Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Yaying House

CHAPTER 100.1

Address:
3285 Olu Street, Honolulu, Hawaii 96816

Inspection Date: March 12,2015 Annual

Rules (Criteria)

Plan of Correction

Completion
Date

Y

§11-100.1-9 Personnel, staffing and family requirements. (a)
All individuals who either reside or provide care or services to

residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior to
their first contact with the residents of the Type I ARCH, and
thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Household member — No annual physical examination.
Submit a copy with the plan of correction (POC.)
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§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 — No annual tuberculosis clearance.
Submit a copy with the plan of correction (POC.)
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] | §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 — No annual tuberculosis clearance.
Submit a copy with the plan of correction (POC.) -
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ervices and/or interventions;

Resident #1 — The care plan did not reflect that

are applied

and removed
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All medications and supplements, such as vitamins, minerals,
and formulas, when taken by the resident, shall be recorded
on the resident's medication record, with date, time, name of
drug, and dosage initialed by the care giver.
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§11-100.1-83 Personnel and staffing requirements. (1)

In addition to the requirements in subchapter 2 and 3:

A registered nurse other than the licensee or primary care
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care to
residents as needed to implement their care plan;

FINDINGS
Substitute care giver (SCG) #1 — No documentation of
training by the case manager in providing daily personal care
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