Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Waipahu Hale CHAPTER 100.1

Address:

Inspection Date: September 8, 2021 Annual
94-1201 Huakai Street, 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 N(ﬁ)
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL QE ROST
ONLINE, WITHOUT YOUR RESPONSE. Zio 2
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date

§11-100.1-13 Nutrition. (b)
Menus shall be written at least one week in advance,
revised periodically, dated, and followed. If cycle menus

are used, there shall be a minimum of four weekly menus.

FINDINGS
Resident #2 — Special diet menu for ‘pureed diet’
unavailable for review

PART 1 04~ IR -202.|
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
PART 2 oG- 18~202|

§11-100.1-13 Nutrition. (b)

Menus shall be written at least one week in advance, revised
periodically, dated, and followed. If cycle menus are used, FUTURE PLAN

there shall be a minimum of four weekly menus.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS
Resident #2 — Special diet menu for ‘pureed diet’ PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

unavatlable for review
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1 1L
©@) 04-09-202 |

Case management services for cach 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 — Care plan states, “May use hospital bed and
bed rails for safety and transfers”; however, no physician’s
orders available for bed rail use.

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
§11-100.1-88 Case management qualifications and services. PART 2 - A
(eX2) . 09-0c~ 25
Case management services for each expanded ARCH FUTURE PLAN

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 — Care plan states, “May use hospital bed and
bed rails for safety and transfers”; however, no physician’s
orders available for bed rail use.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: Z@/

Print Name:

Date:
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