Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: » CHAPTER 100.1

Solmerin, Ofelia (ARCH/Expanded ARCH)

Address: Inspection Date:

366 Kapualani Street, Hilo, Hawaii 96720 November 16, 2016 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.




. Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-9 Persomnel, 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

Substitute care giver (SCG) #1 and SCG #2, with a history of
positive tuberculosis (TB) skin test, TB attestation form was
signed by the facility registered nurse (RN). However, the TB
altestation form was not co-signed by an APRN or physician.

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

RULE # §1 [-100.1-9 (b)

FINDINGS

Substitute care giver (SCG) #1 and SCG #2, with a history of
positive tuberculosis (TB) skin test, TB atfestation form was
signed by the facility registered nurse (RN). However, the TB
attestation form was not co-signed by an APRN or physician.

PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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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
SCG #3 who provides occasional transportation for residents
to and from appointments. no current TB clearance.

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
RULE # §11-100.1-9 (b) PART 2
FUTURE PLAN
FINDINGS

SCG #3 who provides occasional transportation for residents
to and from appointments, no current TB clearance.

USE THIS SPACE TO EXPLAIN YOUR
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins, minerals,

and formulas, shall be made available as ordered by a
physician or APRN.

FINDINGS
Resident #1, physician order dated December §, 2015 read,

“Escitalopram Oxalate Tab 10 mg 1 tab a day for depression.”

However, December 20135 and January 2016 medication
records read, "Escitalopram 10 mg | tab qd as needed for
depression.” Medication records reflect medication was not
administered December 15, 2015 — January 31, 2016.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a
future plan is required.




Rules (Criteria)

Plan of Correction

Completion
Date

X

RULE & §11-100.1-15 ()

FINDINGS
Resident #1, physician order dated December 8, 2015 vead,

“Escitalopram Oxalate Tab 10 mg 1 tab a day for depression.”

However, December 2015 and January 2016 medication
records read, “Escitalopram 10 mg 1 tab qd as needed for
depression.” Medication records reflect medication was not
administered December 15, 2015 — January 31, 2016.

PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-15 Medications. (&)

All medications and supplements, such as vitamins, minerals,
and formulas, shall be made available as ordered by a
physician or APRN.

FINDINGS

Resident #1, physician order dated February 11, 2016 read,
“No Aricept for now.” Aricept was discontinued on February
2016 medication record. However, March and April 2016
medication record read, “Aricept S mg | tab daily QHS™ and
initialed as administered daily.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a
future plan is required.




Rules (Criteria)

Plan of Correction

Completion

Date

RULE # §11-100.1-15 (&) PART 2
FINDINGS FUTURE PLAN
Resident #1, physician order dated February 1 1, 2016 read,
“No Aricept for now.” Aricept was discontinued on February USE THIS SPACE TO EXPLAIN YOUR
2016 medication record. However, March and April 2016 FUTURE PLAN: WHAT WILL YOUDO TO
medication record read, “Aricept 5 me 1 tab daily QHS” and | ENSURE THAT IT DOESN’T HAPPEN AGAIN?
initialed as administered daily.

(i Mf« ( M/WIVI’ aq WL/L@

Aﬁcm(/ %w Y A ens Muw/ g2 / 25 /17

@ W zg{;é[ )’j{ mﬁafjt O;«j@ (-

AL U‘Q)/bd’




Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-15 Medications. ()

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, “Levothyroxine Sodium tab 125 meg. Give | tab
by mouth daily for low thyroid hormone,” was not initialed as
administered January 23, 2016 — January 31, 2016 and
February 29. 2016.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a
future plan is required.
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Rules (Criteria)

Plan of Correction

Completion
Date

RULLE # §11-100.1-15 (D

PART 2
EUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-17 Records and reports. (@4

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for (he department’s review:

A report of a recent medicat examination and current
diagnosis taken within the preceding twelve months and
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies;

FINDINGS

Resident #1. admitted on December 8, 2015, two (2) step TB
skin test administered as follows:

Step 1: administered 11/16/15, read 11/20/15 Omm

Step 2: administered 11/23/15, read 11/30/15 Omnt.

Two (2) step TB skin test does not follow current
departmental policy.

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

RULE # §11-100.1-17 (a)(4)

PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-17 Records and reports. (a)(7)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Height and weight measurements taken;

FINDINGS

Resident #1, admitted on December 8, 2015, no adntission
weight.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a
future plan is required.
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Rules (Criteria)

Plan of Correction

Completion
Date

RULE # §11-100.1-17 (a)(7)

PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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Rules (Criteria)

Plan of Correction

Completion

§11-100.1-19 Resident accounts. (a)

The conditions under which the primary care giver agrees to
be responsible for the resident’s funds or property shall be
explained to the resident and the resident’s family, legal
guardian, surrogate or representative and documented in the
resident’s file. All single transfers with a value in excess of
one hundred dollars shall be supported by an agreement
signed by the primary care giver and the resident and the

resident’s family, legal guardian, surrogate or representative.

FINDINGS
Resident #1. admitted on December 8, 2015, no financial
statement.

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

RULE # §11-100.1-19 (a)

PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR
FUTURE PLAN: WHAT WILL YOU DO TO
ENSURE THAT IT DOESN’T HAPPEN AGAIN?
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j | , Q
Licensee’s/Administrator’s Signature: @;Q f " \\,é\,/_/
4

Print Name: _e>yger s A. SOLMG (AL

Date: /2,/2 3//{&
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Licensee’s/Administrator’s Signature: @/ng‘/” Vg\-g\s"/\
‘ {

Print Name: OFZ /A S0 LMZTEIN

Date: [/QO//7
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Licensee’s/Administrator’s Signature: @%/é’“\i P w“\*"-/""““/

Print Name: Of@&[{:\ SOL MR

Date: 1/7/3/’7
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