Office of Health Care Assurance
State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: J.C.

| CHAPTER 100.1

Address: :

203 Awa Place, Kihei, Hawaii 96753

Inspection Date: June 19, 2015 Annual
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<] | §11-100.1-9 Personnel, staffing and family requirements. (a) | . GM . 'h ’ \ .
All individuals who either reside or provide care or services to —{—m e, ‘ 6%{\&} VL -5
residents in the Type I ARCH, shall have documented ) 7’ A0

FINDINGS

evidence that they have been examined by a physician prior to V\/L(I/W\llgm‘& ‘I"D g@um P (n

their first contact with the residents of the Type I ARCH, and

thereafter shall be examined by a physician annually, to /h 93 W heN -
certify that they are free of infectious diseases.
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Househ bers #3, #4 Annual tuberculosis clearance
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B | §11-100.1-9 Personnel. staffing and.family requirements. (b) '
- All individuals who either reside or provide care or services to Ob"ﬂfh . 41) [\,UUWVL, /] W/UU
residents in the Type I ARCH shall have documented i
evidence of an initial and annual tuberculosis clearance. W/ MW ‘\']_5 S@ m .7- 9?/0 _ &.9
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§11-100.1-9 Personnel, staffing and family requirements.

(€)4)

action.

FINDINGS

FINDINGS o o
Substitute care giver #2 No documentation of training by MW/W%Q’WOV m 4\ &}‘ AL V‘+ h

primary care giver to make medications available and to
properly record such action.

B

The substitute care giver who provides coverage for a period TVMM gc@ ﬁ A N

less than four hours shall:

Be trained by the primary care giver to make prescribed %@3—%’\ —%7/(;@() C\/O.M ﬂ”\,
medications available to residents and properly record such
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X ?éél-)loo.lﬁ Personnel, staffing and family requirements. SC& ‘H b h e UMW M OPP

The substitute care giver who provides coverage for a period

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

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
- | Substitute care giver #3 No current CPR certification.
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) [Z §11-100.1-14 Food sanitation. (T) i - N I (5
Toxic chemicals and cleaning agents, such as insecticides, COUV t ke}g UO l ] QOK W S+0LL l 6&1 -
fertilizers, bleaches and all other poisons, shall be properly ; - : _
labeled and securely stored apart from any food supplies. %%Y\U U‘ ann V\@ W‘A’ i 7 - =19
FINDINGS ‘

Downey fabric softener, Tide detergent, Clorox bleach
unsecured in resident accessible laundry area. ’
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A | §11-100.1-15 Medications. (1)
There shall be an acceptable procedure to separately secure

medication or dispose of discontinued medications.

FINDINGS
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| §11-100.1-17 Records and reports. (b)(7) '
During residence, records shall include: Q@%bﬁu, VL‘] ‘ﬁ ? M’VIM{ ¢ +D M Q'h " l
. ‘K—e, B "O Y Wy,

Recordmg of resident's weight at least once a month, and mal ‘A/L < @_,LOOU‘L@, Q, 4
more often when requested by a physician, APRN or Pi" ' ﬂ P <‘ﬂ’ ran VM ~ (Z - 02 [- 5

responsible agency: V\/b'if.; e encle &
FINDINGS

Resident #1 No monthly weights _ :
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§11 100 1-83 Personnel and stafﬁng rgqujrements (5)

In addition to the requirements in subchapter 2 and 3:

Primary and substitute care givers shall have documented
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent to
the management of an expanded ARCH and care of expanded
ARCH residents.

FINDINGS

Primary care giver, nine of twelve contmulng education
hours. Submit documentation three additional continuing
education hours with your plan of correction.

Substitute care giver #2, #3 No continuing education hours.
Submit documentation of 12 continuing education hours for
substitute care giver #2, #3 with your plan of correction.
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" Rules (Criteria)

§11-100.1-84 Admission requirements. (b)(4)
Upon admission of a resident, the expanded ARCH licensee
shall have the following information:

Evidence of current immunizations for pneumococcal and
influenza as recommended by the ACIP; and a written care

| plan addressing resident problems and needs.

FINDINGS

Resident #1 No current influenza and pneumococcal
immunizations.
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§11-100.1-88

(c)(10)

Case management services for each 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:

Conduct comprehensive reassessments of the expanded
ARCH resident every six months or sooner as appropriate;

'FINDINGS
Resident #1 No comprehensive reas'Sessment-
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Case management qualifications and services. o & . ————
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- Licensee/Administrator’s Signature: OMMWW @ MQM@&U

Print Name: OA;[ AL N4 QL & A.f RO[ A
| Date: { A~ Rl

Print Name: CMAL MM GEM{AA
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