Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Daquip Care Home CHAPTER 100.1
Address: Inspection Date: September 26, 2024 Annual
87-132 Palani Street, Waianae, Hawaii 96792

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. 7 N
FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESUL'F‘. IN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3). o —
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b){1X1} PART 1

Application.

In order to obtain a license, the applicant shall apply to the
director upen forms provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter.
The following shall accompany the application:

Documented evidence stating that the licensee, primary
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

Primary Care Giver (PCG), Substitute Care Giver (SCG)
#3 — No documented evidence that aforementioned care
givers have no prior felony or abuse convictions in a court
of law on file for two (2) consecutive years, Only
documented evidence for PCG & SCG #3 was from 2024.

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
§11-100.1-3 Licensing. (b)X1)(1) 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 ali of the requirem.ems: of this chapter. The IT DOESN’T HAPPEN AGAIN?
following shall accompany the application:
Documented evidence stating that the licensee, primary care ] w r\f D \f
giver, family members living in the ARCH or expanded B % v Cm&
ARCH that have access to the ARCH or expanded ARCH, V\\ ~
and substitute care givers have no prior felony or abuse "~ (b :
convictions in a court of law; UJ \ \Jk./ g ‘6 \Q U
FINDINGS ‘Z_co -Q/(/
Primary Care Giver (PCG), Substitute Care Giver (SCG) #3 w Q mj\( ? / \/
— No documented evidence that aforementioned care givers
have ne prior felony or abuse convictions in a court of law Q&Q'\ 6 MS
on file for two (2) consecutive years. Only documented
evidence for PCG & SCG #3 was from 2024.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition, (i) PART 1

Each resident shall have a documented diet order on
admission and readmission to the Type ] ARCH and shall
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS

Resident #2, Resident #3, Resident #4 -- No documented
evidence of a current annual diet order from a physician or
advanced practice registered nurse (APRN) on file.

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
§11-100.1-13 Nutrition. (i) PART 2
Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually signed by the resident’s FUTURE PLAN
physician or APRN. Verbal orders for dicts shall be
recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTURE
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT
obtained during the next office visit. IT DOESN'T HAPPEN AGAIN?
FINDINGS - J\.) '
Resident #2, Resident #3, Resident #4 — No documented NN | ' ' \ &
evidence of a current annual diet order from a physician or r \ \ M P L)éb\
APRN on file .
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (g)

All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year.

FINDINGS

Resident #1 — Medications orders not reevaluated and signed
by a physician or APRN at least every four (4) months. Last
medication reevaluation performed in January 2024.

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
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
hysici APRN fi th dered by th
physcian or APRN, not 1o oxceed oneyerm, -+ ) FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOURF UTURE
Resident #1 — Medications orders not reevaluated and PLAN: WHAT WILL YOU DO TO ENSURE THAT
signed by a physician or APRN at least every four (4) IT DOESN’T HAPPEN AGAIN?
months. Last medication reevaluation performed in January
2024,
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(1)
During residence, records shall include:

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, Resident #2, Resident #3, Resident #4 — No
documented evidence of a current level of care evaluation
from a physician or APRN on file.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

OpTAMWED  LEWL §F
QoA EVRUATION
AL DAS . VIEITS

2/t7//20

b Gas

P A,

7




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(1) PART 2
During residence, records shall include:
Annual physical examination and other periodic FUTURE PLAN
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of USE THIS SPACE TO EXPLAIN YOUR FUTURE
annual re-evaluation for tuberculosis; PLAN: WHAT WILL YOU DO TO ENSURE THAT
’ 92
FINDINGS IT DOESN’T HAPPEN AGAIN?
Resident #1, Resident #2, Resident #3, Resident #4 — No
documented evidence of a current level of care evaluation
from a physician or APRN on file.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (d) PART 1
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of DID YOU CORRECT THE DEFICIENCY?
resident's possessions.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #2 — No documented evidence of a current
inventory of belongings on file. Last inventory was done in \
2022. [NM AN D(\\/%SC_LC‘J&\(“%ES
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (d) PART 2
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of FUTURE PLAN
ident's p sions.
residents possessions USE THIS SPACE TO EXPLAIN YOUR FUTURE
ﬂﬁ__DH']_G_sl ' PLAN: WHAT WILL YOU DO TO ENSURE THAT
BeSIdent #2 —No dqcumented ewden‘ce of a current ‘ IT DOESN’T HAPPEN AGAIN?
inventory of belongings on file. Last inventory was done in _—
2022,
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-23 Physical environment. (p}5)
Miscellaneous:

Signaling devices approved by the department shall be
provided for resident's use at the bedside, in bathrooms,
toilet rooms, and other areas where residents may be left
alone. In Type | ARCHs where the primary care giver and
residents do not reside on the same level or when other
signaling mechanisms are deemed inadequate, there shall be
an electronic signaling system.

FINDINGS

Observed non-working signaling devices in all four (4)
resident rooms and two (2) bathrooms. No back up signaling
devices in facility.

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
§11-100.1-23 Physical environment. (pX5) PART 2
Miscellaneous:
Signaling devices approved by the department shall be E-IM
provided for resident's use at the bedside, in bathrooms,
toilet rooms, and other areas where residents may be left USE THIS SPACE TO EXPLAIN YOUR FUTURE
alone. In Type | ARCHs where the primary care giver and PLAN: WHAT WILL YOU DO TO ENSURE THAT
residents do not reside on the same level or when other IT DOESN'T H APPEN AG AIN?
signaling mechanisms are deemed inadequate, there shall be :
an electronic signaling system. _
U
FINDINGS T Wit BE ConpeeTid
Observed non-working signaling devices in all four (4) O L_j
resident rooms and two (2) bathrooms. No back up signaling 7z —
devices in facility. } Q[ GNI/A(L’[’\(:{ QY){{;” /4[
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Licensee’s/Administrator’s Signature: % e’ /J, 5@4"'\/@ /

Print Name: WN ] c‘{i & 9% C)P\p
Date: 2(/ [z// Z O'ZI
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