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and implemented for each resident in
order to help the residents function
at their greatest physical,

intellectual, social, emotional, and
vocational level.

This Statute is not met as evidenced by:
Based on observation, record review and f
interview with staff members, the facility failed to |

ensure a plan of treatment was developed for a
client with a decline in skills and failed to
implement active treatment to attain clients'
greatest physical, intellectual and vocational level. ‘

t
A plan of treatment shall be developed ‘
|
|

On 2/9/2016, the CM had a training with the
direct care staff and stressed the rationale and
importance of consistency in the implementation
of Active Treatment Training Program Plans for
client #2, the opportunity for choices of which
game to play in the computer. The
Interdisciplinary Team reviewed and updated
client #2’s, overall active treatment training
program plans and comprehensive functional
assessment. Regular in-service training will
continue to be provided by CM to all direct care
staff’'s on an as needed basis and at least
annually. The CM will continue to monitor
direct care staff’s to ensure clients function at
their greatest physical, intellectual, social,
emotional and vocational level.
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9 005 I

BN .- Ci had a training with the 5010016
direct care staff and stressed the rationale and
importance  of  consistency in  the
implementation of Active Treatment Training
Program Plans for client #2, the opportunity
for choices of sequence of his program. The
Interdisciplinary Team reviewed and updated
client #2’s, overall active treatment training
program plans and comprehensive functional
assessment. Regular in-service training will
continue to be provided by the CM to all
direct care staff’s on an as needed basis and at
least annually. The CM will continue to
monitor direct care staff’s to ensure clients
function at their greatest physical, intellectual,
social, emotional and vocational level.
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B - CM had a training with the  2/9/2016

direct care staff and stressed the rationale
and importance of consistency in the
implementation of Active Treatment
Training Program Plans for client #2, the
opportunity for choices of which game |l
B © play in the computer. The
Interdisciplinary Team reviewed and
updated client #2°s, overall active treatment
t training program plans and comprehensive
| functional assessment. Regular in-service
training will continue to be provided by CM
| to all direct care staff’s on an as needed
basis and at least annually. The CM will
continue to monitor direct care staff’s to
ensure clients function at their greatest
physical, intellectual, social, emotional and
vocational level

I
|
|
|
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the CM had a training with the
irect care staff and stressed the rationale and

- importance of consistency in the implementation
| of Active Treatment Training Program Plans, as

written. The Interdisciplinary Team revised and
updated client #1’s, overall active treatment

| training program plans and comprehensive

functional assessment. Regular in-service
training will continue to be provided by CM to
all direct care staff’s on an as needed basis and
at least annually. The CM will continue to
monitor direct care staff’s to ensure clients

i function at their greatest physical, intellectual,
social, emotional and vocational level.
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9 094. 11-99-9(d)(3)(A) DIETETIC SERVICES | 9094

l
{
: !
' Food shall be served in a form | i
: 2/9/201
consistent with the needs of the f 92016
residents and their ability to consume |
it. {
- This Statute is not met as evidenced by: i
Based on observation, record review and |
- interview with staff member, the facility failed to |
- ensure 1 of 2 clients (Client #2) received the |
|
i
!
i
!

. prescribed diet.

! Findings include:

Regular in-
service training will continue to be provided
by the CM to all caregivers and especially to

the direct staff on an as needed basis and
at least annually in client's active treatment

training program plan
with diet order:
received this prescribed diet. The
CM will continue to monitor direct care
staff's periodically to ensure proper
understanding on the training and for the
direct care staff to continue encouraging
clients to be as independent as they are
capable of being.
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9279 11-99-29(a)(10) RESIDENT'S RIGHTS I 9 279
]
- Written policies regarding the rights i
- and responsibilities of residents |
during their stay in the facility |
- shall be established and shall be made f’
. available to the resident, to any |
' guardian, next of kin, sponsoring
agency or representative payee, and to M conducted an in- 2/9/2016 |

- the public. The facility's policies
. and procedures shall provide that each
- individual admitted to the facility

shall:

' Be treated with consideration, respect
- and full recognition of their dignity ;
- and individuality, including privacy L
¢ in treatment and in care. |
. This Statute is not met as evidenced by:
Based on observation and interview with staff |
member, the facility failed to promote
. independence for 1 of 2 clients (Client #2) in the
- case sample.

Findings include:

service training with the LN on client
rights, independence and privacy for
client #2, by informin the content of
any document needed to sign.
Training in privacy skills has been
added to clients active treatment training
program plans to ensure that client's be
treated with full recognition of their
dignity, privacy and individuality,
Regular in-service training will continue
to be provided by the CM to all
caregivers, direct care staff and
especially to the LN on an as needed
basis and at least annually. CM will
continue to monitor all direct care staff
periodically to ensure training is properly
implemented and the protection of
client's rights, independence and
privacy in treatment and in care are
being observed and properly
implemented.

Jffice of Health Care Assurance
s TATE FORM

6898

882511 If continuation sheet 6 of 7




PRINTED: 02/05/2016

) FORM APPROVED
Hawaii Dept. of Health, Office of Hea.. . Care Assuranc
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
12G032 B. WING 02/03/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
64-1510 KAMEHAMEHA HIGHWAY
OPPORTUNITIES AND RESOURCES, INC (HOL
’ ( WAHIAWA, HI 96786
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D | 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)

9279 Continued From page 6

9279

Jffice of Health Care Assurance
s TATE FORM

sass 882S11

If continuation sheet 7 of 7






