Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Esta’s CHAPTER 100.1

Inspection Date: August 7, 2024 Annual

Address:
94-1110 Hinaea Street, Waipahu, Hawaii 96797
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THIS PAGE’MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
. CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.
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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.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULT IN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(¢)(3).




TRULES (CRITERIA) ]

A S1-1001-3 Licensing (Wb

i Application.

CIn order 1o obtain a license. the applicant shall apply 1o the
director upon forms provided by the departiment and shall

[ provade any information reguired by the department to

+ demonstrate that the applicant and the ARG H or expanded

~ARCH have met all of the reguirements af this chupter

. Ihe foifowing shall accompany the application.

Documented evidence stating that the hieensee. primary

care viver. family members living in the ARCH or
©ovpanded ARCH that have access 1o the ARCH or
Devpanded ARCTL and substitute care givers have no prior
Ctelons or abuse convigciions W eourt of hiwe

FINDINGS

substitute care giver (SCG ) No documented evidence
Cstating that The SCG have ne prior felony or abuse
Cconvictions ina court of k.

L

Please submit a copy of the Fieldprint with your plan of
, correction.
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PLAN OF CORRECTION

| Completion .
i o , . ; Date
PART 1 , 3
' ; - et
DID YOU CORRECT THE DEFICIENCY? 3/7 - -

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITFERIA) ' PLAN OF CORRECTION ' Completion
3 _ N . e _ Date
T SUA00 3 Ligensing. b1 D ‘ PART 2 :

Application .

FUTURE PLAN

In vrder to obtain a license, the apphcant shall apply 1o the
director upon tormis provided by the departiment and shall

provide any intormation required by the department o USE THIS SPACE TO EXPLAIN YOURFUTURE ﬁ“ P
demonstrate that the apphicant and the ARCH or expanded PLAN: WHATWILLYOU DO TO ENSURE THAT
ARCH have mer all ot the requirements ot this chapter Lhe 1T DOESN'T HAPPEN AGAIN?

Following <shall accompany the appheation

Dacumented evidence stating thae the licensee, primary care
eiver. family members hiving i the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCH
and substitute care givers have oo prior felony or abuse
convichions 1y i court of L

- . o a rri
FINDINGS 7 Wg”f’“"w{ﬁ oo f = f
SCG- No documented evidence stating that the SCGhave e—

no prior felony o abuse convictions i a court ol law i W/ @ XA ? 74 Wi
o~

Please submit a copy of the Fieldprint with your plan of ﬁrr 2 d/\e L/Z __[ oo

carrection.
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TRULES (CRITERIA) | PLANOF CORRECTION pletior
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S11-100.1-9 Personnels stafling and family requirgiments, PART 1
ih
Al |n-dmdu:ai~. whao either rcsl‘dc 511' provide care or services DID YOU CORRECT THE DEFICIENCY?
to residents in the fype [ ARCH shatl have documentied .
Cevidence of an il and annual twiberculosis clearance o i ' o 7"3 - Iy
USE THISSPACE TO TELL US HOW YOU
FINDINGS CORRECTED THF. DEFICIENCY
SCG- No documented evadence of an initial tuberculosis

clearance

—
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Picase submit a copy of the TH clearance with your plan
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“PLAN OF CORRECTION

~ RULES (CRITERIA) - Completion

. Date

e e ]

CPART 2

[ il i P . i - i
E - SE-100.0-9 Personnel stattine and family requirenients.
(hi
AlDindividuals who either reside or provide cdre or services
S toresidents in the Fype T ARCH shall has e documented
evidence of an initial and annual tiberceulosis clearaince.

FUTL RE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE 17_ >t~ .

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
SCG- Nodocamented evidence of aninioad tuberculosgs IT DOESN'T HAPPEN AGAIN?
clearanee.
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" RULES (CRITERIA)

Al medicmes prescribed by phy sicians and dispensed by

pharmacises shall be deemed praperly labeled so long as no
changes to the label have been made s he hicensee.

Cprimary care giver or any ARCH T wpanded ARCH stdt,

-~ and pills medications are not remosved o the original
~fabeled container. vther than for administration of
Cmedications. 1he storage shall be n a staft controlled work

cabmet-counter apart front either resident’s bathraoms o
bedroents,

FINDINGS

One tube of medihoney sith no labed was Tound m hed-ide

T

R
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74

drawer in resident’s =3 bedroom duning the time ol

ispaLtion

S -1001-13 Medications. () - T

PLAN OF CORRECTION [ Completion

- N { Date

~PART

DID YOU CORRECT THE DEFICIENCY? Yo

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

PLAN OF CORRECTION Completion

|
|
Lo Date

SE-To0 - 13 Medications. tab

P Al medicines prescribed by physicians and dispensed by

i pharmacists shall be deemed properly labeled so long as ne
" changes to the label have been made by the licensee.
primary care giver or any ARCH Expanded ARCH staft.

- and pills medications are not removed rom the original

- labeled container. other than for administration of
Cmedications. Phe storage shall be i a staf T controlled work
. cabinet-counter apart from either resident’s bathreoms or

, bedrooms,

FINDINGS
" One tube ol medihoney with no label was tound in bedside

dravwer in ressdent’s 55 bedroom during the time of

S

mspection,
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PART 2

FLTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE  §°7- 2~/

PLAN: WHAT WILL YOU DO TO ENSURE THAT | !
I'T DOESN'T HAPPEN AGAIN? : ;
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RULES (CRITERIA) ~ PLANOFCORRECTION T Completion

R e o . Date

E STL-100.1-23 Physical enyironmen. FTRITY! PART 1
© Fire prevention protecuon.

[y pe F ARCHs shatl be in comphanee with, but not imited DID YOU CORRECT THE DEFICIENCY? g4a - }r../)
. the following provisions:
; : USE THISSPACE TO TELL US HOW YOU f
- Fire escapes, stairwas s and other exit cquipment shall be CORRECTED THE DEFICIENCY
mamtained eperational and in good cepair and free of
nbstruction:

FINDINGS Loetad il fEe
[Large stacks of storage boses and vartous boves containing K" m W’I——A/ S &74— of b
rubhish obstructed pathway of fire exit 2. B decreased the - . Z W L\/AFL/
clearanee to 20 nches The clear width s not adeyguate 1o 4"{ ¢ .
allow g resident’ s wheeichair sohich measures 26 mches to
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_Q [1-to0 1-23 Physical eny ronment. (e N PART 2

" PLAN OF CORRECTION ~{ Completion
. Date

~ RULES (CRITERIA)

Iire prevention pl’UlL‘L‘[IOI‘I.

FETURE PLAN

Fype D ARCTHS shall be in complismee with, but not imited
o the Talloaving provisions

USE THIS SPACE TO EXPLAIN YOUR FUTURE g 10 - )t
Firc escapes. staitways and other exit cquipment shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT
maintained operational and i cood repair and frec ol IT DOESN'T HAPPEN AGAIN?Y

~absiruction.

CEFINDINGS L~ — (/»5
§arge stachs of storage boves and various boses contaming _‘L Lo le « mJ FWPV?\—&_/L—

rubbish obstructed pathway ot fire exit =2 1t deereased the :
N e A 1 . N B PR IR N . . . N
Cchearance o 20 inches. The clewr width is not adequate I/’M’}\ [\ ~ M WW lf‘l)

allowy a resident’s wheelchair which measures 26 inches Lo
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RULES (CRITERIA)

E C511-100.1-23 Physical environment, (i3

[he Type | ARCH shall maintan the entire facilinn and
cquipment in a sale and comtortable manner 1o minimize
hazards o residents and care givers,

CAN Type T ARCHSs shall comply with applicable state faws
and rules relating o sanitation. health. infection control and
Cenvironmentald satety

FINDINGS

Cnotuble roach intestation. §ive and dead roachies, and roach
droppings in resident’s drawers, beds. kiichen sink. and

¢ kitchen counters and druwers.
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| "~ T PLAN OF CORRECTION [ Completion
| L Date
i PART 2

FUTURE PLAN ;g'/o~)44

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
1T DOESN'T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: ;\i/’w )7/(. % W

Print Name: 1 a - é' ) Z&u

Date: i - % - 9’#
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RULES (CRITERIA)

DEI-100.1-23 Physical enyvironment thie3)

" Completion |

i A i Date

'he Type | ARCH shall maintain the entire Facility and
equipment in a sate and comtortable manner o minimize

~hazards 1o residents and care givers,

DA Type T ARCHS shall comply with applicable state liw >

and rules relating to sanitation, health. mfection control and
cnvironmental safety:

FINDINGS

Notahle roach inrestation. bive and dewd roaches. and roach

droppings in resident’s drawers. beds kitchen sink, and

< hitchen counters and Jdrinssers
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DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU 2 0 - 2
CORRECTED THE DEFICIENCY : ]



