STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Office of Health Care Assurance

State Licensing Section

Facility’s Name: Sierra House A&B

CHAPTER 98

Address:
4510 Sierra Drive, Honolulu, Hawali 96816

Inspection Date: March 10, 2021 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS N OT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-98-¢ | Minimum standards (or licensure; personnel, (&) PART 1

There shall be documented evidence that every employee

has a pre-esnployment and an annuat health evaheation by a 9

physician. These evaluations shall be specifically oriented DID YOU CORRECT THE DEFICIENCY?

o determine Ihe presence of any infeciious diseass liable Lo

harm a resident. Bach hezlth evaluation shall include 2 USE THIS SPACE TO TELL US HOW YOU

luberculin skin test or a chest x-ray. CORRECTED THE DEFICIENCY

FINDINGS

Employee 1 & Employee #2 — No documenied evidence

of cwrent annzal physical examinalion clearance by a ] 2lisj20u

physician or advanced practice registered murse {APRN}, ves Emplovee ay a gm ployee MY pravided o3 ]101]

G copy of wurrert healtn acorunce .

g

Y3H0-

ey

ONISNIOIT 31ViS
HINMVH 40 31VLS

LSl e 2

1202-%2-9VNW

6E:€T

YNMOM HLTYHH TYINANW

8021 ¥€.L 808

€00°d



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-98-} Minimum sfandards for licensure; personnel. (e) PART 2
There shafl be documented evidence that every employee
has a pre-employment and an annua! health evaluation by a
physician. These evaluations shall be specifically oriented to FI_JTURE PLAN
determine the presence of any infectious disease liable to
harm a resident. Each healih evatuation shall include a USE THIS SPACE TO EXPLAIN YOUR FUTURE
tuberculin skin lest or 3 chesl x-ray. PLAN: WHAT WILL YOU DO TO ENSURE THAT
> 2
FINDINGS IT DOESN’T HAPPEN AGAIN?
Employee #1 & Employee 2 — No documented evidence of
currenl annual physical exantination clearance by a
physician or APRN. Gual of TLP Sjerra Houdse sm{t’mg vugrairenneady 3[ 102021
{o pe submiited 10 MUK Office Coopdinaior (O0)
feprvory of nhex\ year.
UC office will send repind erg vio e-mail or
telephotic wnact, 10 P SIaff aof feust three (3)
mopAns  br{ore exgration. Al staf{ing
documerdotion will be made avdilabie
el Oy lu. t
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PLAN OF CORRECTION

RULES (CRITERIA) Complefion
Dale
§11-98- 1| Minimum standards for licensure; personnel. () PART 1
There shall be documented evidence (ha! every employee
has a pre-empleyment end an annual health evaluation by a 0
physician, These evaluations shall be specifically osiented 1o DID YOU CORRECT THE DEFICIENCY?
determine the presence of any infeclious disease (iable {o
harm a residenl. Each heallh evaluation shall include 2 USE THIS SPACE TO TELL US HOW YOU
tuberculin skin fest or a ches! x-ray. CORRECTED THE DEFERICIENCY
FINDINGS (©
Employee #Z ~ No documented evidence ol current annual
tuberculosis clearance by a physician or APRN.
' - F : ent
Yes Employee #{ provided o wpy of curr 3l15{2011

T8 cleafance .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Dale
§11-68-11 Minimum standards for leensure; personnel. (c) PART 2
There shall be documented evidence that every employee
hes a pre-employment and an annusl health evaleation by a
physician. These evaluations shall be specifically oriented (o FUTURE PLAN
determine the presence of any infectious disease liable o
harm a resident. Each health evalnation shall include a USE THIS SPACE TO EXPLAIN YOUR FUTURE
tuberculin skin tesl or a chest x-ray. PLAN: WHAT WILL YOU DO TO ENSURE THAT
y 2
IRGINGS IT DOESN'T HAPPEN AGAIN?
Employee #2 — No documented evideace of current annua)
tuberculosis clearance by a physician or APRN. 3 juf202l

Gogl of TLP Sierro touse Slaffing reguirements
10 be Subwmiiled 40 MME Of{ite (ordinaiof ()

Feoruong of nexi \jeur.

OC offite W gend sermnders, vta e-moil
or dlepnonic oot 10 TLP wiaff af feast three
(8) monlns before expiration.

M $10ffing doumentation will alfo be made
avaiable Q.\u.“on'\mu\d.
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RULES (CRITERIA) PLAN OF CORRECTION Complefion
Date
§11-98-11 Minimum standards for lcensure; personnel. (1) PART 1
The administrator shall see that at least one staff member on
each shif possesses a current First Aid certificate and CPR
training. Recertification of training shall be required by al} DID YOU CORRECT THE DEFICIENCY?
staf¥ al leasi every two years.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Employee #1 & Employce #2 ~ No documented evidence of
currenl Fiest Aid & Cardiopulmonary Resussitation (CPR)
certificalion. 1
In ptonress- both employeey were made awarc 3w o

10 anoin  OPR (Firsd pig certiffwlion immediateryfwotitication

MUY COR [ Fivst Ald Trainer aLso in progrets
6 resading I tsowing, due VO hold (o
CON\D \q Pu,(uu\'\Ol’\S-
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RULES (CRITERIA) PLAN OF CORRECTION Complefion
Date
§11-98-11 Mintmum standards for licensnre; pessonnef. (1) PART 2
The administrator shall see thal at least one sialf member on
each shifl possesses a currens First Aid centificale and CPR
training. Recertificalion of training shall be required by all FUTURE PLAN
staff al least every two years.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WiLL YOU DO TO ENSURE THAT
Employee #1 & Employee #2 — No documenled evidence of IT POESN'T HAPPEN AGAIN?
cumenl Firsl Aid & CPR certification.
Goot of TLP Siervo pouse arafiing requiremnents
10 D2 Suomitied 10 MHK OFfice Courdineoy (oc) 3w
feorvary, of paxd yeaf. Q0 progress)

0GC office will gend veminder t via e-mail oy
TAPOML epjact 10 WP s1aff g legdt thiee,
(3) momng before egpvaiion. Al| uta.ffing

docurmeniOioN Wil also Pe made avcilable
eledronicdly.
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MAR-24-2021 183:40 MENTAL HEALTH KOKUA 808 734 1208 P.011
03-24-27;08:43AM Mental Health Kokua ;8087356812 #1171
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STATE OF HAW,
BOH-QHCA -
STATE LICENSING
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