Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Mildred’s

CHAPTER 100.1

Address:
94-1273 Peke Place, Waipahu, Hawaii 96797

Inspection Date: March 3, 2015 Annual

Rules (Criteria)

Plan of Correction

Completion
Date
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DX | §11-100.1-9 Personnel. staffing and family requirements. (b) J Poor Abvre £ 7,
All individuals who either reside or provide care or services to w//%,;f{'(& 75 Wﬁ (e <lC
residents in the Type I ARCH shall have documented : 7;2 -.”‘7 7 m G4a 7 B Fee -
f evidence of an initial and annual tuberculosis clearance. Ln W’—) L / adAed 1o )N/ o&cé,&q 7%(]
‘ FINDINGS 1 will reorew~ » z// «lk/ /
- -e  Primary care giver (PCG): No tuberculosis 5797\ ﬂ&'}’o f M
clearance. Submit copy with plan of correction (2N 4/(4\ Aer . L n~
~ @oC) ek e
+ o  Substitute care giver (SCG) #3: No tuberculosis wt ¢ a)‘:‘kA/T
clearance. Submit copy with POC. ' 3 %M/ M )
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X} | §11-100.1-13 Nutrition. (1) -

Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs
licensed to provide special diets may admit residents requiring
such diets.
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§11-100.1-14 Food sanitation. (a) R rnrrt The Coase Hab & bok of penta /
All food shall be procured, stored, prepared and served under at L 7 & " akru agxb W' in {'—ﬂe / 7 ik
sanitary conditions. A - A ) % { I/#

FINDINGS
Six (6) cases of water and two (2) cases of Pepsi stored in
hallway on tile floor.

§11-100.1-21 Residents' and primary care givers' rights and '
responsibilities. (2)(2)(D)
Residents' rights and responsibilities:

Each resident shall:

Physical restraints may only be used in an emergency when
necessary to protect the resident from injury to self or to Ceur
others. In such a situation the resident's physician or APRN e

shall be notified immediately to obtain an assessment for least "“"WU" wmill br o - RAALe LA

restrictive alternatives to restraint use. If restraint use is
determined to be necessary, written orders shall be obtained
from the resident’s physician or APRN indicating the form of
restraint to be used, the length of time restraint

shall be applied, the frequency of use and the alternative care
that can be provided to the resident. If a less restrictive
alternative to restraint exists, it must be used in lieu of the
restraint. The resident’s family, legal guardian, surrogate or
representative, and case manager shall be notified if no
alternative to resfraint exists and a written consent shall be
obtained for restraint use. The restraint use shall be in
compliance with the Type I ARCH’s written policy, as




Rules (Criteria)

Plan of Correction

approved by the department;

FINDINGS
Resident#1:

e No ihisician order for use of restraint-

No notification of family regarding use of restraint.

e (Case manager (CM) care plan includes use of
restraints and

acknowledges need for physician order. Submit
copy of physician order with POC.

Completion
Date




§11-100.1-23 Physical environment. (D(3)(B)
All construction or alterations shall comply with current

county building, land use and fire codes and ordinances in the dmum

state. The Type I ARCH licensed for wheelchair residents
shall be accessible to and fumctional for the residents at the
time of licensure.

Doors:

When mulfiple locking devices are used on exits, a maximum
of two locking mechanisms for egress shall be allowed,;

FINDINGS
Four (4) locking devices on front exit.
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§11-100.1-88 Case management qualifications and services.

(©4) In oltaboralion & g et , 7 st
Case management services for each expanded ARCH resident ‘we wWr m U
shall be chosen by the resident, resident's family or surrogate L ﬂ" M W &

in collaboration with the primary care giver and physician or | fa0 /3/ An r w0 I/Y‘ Lk ouf ﬁMA] /\.1%(476
APRN. The case manager shall:
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Update the care plan as changes occur in the expanded ARCH

resident care needs, services and/or interventions; 77\4%/'{—?/ WW ™ all esar
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CM care plan last reviewed 2/17/15, was not accurate
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"§11-100.1-87 Personal care services. (o)

The primary care giver with the assistance of the case I wi // bulAL Grwe AT )"wf W

manager shall provide training to all substitute care givers and

ensure that all services and interventions indicated in the W ¢, /-074\144 5""*7« ‘7“’5"" ‘% tLArd.

expanded ARCH resident’s care plan are provided to FLee V;\ Lr ien Lt MW A o
expanded ARCH residents by the substitute care giver. /%J:r/v wb' T— < Wi // %ﬁ . Az )’hx7 ’*/ / ¥ [
FINDINGS

FINDINGS A lor N ¢ plas
N Substitute care givers (SCG) #2, #3 and #4, have not \g W AT /LW? f/w /0
reviewed 5/24/14 CM care plan. Submit b herde 76 bt o conenley, /MM

verification of review with POC.

¢ No CM training documented for PCG and SCGs. M e ?" A”"ﬁ Im n"‘/ b dor ( edreads
fndir) .
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