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4 000 11-94.1 Initial Comments 4 000
A state relicensure survey was conducted at the
faclity from 1/26 - 1/29/15. At the time of l
| entrance, the resident census was 42. |
|
. - 4 123-11-94.1-27 (12) Resident nghts and
4123 11-94.1-27(12) Resident rights and facility 4123 » [27(12) Resicent rights an
i facility practices
practices . )
l.“he resident’s care plan
Written policies regarding the rights and | Was reviewed and revised by the SW, and 02/02/15
responsibilities of residents during the resident's Nurses based on the resident’s abilities and
stay in the facility shall be established and shall ' choice on 02/02/1 5. [ EGTGTGTGNGEGNGEGEGEG
be made available to the resident, resident family,
legal guardian, surrogate, sponsoring agency or
' representative payee, and the public upon
request. A facility must protect and promote the
rights of sach resident, including:
(12)The right to be fully informed in advance
about care and treatment and of any changes 2. On 02/02/14-02/13/15 all resident care 02/13/15
ln that care and treatment and the right to plans were audited, reviewed and revised by
participate in P'annmg, care and treatment, the SW and Nurses to ensure that it was based |
unless adjudged incompetent or th ident’s abiliti . d i
incapaCitated; on the resident s aotlities (cognl.tlon an '
functional abilities) and choice (respect for
This Statute is not met as evidenced by: privacy).
Based on record review and interview with staff : ; T /
. falled to revise care plans 3. All Licensed Nurses, SW a'md (NAs 02/13/15
for 1 f 14 sampled resident of the (current, new annually) were in-serviced on
26 residents reviewed. the requirements that care plans must be based |
. on the resident’s abilities (cognition and
E functional abilities) and choice on
2/2/15-2/13/15. All other staff (Dietitian,
Food Service Manager) was in-serviced on
02/10/15.
4. The DON/designee will audit each month ~ 02/16/15
that care plans are based on the resident’s
abilities (cognition and functional abilities)
e of Hea are Assurance
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4 123] Continued From page 1 4123 Continued from page 1
and choice (respect for privacy) and the
results will be reported to the QA Committee

each quarter. Completion date 02/16/15.

4138 4 136-11-94.1-30 Resident ¢are
1

4134 11-94.1-30 Resident care
, . the care plan was 02/13/15 !

The facility shall have written policies and reviewed (2/13/15) and di
procedures that address all aspects of residant lowing i .
care. needs to assist the resident to attain and

maintain the highest practicable health and

‘medical status, inchiding butnot limited to:

(1) Resptratory care including ventilator use;

(2) Dialysis;
| (3) Skini cane and prevention of skin breakdown;

fice of Hea CamAasurance
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4 138 Continued From page 2 4136  |Continued from page 2.
{4) Nutrition and hydration;
(6) Fall prevention;
(8) Use of restraints;
(7) Communication; and
'| (8) Care that addresses appropriate growth and
development when the facility provides care to
infants, children, and youth.
This Statute is not met as evidenced by:
Based on medical record review and staff
interviews, the facility failed to
for 1 Resident,
residents reviewed.
Findings include: Care was
All the above
were care planned and documented.
the resident’s care plan was
reviewed and revised by the DON and ADON
based on the resident’s abiliti i
02/05/15.
Staff is to check/document the

proper functioning of the alert alarm at the
beginning to each shift; and to ensure that it is
turned on and functioning when the resident
changes location, Staff was counseled to
follow care plans, which is to stand outside
the bathroom door while

ffice of Hea are Assurance
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2. On 02/02/15 — 02/13/15 all care plans and
wound assessments were audited, reviewed
and care plansrevised by the DON, ADON

and. MDS Coordinator tg j
interventions to prevent and

to promote healing with residents-

From 02/02/15 staff is to check/document all
resident’s alert alarms to ensure that it is on
and functioning. Resident care plans were
revised by the DON and ADON just 1
resident was already care planned to have

staff stand right outside the bathroom door
DON/

ADON will survey weekly x 2 (week of 2/02
and 2/09) weeks then monthly (2/16/15) that
alert alarms are functioning and that staff are
following care plans.

3. All Licensed Nurses and CNAs (current,
new and annually) were in-serviced on the
requirements that a resident must receive
necessary treatment and services to prevent
unless the individual’s clinical
condition demonstrates that they were
unavoidable; and a resident havin,

ceives necessary treatment and

ing, prevent infection
om developin;

were in-serviced on the requirements that
alert alarms must be checked and
documented as on and functioning at the

02/16/15

02/13/15
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4138 Continued From page 4 4136 Continued from page 4.

beginning of the shift. Staff must follow
care plans and not

leave residents unattended while using the
toilet on 02/02/15 — 02/13/15. All other staff
(Dietitian, Food Service Manager) was in-
serviced on 02/10/15.

4. The DON/designee will audit each month | 02/16/15
that the resident care plans are based on the
resident’s comprehensive assessment to
ensure that a resident receives n

treatment and services to preveueﬁ
ess the individual’s clinical
condition demonstrates that they were

unavoidable; and a resident having
_eceives necessary treatment and

services to promote healing, prevent
infection and prevenﬂfrom
developing; alert alarms are being checked
that it is on and functioning at the beginning
of each shift and tha leaving
residents unattend and the

results will be reported to the QA Committee
each quarter. Completion date 02/16/15.
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4174) 11-84.1-43(b) Interdisciplinary care process 4174 4 174-11-94.1-43(b) Interdisciplinary care
s process
(';) _An ‘“'?;j"l'g‘éagzegg“t‘gf'wgg“aw °V°;§:zgf" 1. By 2/12/15, for the care plan | 2/16/15
of care 8 eveloped to address prio o 5 " the S
resident needs inoluding nursing caire, social was reviowed and revised I;Yd ih W,
work services, medical services, rehabilitative Dietitian and Nurses to include the
services, restorative care, preventative care, following interventions: Non- -
dietary or nutritional requirements, and ' pharmacological interventions ol N
resident/family education. mm ]
“ .resident’s s and come back n 5
This Statute is not met as evidenced by: i
Baséd on record review and interview with staff
members, the facility failed to develop a
comprehernsive care plan for each resident that
includes measurable objectives and timetables to
: mee’g a rqssdent's medlwl needs that are
fice of Fealth Gare Assurance !
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2. On2/5/15-2/13/15 all resident care plans | 02/13/15,
were audited, reviewed and revised by the
SW, Dietitian, and Nurses to ensure that the.
following is care planiied: includes non-
pharmacological interventions for residents
on- medications; side effects
interventions/monitoring related to
medications use; interventions related to
refusal of care; interventions to prevent

*and fluid preferences. .
3. On 02/02/15 — 02/13/15 all Licensed 02/13/15

Nurses, SW, Dietitian and CNAs (current,
new and annually) were in-serviced on the
requirements that care plans must be
comprehensive and include non-
pha,.nnacbl ical interventions for residents
o medications; side effects
interventions/monitoring related to
medications use; interventions related to
refusal of care; interventions to prevent

d fluid preferences.

I
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refusal of care; interventions to prevent

the results will be reported to the QA
Committee each quarter. Completion date
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All other staff (Dietitian, Food Service
M_anag¢r) was in-serviced on 02/10/15,
4. The DON/designee will audit each 02/16/15
month the care plans to ensure that it is
comprehcnswe and includes interventions
for non-pharmacologlcal interventions for
residents o_medmauons, side
effects interventions/monitoring related to
medications use; interventions related to

and fluid preferences and
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4174/ Continued From page 13 4174
4194 11-94,1-48(k) Pharmaceutioal services 4184 | 419411941 igg! scrvices
(k) .D : b L d ) 1. On 02/03/15 02/03/15 -
-Drugs shall be stored under proper conditions unseled/observed by the DON/ADON to
| of sanitation, temperature, light, moisture, :;t leave ;e;fvaﬁonsyon :op of the
. ventilation, segregation, and security. :
o L ' . oy medication cart unlabeled and unattended by
oL the DON/ADON.
;his Statute .is not met as_eiﬁide:noéq by: 2. All Lic. Nurses were in-serviced/observed | 02/13/15
3ased o observation, staff interview, and review by the DON/ADON on the policy that
of mecicatin adminisiaton guideines, he o e b o bt e
facility fallod to ensure that medications were X2y re.f0 bo etk unatsetuiod. ang
storéd and labeled with the resident’s name and unlabeled, such as on the medication cart
__kl_e:pt medications locked/observed at all times. completed by 02/13/15.
‘ 3. All new Lic. Nurses and annually will.be | 02/13/15
in-serviced on the policy that no medications
are to be left unattended and unlabeled, such
asaon the medication cart on 02/02/15 —
02/13/15. _
4.The DON/designee will audit each month | 02/16/15
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* that Lic. Nurses are not leaving medications
unattended and unlabeled, such as on the
medication cart and the results will be
reported to the QA Committee each quarter.
Completion date 02/16/15,
eof e
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(8) There shall be appropriate policies and
procedures written and implemented for the
prevention and contyo] of infectious diseases
that shall be in compliance with all applicable
laws of the State and rules of the department
relatirig to infectious diseases and infectious

This:Statute is not met as gvidenced by:
Based on observation, interview with staff
members and review of the-facil

1

clean from dirty to clean such as place slippers
on the resident’s feet then without washing or
sanitizinglffhands proceed to birush
cositenrs o (.

was couriseled on cleaning from dirty
to clean and not to use the same towel to clean
the floor then the shower chai
An infection control policy was reviewed with

the DON, -

procedyres, the facility failed tbmﬁ%?ngi:lgognand [f0 xoutinely clean the shower chairs before and

inifection control program designed to provide a

sanitary envirohment to help prevent the A

development and transmission of disease and
on.

infecfio

after each use. The housekeepers will clean

. {the shower chairs every day with disinfectant.
The “orange top” containers with bleach will

be used on equipment used by residents with

¢ shower chairs were power washed 2/12/15
and 2/13/15.

t0 wash hands before and after each treatment

2. AllLic. Nurses and CNAs were in-serviced/]
observed on not to clean from dirty to clean
such as cleaning the floor then the shower

chair and placing slippers on the resident’s feet
without washing or sanitizing
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4184 Continued From page 15 4104
4203 11-84.1-63(a) Infection control 4203 4 203-11-94.1-53(a) Infection control

was counseled that tha not to] 02/14/15

that the PDI wipes are used

suspected/actual on 02/09/15. All

counséled on the probet procedure

02/13/15

697611

if continuation sheet 16 of 20



PRINTED: 02/08/2015

' FORM APPROVED

Hawail Dept. of Health, Office of Health O Assuranc -

STATEMENT OF DEFICIENCIES (X1) PROVIDERASUPPLIER/CLIA 1ON VEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: 0% MULITELE CONRTRT (XS)gSLELSg&D

: i , A BUILDING:
125059 B. WING 01/29/2015
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP GODE
'PALOLO CHINESE HOME 2489 10TH AVENUE
i HONOLULU, HI 96816
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN OF CORREETION ;
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL pR‘,é_’Hx (EACH CORREOTIVE ACTION SHOULD BE 005%?575
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™ CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

4203 Continued from page 16.

hands and proceed to brush a resident’s hair.
Use of “orange tops” with bleach to clean
equipment with residents wi
02/02/15 -02/13/15. All Lic. es were
educated/observed on the requirement to
wash hands before and afier each treatment
and to wash/sanitize hands before
administering medications on 02/02/15 —
02/13/15. All housekeepers were trained on
cleaning the shower ¢hair-daily with
disinfectant, including the underneath. There
will be a sign at the entrance of the door with
a “C” to indicate that they'need to use 2
bleach solution on 2/13/15. All shower '
chairs will be power washed every other
month, :

3. All new Lic. Nurses and CNAs and 02/13/15
annually will be in-serviced/observed on
cleaning equipment before and after each-
use, not to clean from dirty to clean such as
cleaning the floor then the shower chair with
same towel and placing slippers on the
resident’s feet without washing or sanitizing
hands and }rowed to brush a resident’s hair,

Use of “orange tops” with bl
equipment with residents wimn
02/13/15. Lic. Nurses are washing/sanitizing
their hands after/before each treatment and
before administering medications on
02/13/15. All new housekeepers and
annually will be ins-serviced on the daily

. cleaning of the shower chair, including the-
underneath. Use of bleach solution for

on
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B
4. The DON/designee will audit/observe each | 02/16/15

Mhice of
TATE FORM

alth Care Assurance

month that Lic. Nurses/CNAs are cleaning
equipment before and after each use, not to
clean from dirty to clean such as cleaning the
floor then the shower chair with same towel
and placing slippers on the resident’s feet
without washing or sanitizing hands and
proceed to brush a resident’s hair. The DON/
designee will audit/ observe each month that
the staff use of “orange tops” with bleach to
clean equipment with residents wi

and Lic. Nurses are washing/
sanitize their hands after/before each
treatment and before administering
medications. The results will be reported to
the QA Committee each quarter.

Completion date 02/16/15.
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