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4000 11-94. 1 Initial Comments 4000 4102 M
ommen Corrective actions o z> > <
A state relicensure survey was conducted at the : i wf;'efggﬁtggndmy 04/08/15
facility from 3/23/15 - 3/30/15. At the time of the hysiciah"ef the comracted
entrance, the resident census was 174 rovider and placed in fh chart for
4102 11-94 1-22(d) Medical record system 4102 « Theco rovider providing 04/06/15
care fo was informed of the
—— deficiency and the conlraaed_
(d) Records to be maintained and uPd_ated as provider was suspended for future admissions
necessary, for the duration of each resident's stay until corrective actions were implemented to
shall also include n hat all required documents related to
are compl opriately by
(1) Appropriate authorizations and consents Ywicians:and aovider staf
for medical procedures, | Identification of other residents
« _ Allresidents' charts for residents under 04/09/15
(2) Records of all periods, with physician orders, | me,e audited to ensure that the
of use of physical or chemical restraints with initial cerfication o
justification and authorization for each and completed and signed Dy
documentation of ongoing assessment of pliysician aqd placed inthe resdents” cliad
resident during use of restraints, Systemic chanaes
: ; B s » The Long Term Care Monitoring Form was 03/31/15
(3) Copies of initial and periodic ' revised to include a chart audit of al_
examinations and evaljuations, as well as r that the initial certification
progress notes at appropriate intervals; 0 as completed and signed
by ysician and placed in the
. respective resident's chart
(4) Regular review of an overall plan of care ?
setting forth goals to be accomplished  through « The w""ac'e“fv'de’ will complete g:/(ﬁ/:s 5
individually designed activities, therapies, and chart audits of a esidents under going
treatments, and indicating which professional elr.care at the achegisac A0 wed O 0oy
¢ . " 9 P Yo certification cycle to ensure that required
services or individual is responsible for providing documents are appropriately completed
the care or service,
i results will be reviewed at the monthly
(5) Entries des;nbmg all care, treatments, Interdisciplinary Team (IDT) meetings to
medtcat}nons tests, immunizations, and all at all required documents related to
ancillary services provided, and are compleled appropriately by
[ th hysicians an: prowder
¢ g =5 |
(6) All physician's, physician assistant's, or Shaft
APRN's orders completed with appropriate Monitoring corrective actions
documentation (signature, title, and date) |« Data from the Long Term Care Monitoring 04/09/15 &
Form on the chart audits conducted by the ongoing
L |
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4 113 Continued From page 3 4113 4113
; 3 g ; Corrective actions:
chemical or physical restraints not medically 03/30/15
indicated; . The care plan
as updated to reflect th
preference and choice to use th
. . ; jonally. The care plan for|
This Statute is not met as evidenced by: as also updated to include
Based on observations, staff interviews, record should be th
review, and review of facility's policy and placed in when the
i £ requests such a change or the
procedures the facility failed to ensure that 1 of 3 appears to want to_
residents in the stage 2 sample was free of
physical restraints. 03/30/15
° ssessment
Findings include:
Identification of other residents:
e« A comprehensiv, i Il residents 04/6/15
currently using as completed by
the DON and nursing management to ensure
that the use o
and not used a
Systemic changes:
¢ Interdisciplinary Team (IDT) members were 04/22/15
re-educated on the Physical Restraint / Other
Devices policy and the facility's commitment
to being a restraint-free environment
o  Nursing staff were re-educated on the 04/22/15
Physical Restraint / Other Devices policy and
the facility's commitment to provide a
restraint-free environment
«  The Long Term Care Monitoring Form was 33115
revised to include observations of residents in
Geri chairs by the DON and nursing
management to ensure that residents remain
free from any physical restraints.
Monitoring corrective actions:
e  Data from the Long Term Care Monitoring 04/09/15 &
Form will be reviewed monthly by the DON ongoing
and nursing management, and at the monthly
Interdisciplinary Team (IDT) meetings and at
the quarterly Performance improvement
Committee meetings
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4136 Continued From page 20 4136
4162 11-94.1-41(d) Storage and handling of food 4162
4162
(d) In the kitchen and food preparation areas, Corrective gctions
receptacles shall be kept closed by tight-fitting e Identified Main kitchen and HPM kitchen 03/25/15
covers, except in the kitchen during hours of Sgaff 'qvg'ved in survey OQSGW?';SSG Wf'e '3{0
OOd i educated on proper covering o items
f preparation and serving. ensure that the storage and preparation of
: . food is maintained under sanitary conditions
This Statute i1s not met as evidenced by ) o 03/25/15
Based on observation and staff interviews the o  Dietary staff in Main kitchen and HPM
facility fail f ; kitchen were re-educated on importance of
acnllt_y’ ailed to store food under sanitary food items being covered to ensure that the
conditions storage, preparation, and distribution of food
is maintained under sanitary conditions
Findings include mic
A second tour was conducted to the Main and ° :ltl lgietary"s;aff in l:;la‘m 'klzjchenoantd HPM 04129115
. . nchen wi e re-educated on Dietary
HPM 'kutchen on the morning of 3/25/15. At 9.06 department policy for proper covering of
A.M. in the main kitchen, there was a metal unattended foods, and emphasizing that
container full of cooked kitchen without a cover foods must be covered at all times
on. The chef said, | was going to put a cover on «  Food Service Supervisors will conductdaily  04/03/15 &
but | was multit observation rounds in all Main kitchen and ongoing
ducted with HPM kitchen food preparation areas to
ﬂand said the cooked chicken should have ks '?a"f"'etafy 5‘3“: e f°"g";':§‘auon
policies for the proper storage, pr "
been covered. and distribution of food, including proper
covering of food, under sanitary conditions

Monitoring_corrective actions:

e Food Service Supervisors will report any 04/03/15 &
non-compliance to policies and procedures ongoing
to Manager, Dietary Services for appropriate
corrective actions.

4 174 11-94.1-43(b) Interdisciplinary care process 4174
(b) An individualized, interdisciplinary overall plan
of care shall be developed to address prioritized
resident needs including nursing care, social
work services, medical services, rehabilitative
Office of Health Care Assurance
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4 203 | Continu

From 0

4203

4203

Corrective actions:

s Data analysis for the specific residents noted

for the first two quarters of the fiscal

y ere conducted and documented in the
Infection Control Committee minutes. The
analyses reviewed the (1) determination of the
origin of the infections, (2) comparison of
current infection control practices to past data
in order to identify areas for improvement, and |
(3) identification of appropriate corrective !
measures to improve the infection control

program.

. Rehab staﬂ./vas provided additional
training on (1) the proper technique for
disinfecting rehab equipment utilizing the
“purple top” Sani-cloths and the Virex spray
(2) required contact time for the effectiveness
of the disinfectant products availtable to staff,
and (3) location of the Rehab department's
reference for infection control protocol. The
procedure for the storage of the therapy ball
was changed to a stand that keeps the
therapy ball off rehab gym floor in order to
prevent the therapy ball from touching the
gym floor after being disinfected.

e Activity Staff.vas provided additional
training on (1) the proper technique for
disinfecting recreation activity equipment
using the “purple top” Sani-cloths and the
Virex spray and (2) required contact time for
the effectiveness of the disinfectant products
available to staff

. _»«as re-educated on the proper
infection con ique for preparing and
admlmsterlnwmcluding the non-use of

| supplies that have become unusable due to

contamination

° mas re-educated on the proper
infection control technique for hand hygiene
and the need to either hand sanitize or wash

hands prior to wearing gloves, and when
providing care between residents.

. All HPM kitchen staff involved in the survey

04/08/15

04/06/15

04/03/15

04/21/15

03/31/15

03/25/15
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4 203

Continued From page 31

4203

4 203 (continued

observation for deficient hand hygiene
practice were re-educated on proper hand
hygiene to prevent the
development/transmission of disease and
infection, including washing hands prior to
wearing gloves.

. -as re-educated on the proper
technique for hand hygiene, including (1) the
order in which to provide personal care to
residents (clean to dirty), and (2) the need to
hand sanitize or wash hands prior to wearing
gloves and to change gloves when providing
care to a resident between clean and dirty
tasks.

. -as re-educated on the proper
technique for hand hygiene, including the
need to either hand sanitize or wash hands
prior to wearing gloves during pressure ulcer
wound care treatment and dressing change

e  The Infection Control Committee will meet
weekly to review and document its analysis of
alt new infections, present on admission or
acquired in the facility, to determine root-
cause of the infection, analyze trends, and
identify opportunities for improvement in the
infection control program.

«  All contracted rehabilitation staff will receive
additional training and education on infection
control policies and procedures to prevent the
development/transmission of disease and
infection including the (1) proper techniques
for disinfecting rehabilitation equipment with
the “purple top” Sani-cloths and the Virex
spray, (2) required contact time for the
effectiveness of the disinfectant products
available to staff, and (3) location of the
Rehab department’s reference for infection
control protocol.

o  All therapeutic recreation team staff will
receive additional training and education on
infection control policies and procedures to
prevent the development/transmission of
disease and infection, including the (1) proper
technique for disinfecting recreation activity

03/31/15

04/06/15

04/08/15 &

ongoing

05/01/15

05/01/15
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4218 | Continued From page 36 4218 4218
Findings include: auective aclions.
+» Replacement of all baseboards in residents’ 03/20/15
‘ iti rooms in SNF and ICF was identified and
1 On 319 ciity approved by the Construction Steering
was done On the iy
: Committee prior to survey of facilities
third floor observation found the plastic base ‘ ,
board peeling and torn on the wall across Rooms . mg':ofg:‘:sﬁ'ﬁ‘;mﬁ;egg 3;23";3'3:3 04/24/15
315 through 318; between Rooms 325 and 326, the survey inspection including, but not limited
and Rooms 303 and 304 AlSO oDseNed Wall to, repaif/feﬂace torn wall paper, and
paper peeling between Rooms 302 and 303 and handrails; install correct signage; touch-up
in Room 313 below the window. The wallpaper painting of door jams and painted surfaces,
on the wall across the nurse's station was scuffed cleaning of scuffed surfaces and painiing.
on the bottom (under the hand rail). On the fourth Identification of other residents:
floor the following was observed: torn wall paper o  Fachities management and nursing 04/24/15
and chipped paint by the resident’s bed in Room management have completed a walk-through
407, the wall paper outside of Room 430 under of the facility. Additional work orders have
the hand sanitizer was torn; the paint on the been submitted t? maintain a sam!ary.f
resident's wall in Room 425 was chipped and :’;g;‘;’g;.:"" comfortable environmaent for
patched; the hand rail in the hallway had a hole in . '
it; and the wallpaper outside of Rooms 422 and Systemic changes:
423 had ;cuff marks under the hand rail. ‘ e Weekly rounding by facilities management 04/24/15 &
Observation on the fifth floor found the following: and nursing management will be implemented ~ ongoing
torn wall paper across of Rooms 530 and to monitor progress of repair work in the SNF
between 527 and 528, and the wall was scuffed and ICF.
between Rooms 520 and 522. Observation on Monitoring corrective actions.
the sixth floor found the following: the wall «  Managing Director, Facilities Management, 05/01/15 &
outside of Room 625 had substance on the will report the progress of the repair work in ongoing
placard of the room number and the hand rail the SNF and ICF at the quarterly Performance
across of Rooms 606 and 607 had a hole in it. Improvement Committee meetings
The signs outside of the shower room on the 4th
floor had a piece of paper cut to cover the word
"Men" and "Women". On the 5th floor, the signs
for the shower rooms were covered with paper
signs. The papers were affixed to the grigi
sign which read, "Central Bath". The
reported that these signs are not acceptable as it
does not look "professional”.
2. Observation of the 6th floor on 3/25/15 at 3:04
Office of Health Care Assurance
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4 218 | Continued From page 37 4218
P.M. noted the orange wallpaper on the wall by
the nurse's station had several areas where the
wallpaper was peeled off and scuffed with a
horizontal black line running along the wall
beneath the hand rails.
i interview with
hought the wall with the orange
wa needed to be repainted. As to the
ition of the door jambs with the scuff marks,
sai-:ould request for nursing
management to look at it
In addition, observation of the 6th fioor unit found
several spots where masking tape covered little
plates used to cover holes in the hand rails. On
ing a tour wit
Iso noted the hole in
the hand rail across rooms 606 and 607. By the
elevator area, ulled off the tape on the
edge of a hand rail and saw ther. hole
underneath the patched area.
acknowledged the condition of the hand rails
throughout the unit needed to be looked at.
4243 11-94.1-64(a) Engineering and maintenance 4243
B 4243
(a) The facility shall maintain all essential Corrective actions:
meqhamcalf electrical, and r_esndent cars e  The Tectrix stationary bike was sent for 03/31/15
equipmentin  safe operating condition. service and inspection was completed to
ensure that the stationary bike was in safe
This Statute is not met as evidenced by: op;erat:nhg conditlton The Bn::;ned Iatt:oe; t;:tte
H : : notes current equipment Inspec
Ba?.ed o'.‘ observation .and staff 'nt.eN|eVY‘ the was placed on the Tectrix stationary bike on
facility failed to maintain all essential patient care 04/24/15
uipment in safe operating condition.
oqHip P g Identification of other residents
Finding includes e All essential mechanical, electrical, and 03/31/15
patient care equipment, including
. i rehabilitation equipment, in the SNF and ICF
On 3/:.3.0/1.5 at 1?'01 P'M'.' d“"’?g a tour. of the facilities were inspected by Facilities
rehabilitation unit, a Tectrix stationary bike was Management to ensure that the equipment
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Temperatures of hot water at plumbing
fixtures used by the residents shall be

automatically regulated and shall not be
below 100 or above 120 degrees Fahrenheit;

This Statute is not met as evidenced by:

The facility failed to provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

Findings include.

re in Room

reported ater
is cold. The water temperature in Room as
73.5 degrees. Inquired what are the parameters
for hot water. The eplied 110 degrees or
more; however, above 120 degrees is too hot.

the bicmedical engineering preventive
maintenance program report to the Kuakini
Safety Committee by the Managing Director,
#acilties Management, at the quarterly
meetings
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4 243 | Continued Fr 4243 4 243 (conti
W i were in safe operating condition and the dates
found with a Biomed label that noted the last of preventive maintenance on the equipment
equipment inspection was ith "to call e Gisient.
Biomed" written on it. Per said Systemic changes:
this bike was a}ready in their department prior to «  Preventive maintenance for all identified 05/01/15 &
the start of their consultant services in June of rehabilitation equipment will be scheduled on  ongoing
2014. said the residents use the bike which, an annual basis or more frequently in
"has been working okay, no injuries." The last accordance with manufacturer's
time the equipment was serviced or inspected recommendation.
however, was in 2006 an knowledged it e Allidentified rehabilitation equipment requiring ~ 05/01/15
was overdue preventive maintenance will be inputted into
the biomedical engineering preventive
maintenance program to ensure that the
4 269 11-94.1-65(d)(6) Construction requirements 4 269 equipment are regularly scheduled for
preventive maintenance in order to ensure
(d) The facility shall have adequate toilet and et e Shiphe At s cpaelin
bath facilities:
Monitoring correcti ions:
(6) An adequate supply of potable running «  Preventive maintenance completion rates for ~ 05/01/15 &
water shall be provided at all times. the rehabilitation equipment will be included in ~ ongoing

Office of Health Care Assurance
STATE FORM

6369

PUX911

If continuation sheet 39 of 40




b o

e

Hawaii Dept. of Health, Office of Health Ca&&ssuranc

PRINTED: 04/14/2015

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER.

125026

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
8 WING 03/30/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS. CITY, STATE, ZIP CODE

347 NORTH KUAKINI STREET

temperature logs at the quarterly Performance
Improvement Committee meetings.

KUAKINI GERIATRIC CARE
HONOLULU, HI 96817
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
4269 Continued From page 39 4269 4269
. . Corrective actions:
Inquired what happened with the cold wate-
was not sure so an appointment was scheduled *  The hot water temperature has been adjusted  04/15/15
with another worker who maintains the water in the SNF and ICF to maintain a safe and
: M. an interview was done comfortable water temperature between
100°F and 120°F.
eported that the heater is located on the Systemic changes:
roof of the facility. The water temperature is set e  Hot water temperature readings will be 04/15/15 &
at 120 degrees and the return is 118 degrees and completed by maintenance staff weekly in ongoing
recalls that there is some work being done on the random selected areas on each nursing floor
water pumps. The water temperatures were OF ONF" 8nc JOF:... HOU Wter Sempsatin
st ’ readings will be taken in the residents’ rooms,
taken during a walk shower rooms, and the solarium. If water
! temperature is found to be out of the
safe/comfortable zone of 100°F - 120°F,
water temperature was taken i the g;;;z‘;f;‘:ﬁ;f;:ig't:‘l;’“s' wales
water was 106.6 degrees. The resident stated o
that the water is not hot and it has been this way Tl itttk bl B o
H ol waler lemperature r ings en wee
for a long t m.‘e’ The y Was and will submit the log to the Managing
taken again in Room ' ran the Director, Facilities Management, on a monthly
water for over a minute with the temperature basis for review.
climbing with the highest temperature reading at Monitoring corrective actions:
94 .2 degrees.
e  Managing Director, Facilities Management, 05/01/15 &
will report the findings from the hot water ongoing
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