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STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Gabriel Care Home 1 CHAPTER 100.1 | '

Address: 94-1034 Awanani Street, Waipahu, Hawaii 96797 Inspection Date: December 10, 2015 Annual
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Rules (Criteria) Plan of Correction Completion
~ ‘ Date
X] | §11-100.1-17 Records and reports. (b)(3)
During residence, records shall include: 1 n. )[{LL g 1 \Q, W
Progress notes that shall be written on a monthly basis, ;.)r ’ LA
more often as appropriate, shall include obsesvations of the M ‘L‘ o s ,
resident's response to medication, treatments, diet, care plan, DOLQS NNY 74
. any changes in condition, indications of illness or injury, Lo yaeols'
behavior patterns including the date, time, and any and all 0 b 1‘* 5 4 " ‘{’v aﬂ""‘h f

| action'taken. Documentation shall be completed immediately -
when any incident occurs;
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FINDINGS
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Resﬁ‘. ent #1, ihisician order dated F reads, ||| | |Gz L %
Medication .
administration record R) indicates medication was made . Lheo M 4/ o Lo A mel, / A
-available ﬁ'om . No primary Or MO [“Wﬂﬁ.& v ofe .

care giver (PCG) observations of the resident response in the

TOZIress notes, also, no documentation regarding the location
E or size of the [ to whxch medication was applied.




- §11-100.1-81 Minimum structural requirements. (b) '
All signaling devices shall be approved by the department and
installed at bedside, in bathrooms, toilet rooms, and other
areas where expanded ARCH residents may be left alone, All
such signaling devices shall be approved by the department.
In expanded ARCHs where the primary care giver and
expanded ARCH residents do not reside on the same floor or
.| when other signaling mechanisms are deemed inddequate,
electronic signaling systems shall be installed.

FINDINGS -
Electric signaling device in Bedroom #1 tested during the
annual insiction; however no'sound gonerated.-
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- §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. no physician orders for care plan statement ‘
d. Care plan and physician orders do not |

match. Clarify orders with physician.
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- Lioensee’s/Adrr)inistratox’s Signature:

Print Name:
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Licensee’s/Adminisﬁrator’s Signature:

Print Name;
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Licensee’s/Administrator’s Signature:

Print Name:
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