Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Debora’s

CHAPTER 100.1

Address:
1773 Piikea Street, Honolulu, Hawaii 96818

Inspection Date: August 17, 2015 Annual

Rules (Criteria) ~ Plan of Correction | Completion
- : . . Date
X] | §11-100:1-14 Food sanitation. (c) Mew {WWWU@{' oY fant g0t

Refrigerators shall be equipped with an appropriate
thermometer and temperature shall be maintained at 45°F or
lower.

FINDINGS
Thermometer from refrigerator that stores- food
shows 50 degrees Fahrenheit at room temperature.
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Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-17 Records and reports. (e)
| In the event of an emergency, an oral summary of the
resident’s condition shall be provided to the receiving facility,

followed by a written transfer summary.

FINDINGS
Resident #1 Emergency information sheet does not reflect
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Plan of Correction

Rules (Criteria) Complétion
Date
§11-100.1-23 Physical environment. (83)®B) WHAT DID YOU DO TO CORRECT THE
Fire prevention protection. DEFICIENCY? WOV&W frese 1 b 0,/)9 ol { C{ o
Type 1 ARCHs shall be in compliance with, but not limited to, n t(‘JZ)(, - Pla,cwb e the ¢ e "}W ’ “-’1 174
the following provisions: OQ9‘58 It Qb g'hﬁ M/(/'S‘ ‘)’hb (,0046. /-']-o-l-h .
L
There shall be a clear and unobstructed access to a safe area r‘bt)’“’g{/ O .
of refuge;
FINDINGS
Fire exit #2 uncoiled water hose partially obstructs access to
area of refuge. '
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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Rules (Criteria) Plan of Correction Completion

_ Date
X] | §11-100.1-83 Personnel and staffing requirements. (1) WHAT DID YOU DO TO CORRECT THE
In addition to the requirements in subchapter 2 and 3: DEFICIENCY? Wwhat & O(Ad.) Ap carrec 4‘} o l
_ : e ‘. ) |l
A registered nurse other than the licensee or primary care % ’b

giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care to
 residents as needed to implement their care plan;

FINDINGS

Resident #1 assessed at-level of car_
_ No case manager assigned since 7/15.

-

FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-88 Case management qualifications and services.

©@)

Case management services for each expanded ARCH resident

shall be chosen by the resident, resident's family or surrogate
in collaboration with the primary care giver and physician or
APRN. The case manager shall:

Develop an interim care plan for the expanded ARCH resident

within forty eight hours of admission to the expanded ARCH

and a care plan within seven days of admission. The care plan

shall be based on a comprehensive assessment of the
expanded ARCH resident’s needs and shall address the
medical, nursing, social, mental, behavioral, recreational,
dental, emergency care, nutritional, spiritual, rehabilitative
needs of the resident and any other specific need of the

resident. This plan shall identify all services to be provided to

the expanded ARCH resident and shall include, but not be
limited to, treatment and medication orders of the expanded
ARCH resident’s physician or APRN, measurable goals and
outcomes for the expanded ARCH resident; specific
procedures for intervention or services required to meet the
expanded ARCH resident’s needs; and the names of persons
required to perform interventions or services required by the
expanded ARCH resident;

FINDINGS
Resident #1 assessed af

. No care plan developed by case manager.
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FUTURE PLAN: WHAT WILL YOU DO TO

ENSURE THAT IT DOESN’T HAPPEN AGAIN"
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Licensee/Administrator’s Signature: OBW'/

Print Name: D‘Q’b&’s’& U. @/m

Date: |2 i |5 i 5

Licensee/Administrator’s Signature: C :

Print Name: D{/l’&@’m d/@g'h’f)

Date: @ SQJLH e

Licensee’s/Administrator’s Signature: : '

Print Name: (D@bm Mm

Date: @I ”’{H/






