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F Q00| INITIAL COMMENTS F 000 |Park Anaheim Healthcare Center makes its
best efforta o operate in full compliance
. ) with both Federal and State regulations.
The fellowing reffects the findings of the Nathing included in this plan of correction
Caillfornia Department of Public Health during an , is an admission otherwise, Park Anaheim
ABBREVIATED survey for COMPLAINT No.; Healthcare Center has submitted this plan
CAND656298 of correction in order to comply with its
' regulatory obligation and do?s not waive
inspection was limited to the complaint any ehjection tﬁ the merit or form of allega-
: : : tion contained herein,
investigatad and did not represent the finclings of )
a full inspaction of the facility. The suhmission of this plan of correction
constitutes our allegation for compliance.
Representing the Califomia Departmant of Public
Heality: Surveyor 33453, HFEN.
THE DEFARTMENT WAS ABLE TO
SUBSTANTIATE THE COMPLAINT
ALLEGATION AND FINDINGS WERE CITED AT
626 FOR RESIDENT 1.
Glossary of Abbraviations and Brief Definitions:
Candida auris - a multidrug resistant yeast
NON - Directar of Nursing .
MDRO - Multi-lrug Resistant organism (which is
resistant to muliple types of antibiotics)
P&P - Policy and Procsdurs
VRE - Vancomyecn Resistant Enterococcus (an
- | MDRO) , _
F 626 | Permitting Residents to Retumn to Fagility F 626 On uzta/ans, Eesiqtallﬁt g gﬁslglscharged_én éhe 10/3018
. : i cute care hospital. Badhold was provide
gE=p | CFR{)A83. TR(E1)(E) ntil 3/14/1 9. Tﬁte resuden{ wa('js, lmtiailly transs
- . erred to an acute hospital and was {ater on
§483.15(e)(1) Permitting rgmdents to return fo ransferred to a long term acute care hospital
facility. i . , s ordered by the f) ysician, The residen
A facifity must establish and follow & written policy may be readmitted to the first available bed
on permitiing residents to return to the facility if the facility can care for the resident safely
after they are hospitalized or placed on and appropriately. The facility will admit the
therapeutlc lsave, The policy must provide for the resident to the first available semi-private
following. subacute isalation bed in a room that is
occupied by another resident with the same
F f‘lh-""-. i
LABURMPj T RE ER/SUPFLIER REPRESENTATIVE'S SIGNATURE _ TITLE {X8) DATE
Administrator 11/18/2018

othet safequgrds provi : : :
follawlng the data of gur of not a plan of corrastion iz provided. For nuraihg hemas, the above findings and plans of corection ara disclosable 14
days following the date these documents are made available to the fpcility. If deficiencles are citad, an approved plen of correction i requisite to contlnued

progranT participation.

Any dafieien y"stateme t andlng with An asterisk ) denofas a deficlency which the nstitution may be excused from coracting providing it s determined that
sufficiant pgdtection fo the patiants, (Saa instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
whs
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(iy A resident, whose hospitalization or therapeutic
leave exceeds the bad-hold period under the
State plan, returns to the facility to their previous
room if avallable or immediately upon the first
availabliity of a bed in 2 semi-private room If the
resident-

(A) Requires the sarvices provided by the facility;
and

(B) Is eligible for Medicare skilled nursing facility
serviges or Medicaid

nursing facility services,

(iiy If the facility that determines that a resident
who was transferred with an expectation of
returning to the facliity, cannot return to the
facility, the facility must comply with the
requirements of paragraph {(c} as they apply to
discharges. -

£483,15(e)(2) Readmlission t a composite
distinct part. When the facility to which a resident
returns is a composite distinct part {(as defined in
§ 483.5}, the resident must be permittad to retum
to an avallabla bed in the particular lacation of the
composhe distinct part in which he or she resided
previously. If & bed is not available in ihat location
at the time of return, the resideni must be given
the opfion-to return to that location upon the first
availability of a bed there.

This REQUIREMENT s not met as evidenced

Based on interview, medical record review,
facility docurnent réview, and facility P&P review,
the facility failed to allow one of two sampled
residents (Rasident 1) to return and resume
residence In the facility after the acute care
hospital defermined the resident was ready for
discharge from the acute care hospital. Not
allowing Resident 1 to return to her residetice had
the potential for psychosocial hairm.

F 828 MDRO as indicated in Departmeant of Public
Health's Enhanced Standard Precautions
for Skilled Nursing Facilities {SNF), 2018,
The facility will follow the guidelines in the
Enhanced Standard Precautions for Skilled
Nursing Faclilities (SNF), 2019, of the
Department of Public Health regarding
admitting residents with MDRO. The fagility
will notﬁ and consult with Orange County
Public Health when the residant is ready to
be discharged to the Skilled Nursing Faci-
lity.

|On 10/31/19, the DON and ADON reviewed|10/31/19

all residents that were discharged to the
hespital from 10/15/19 thru 10/31/119 to
ensura that hedhold notifications weare
provided to the resident and/ar the resident
representative.

The DON and BN Supervisor completed a | 11/15/19
random review of 5 residents that were
discharged to the hogpital o ensure that
residents and/or representative were aware
about the bed hold palicy and readmission
policy of the facility. No other residents were
identified with the same deficient practice.

An inservice was given to the RN Supervisors,11/15/19
Bocial Service Staff and Admission Staff by
he Director of Nursinlg and the Administrator
on 11/5/19 and campleted on 11/15/19
egarding residents' readmission rights and
racility's policies on readmigsion including
readmission of residents with MDRO.

The Director of Nursing and/or Designee wilﬂ
phonitor aif readmissions 1o ensure that
Folicéas ara obssrved and implemented. All
indings will be reported by the Director of
Nurging and will be discussed at the monthly
Quazlity and Assessment and Assurance
Commiitee meeting for evaluation and furthe

'Bcticn.

-
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Findings:

Review of the facility's P&P titled Readmission of
Resldents with MDRO {undated) showed the
facilty will admit residents who are no longer on a
bed hold to the first available semi-private
subacute jsolation bed. The facility will fallow the
guidelines in the Enhanced Standard Precautions
far Skilled Nursing facilities and will nolify and
consult with the Orangs County Public Health
when the resident is ready to return.

On 9/24/19 at 1458 hours, a telephone interview
was conducted with Case Manager 1 at the acute
care hospital. Case Manager 1 stated she had
called the facility on /2119, and informed the
faclity's staff member of Resident 1's anticipated
discharge date. Cuse Manager 1 stated the
facility's staff member informed her the fagility
expected Resident 1 to return. Case Manager 1
stated she had informed tha stalf member
Resident 1 had VRE and Candida auris, and
required sclation. Case Manager 1 stated she
faxed Regldent 1's clinical information to the
facility on 974198, On $/5/18, Case Managsr 1
stated she spoke to the facility's Admissions
Director and was told the facility had no female
isolation beds available. Case Manager 1 stated
sha called the facility on 9/9, 2/10, 9/11, and
9719118, to inquiry about bed availability for
Resident 1. Case Manager 1 stated on 8/19/19,
Resident 1's physiclan at the scute care hospital
had informed her that Resident 1 was ready for
discharge and to find another facllity. The Case
Manager stated she had spoken to Resident 1's
family member who wanted Resident 1 to refurn
to the facility.
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Closed medical record review was Initiated for
Resident 1 on 9/25/18. Resident 1 was admitied
to the facility on 6/21/19, and discharged on
8/814, to the acute care hospital.

On 8/26/19 at 0851 hours, an interview was
conductad with the Admissions Director, The
Admissions Diractor verified the dates sha spoke
to the acute care hospital's Case Manger for
Resident 1. The Agmissions Director stated
Resident 1 was not readmitted to the facility due
to no female jsolation bed available.

On 9/25/19 at 1130 hours, an Interview and
concurrent facility document review was
conducted with the DON. The facilify's Daily
Census dated 9/19/19, showed tha facllity's
subacute unit had three male beds available, one
admission, and one room change.

Review of the facility's Daily Census datad
0/20/198, showed the room change was dane and | .
Resident 2 who had MDRO was readmitted fo the

facility.

The DON was asked why Resident { was not
readmitted to the facility on 9/20/18, but Resldent
2 who had MDRQ was readmitied. The DON
stated she did not make the final decision for the
regidents to be admitted to the facility. !

On 107119 at 1440 hours, a telephone interview
was canducted with the Administrator. The
Administrator stated Resident 1 had not returned
ta the facility due to no femnale bed available. The
Administrator was asked why the room change
was dane to readmit Resident B who had
exhausted his bed hold days, to the semi-private
room and movead the roommats o another room
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on 8M8/M1%. The Administrator stated Resident B i
was in that room prior to discharge. On 9/20/19,
Resident E.-was movad to another room and
Resident 2 who had MDRO was readmitted, but
the facility did not readmit Resident 1.

The Administrator stated if a female bed became
available, there was another resident waiting to
return to the facilify before Resident 1 could
return. The Administrator stated Resident 1 hed
not returned due to Resident 1 had Candida Auris
and could not be cohorted with another resident.
The Administrator wasg agked if she had
contacted the local Orange County Public Health
Depariment. The Administrator stated no, they
were following the facllity's P&P,
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