Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Nebreja, Raymunda (ARCH) CHAPTER 100.1
Address: Inspection Date: July 30, 2021 Annual
94-023 Poailani Circle, Waipahu, Hawaii 96797

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, 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,

WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-8 Primary care giver qualifications. (a)(10)
The licensee of a Type 1 ARCH acting as a primary care
giver or the individual that the licensee has designated as
the primary care giver shal:

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS
Primary care giver: No documented evidence of six (6)
hours of continuing education.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date

§11-100.1-8 Primary care giver qualifications. (a)(10)

The licensee of a Type ! ARCH acting as a primary care
giver or the individual that the licensee has designated as the
primary care giver shall:

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and Kept current;

FINDINGS
Primary care giver: No documented evidence of six {(6)
hours of continuing education.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR 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
g §11-100.1-9 Personnel, staffing and family requirements. PART 1
(a)
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shal! have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type 1 ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, to CORRECTED THE DEFICIENCY
certify that they are free of infectious diseases.
FINDINGS
Resident #1: No documented evidence on annual physical .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
Ig §11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1: No documented evidence on annual physical B
examination by physician. J W/ 0/ ﬁ.ﬂ-—d A o¢ /z):._p
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL USHOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1: No documented evidence of annual
tuberculosis clearance.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN

evidence of an initial and annual tuberculosis clearance.

FINDINGS

Resident #1: No documented evidence of annual

tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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