Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Lita Soria (ARCH/Expanded ARCH)

CHAPTER 100.1

Address: 94-346 Hene Street, Waipahu, Hawaii 96797

Inspection Date: December 8, 2015 Annual

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 I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Household Member #1: No initial two-step tuberculosis skin
test. Please submit documentation with the plan of
correction (POC).
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§11-100.1-12 Emergency care of residents and disaster
preparedness. (a)(3)

The licensee shall maintain written procedures to follow in an
emergency which shall include provisions for the following:

Response to disasters which would include evacuation,
emergency shelters, and food supply, and as directed by the
Civil Defense.

FINDINGS

1. “Lita Soria ARCH/’EARCH Emergency Procedure” —

no address listed in the fire emergency section of the
procedure for emergency housing.

“Dear Parent/Guardian Emergency Plans™ reads,
“FIRE: Should the facility be damaged by fire to the
extent that we are unable to occupy it, we will be
temporarily housed at 94-346 Hene St. Waipahu, HI
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96707”. However, the address listed is the exact
same address as the facility and is not appropriate for
your emergency plan. Please identify a specific
address for emergency housing and update the
two (2) documents listed above.
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| §11-100.1-13 Nutrition. (d)

Current menus shall be posted in the kitchen and in a
conspicuous place in the dining area for the residents and
department to review.

FINDINGS
No menu posted in the resident dining area.
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§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident's name,
name of the medication, frequency, time, date and by whom
the medication was made available to the resident.

FINDINGS

Resident #1, physician order,_
* The medication record entry

area for this medication, | | | I is blaxk. No
documentation to indicate administration of medication or
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B [ §11-100.1-16 Personal care services. (b)

A schedule of activities shall be developed and implemented
by the primary care giver for each resident which includes
personal services to be provided, activities and any special
care needs identified. The plan of care shall be reviewed and
updated as needed.

FINDINGS

review the resident schedule with the resident, update and
date the activities schedule form.
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§11-100.1-17 Records and reports. (¢)

Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other
unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be made
and retained by the licensee or primary care giver under
separate cover, and shall be made available to the department
and other authorized personnel. The resident's physician or
APRN shall be called immediately if medical care may be
necessary.

FINDINGS
Repeat citation. Incident reports incomplete as follows:

1. While Emergency and urgent care physicians
examined residents and care giver(s) described
resident circumstances in report forms for unusual
incidents,

]
care giver(s) left the
" “QOrders” area blank .
2. Resident #1 refused treatment

. No documentation of resident refusal.
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§11-100.1-17 Records and reports. (c) | FUTURE PLAN: WHAT WILL YOUDO TO | .5)/ 2 y[ L6
: ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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