.

Areview of Resldent 1°s "History and Physk:al

Examination" dated 4/16/17 indicated Resident 1

_hhd the capacity to understand and rnake '
ecisions.

—ewe

A review of Resident 1's "Physiclan Order Sheet”
dated 4/19/17 indicated an order of:

Bisacadyl 10 mg (mllhgram unit of
easurement) 1 suppository, rectal Q (every)
daily PRN (as needed) if no BM (bowe} .
avement) x (times) 3 days and MOM (Iilk. of
agnesia) if ineffective - Bowel Management

> Milk of Magnesia give 30 mL (milllllters - unit of
measurement), oral daily PRN If no BM x 3 days -
Bowel Managemerit

>/Colace 100 mg (1 capsule) oral, Hold if loose
stlool Stool Softener

Durmg an inlerviaw with Resident 1 on 5/4/17 at
3'15 p.m., Resident 1 stated she did not have any’
bowel movement for 2 days on 4/19/17. Resident :
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On 12/12/2017, DNS and Medical Records
Director reviewed all Reslident Medication
:Admlnlstratlon Records for any resident who
recelved suppository medication withln the last
30 days no other resident were affected by this
. alleged defident practice.

On 12/12/2017, DNS provided an in-service to
censed Staff on the poltcy and procedure titled,

Directer of Nurses and/or Director of Staff
Developmem will conduct random competencles .
monthly with licensed staff to ensure they are
proﬂclent In administering rectal suppositories
as per pollcy.

ny findings/Issues will be summarized by the
Irector of Nursing and brought to the monthly

Committee for aversight and review.

: {.1/.):/'
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;uloe Resident 1 also stated she asked for

something else to relieve her constipation. !
) Resldenl 1 stated LVN came back with Biisacody!
suppository. Resident 1 also stated LVN inserted °
the suppasitory In her rectum without applying
lubrication to the suppository. ;
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1 stated-she was given MOM, Colace ard prune | i
|

(RN) Supervisor on 5/4/17 at 3:55 p.m., the RN
sppervlsor stated she was asked by Resident 1 if '
suppository needs to be lubricsted before
administration and her response was yesi. RN -
supervisor stated she talked to the LVN and was . |
Tpo!oget[c about the incident. . :
Ouring an interview wlth the Admmlslrator on .
514117 at 4:15 p.m., the Administrater stated LVN
called her and lnformed her of the incidet with
Resident 1 on 4/19/17. The Administralor stated
at LVN informed her she made a mista<e. The
dministrator also stated LVN informed her she
s in a hurry; she did not apply lubricant to the
suppository before administéring thé medicine to
Resident 1. The Administrator further stated LVN : .
qult the next day after the incident with Resident 1: !
accurred. : . . :

i
Buring an interview with the Registered Nurse i
]
i

G temeetit et e mte e e

A raview of the facllity's policy and proceciure : -
* | lited “Rectal Suppository” dated 1/1/12irdlcated , . - |
lhe following: . P ; .

Purpose i

. gecla! suppositories are given appropnal-nly and ;-

. afely for their local effect on the [ining of the v
rectum and for their systemic effect after being

absorbed.

Foliéy. . v .
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. Rectal medications are ordered by a pysician !
and administared by a tfcensed nurse. !

P ocedure '
V. Lubricate supposltory and gloved finger with .

. | warm water.

Actording to Christensen and Kockrow, authore
«of Foundations of Nursing 6th edition, copyrighted i
2011, apply lubricanl, such as KY Jelly, to tapered
end of suppostitory. (Lubrication reduces friction
a%supposltoly enters rectal area). -

I
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