Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Marie Viduya (ARCH)

CHAPTER 100.1

Address: _
94-1177 Halelehua Street, Waipahu, Hawaii 96797

Inspection Date: June 24, 2015 Annual

Rules (Criteria) Plan of Correction Completion
. Date
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residents in the Type I ARCH, shall have documented CW
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Rules (Criteria)

Plan of Correction

FINDINGS
No tuberculosis clearance:
¢ SCG#3. Submit copy with POC.

Completion

§11-100.1-9 Personnel, staffing and family requirements.
(e)(3)

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

Be currently certified in first aid;

FINDINGS
No first aid certification:

e SCG #3: Submit copy with POC
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§11-100.1-14 Food sanitation. (f)

Toxic chemicals and cleaning agents, such as insecticides,

fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies.

FINDINGS
Unsecured toxic chemicals and cleaning agents:
¢ Bleach, Comet and Lysol Spray (3), in lower and
upper cabinets residents’ wet bar with no locking
device.
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Plan of Correction Completion
Date ,.

§11-100.1-15 Medications. (a)

All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee, primary
care giver or any ARCH/Expanded ARCH staff, and
pills/medications are not removed from the original labeled
container, other than for administration of medications. The
storage shall be in a staff controlled work cabinet-counter
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apart from either resident's bathrooms or bedrooms.

FINDINGS -
Unsecured medication:
Resident #1: First aid cupboard, residents’ wet bar,

e  Resident#2: Top dresser drawer in bedroom,

s Resident#3: Top dresser drawer in bedroom:-
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§11-100.1-15 Medications. (b)

Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator
shall be properly labeled and kept in a separate locked
container.

FINDINGS
Unsecured medication:

e Upper left cabinet residents’ wet bar stock supply for
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Licensee/Administrator’s Signature:
Print Name:

Date:
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Licensee/Administrator’s Signature:
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