HL C MECHANICHL

Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Sebastian, Adelina (ARCH)

CHAPTER 100.1

Address:
1630 Lellanl Street, Honolulu, Hawaii 96819

Inspection Date: April 22, 2016 Annual

FINDINGS

Resident #1 No documentation of phy31c1an office visits on
10/24/15, 10/31/15, 11/3/15, 11/10/15, 11/13/15, 11/23/15,
12/5/15, 12/30/15, 1/5/16, 1/12/16, mammogram appointment
onl10/29/15, APRN visits on 2/9/16, 2/10/16, Endoscopy
consult 2/26/16, and MRI 3/6/16.
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FINDINGS
Resident #1 No incident report for ER visits on 3/7/16 and
3/18/16.
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] | §11-100.1-20 Resident health care standards. (c)

The primary and substitute care giver shall be able to
recognize, record, and report to the resident's physician or
APRN significant changes in the resident's health status
including, but not limited to, convulsions, fever, sudden
weakness, persistent or recurring headaches, voice changes,
coughing, shortness of breath, changes in behavior, swelling
limbs, abnormal bleeding, or persistent or recurring pain.

FINDINGS

Resident #!1 no documentation that primary care giver
reported weight gain of nine pounds 11/15, weight gain of
three pounds 12/15, weight gain of three pounds 1/16, weight

gain of seven pounds 2/16, and welght gain of five pounds
3/16.
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Licensee’s/Administrator’s Signature: X@M 4% MMZ/)
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