Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Martha’s CHAPTER 100.1
Address: Inspection Date: March 28, 2024 Annual
516 The Street, Honolulu, Hawaii 96817

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 PER HAR 11-100.1-
3(e)(2). IF IT IS NOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
BE POSTED ONLINE, WITHOUT YOUR RESPONSE. “oo =
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FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULDRESULT
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3).
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
g §11-100.1-3 Licensing, (b}(1)I) PART 1

Application.

<
In order to obtain a license, the applicant shall apply to the DID YOU CORRECT THE DEFICIENCY - 2/ ///;;0
director upon forms provided by the department and shal 1
provide any information required by the department to USE THIS SPACE TO TELL US HOW YOU
demonstrate that the applicant and the ARCH or expanded CORRECTED THE DEFICIENCY

ARCH have met all of the requirements of this chapter,
The foltowing shall accompany the application:

Documented evidence stating that the licensee, primary ? [ W éﬂ‘lﬂl 2 % 5///34 .

care giver, family members living in the ARCH or
expanded ARCH that have access to the ARCH or
expanded ARCH, and substitute care givers have no prior
felony or abuse convictions in a court of law;

FINDINGS

Substitute Care Giver (SCG) #2, House Hold Member
(HHM) #1, and HHM #2 — No documented evidence that
aforementioned care givers/adults have no prior telony or
abuse convictions in a court of law.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DX | §11-100.1-3 Licensing. (b)(1X1) PART 2

Application.

In order to obtain a license, the applicant shall apply to the FUTURE PLAN

director upon forms provided by the department and shall

provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE

demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT

ARCH have met all of the requirements of this chapter. The IT DOESN’T HAPPEN AGAIN?

following shall accompany the application:

Documented evidence stating that the licensee, primary care f M -%ﬂ/i/‘-e

giver, family members living in the ARCH or expanded

ARCH that have access to the ARCH or expanded ARCH,

and substitute care givers have no prior felony or abuse dl

convictions in a court of law; M

FINDINGS

SCG #2, HHM #1, and HHM #2 — No documented evidence

that aforementioned care givers/adults have no prior felony

or abuse convictions in a court of law,
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(a)

All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type [ ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS

SCG #2, HHM #1, HHM #2, HHM #3, and HHM #4 —
documented evidence of a current annual physical
examination clearance signed by a physician or advanced
practice registered nurse {APRN) on file.

No

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
§11-100.1-9 Personnel, staffing and family requirements. PART 2 j'/ /'5/}
(b) /
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type | ARCH shall have documented
evidence of an initial and annua! tuberculosis clearance.

FINDINGS
SCG #2 - No documented evidence of a current annual
tuberculosis clearance signed by physician or APRN.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN'Y HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel. staffing and family requirements.
(b)
All individuals who either reside or provide care or services
to residents in the Type ] ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

SCG #2 — No documented evidence of a current annual
tuberculosis clearance signed by physician or APRN.

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
§11-100.1-9 Personnel, staffing and family requirements. PART 2 5 / 13 / 72
(b) /
All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
SCG #2 — No documented evidence of a current annual IT DOESN’T HAPPEN AGAIN?
tuberculosis clearance signed by physician or APRN. ' o W
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.

()3}

The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid,;

FINDINGS

SCG #2 — No documented evidence of a current First Aid
certification on file,

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TOTELL USHOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2 %)
(€)3) <] // / 34
The substitute care giver who provides coverage for a period
less than four hours shail: w

Be currently certified in first aid;

FINDINGS

SCG #2 - No documented evidence of a current First Aid
certification on file,

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
f f; (1] )l 00.1-9 Personnel, staffing and family requirements. PART 1 < ///g /gu(/
The substitute care giver who provides coverage for a period 2
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection {e) shall:
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in cardiopulmonary resuscitation; CO CTED THE DEFICIENCY
FINDINGS o Gt 7L 6—’/
SCG #2 — No documented evidence of a cardiopulmonary '@. MQ/ b

resuscitation certification on file.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
() §]1 9 / 24
The substitute care giver who provides coverage for a period FUTURE PLAN

greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
SCG #2 — No documented evidence of a cardiopulmonary
resuscitation certification on file.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T HAPPEN AGAIN?
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Annual physical examination and other periodic
examinations, pertinent immunizations, evaluations,

progress notes, relevant laboratory reports, and a report of
annual re-evaluation for tuberculosis;

FINDINGS

Resident #1 — No documented evidence of a current
tuberculosis clearance from a physician or APRN,

74

L

P O

fad

flace o
protecy,

o RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
B<J | §11-100.1-17 Records and reports. (b)(1) PART 1
During residence, records shall include:

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
§11-100.1-17 Records and reports, (bX1) PART 2
During residence, records shall include: _ @7 }470
FUTURE PLAN

Annual physical examination and other periodic
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of
annual re-evaluation for tuberculosis;

FINDINGS

Resident #1 — No documented evidence of a current
tuberculosis clearance from a physician or APRN,

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: _MM
PintName: Mg n F o TaltM o lofy

Date:
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