Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: CHAPTER 100.1

Dalere, Francisca (ARCH)

Address: _ Inspection Date: March 13, 2017 Annual

303-A Kulana Road, Hilo, Hawaii 96720

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 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 1 ARCH, and
thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Substitute care giver (SCG) #2-and SCG #3, no current
physical examination.

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

E] RULE # §11-100.1-9 (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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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

Primary care giver (PCG), SCG #1, SCG #2 and SCG #3, no
current tuberculosis (TB) clearance.

This is a repeat deficiency from your 2016 annual
inspection.

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

RULE # §11-100.1-9 (b)

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.
(e)(3)

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

Be currently certified in first aid;

FINDINGS
SCG #3, no first aid certification.
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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 (e)(3)

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. PART 1
O DID YOU CORRECT THE DEFICIENCY?

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection (e) shall:

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Be currently certified in cardiopulmonary resuscitation;

FINDINGS / ;
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Rules (Criteria)

Plan of Correction

Completion
Date

RULE # §11-100.1-9 ((1)

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. (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
apart from either resident's bathrooms or bedrooms.

FINDINGS
Resident #1, Clotrimazole cream, no prescription label.
Ointment was removed from the prescription labelled box.

practical/appropriate. For

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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Plan of Correction

Completion
Date

RULE # §11-100.1-15 (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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Rules (Criteria)

Plan of Correction

Completion
Date

§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
Resident #1, Clotrimazole cream unsecured in resident dresser

drawer.

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

[X] | RULE # §11-100.1-15 (b)

PART 2
FUTURE PLAN

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

@,W/Zé %@/:v Sere nexl™

mmﬁ mo/,o% & ,L&,e__-
L. & wndl mf/' Reeyp +f

7LW Mi
%’fw A %iw

\

4/1/47

13.




Rules (Criteria)

Plan of Correction

Completion
Date

§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, no medication record for March 2017.

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 # §11-100.1-15 (f)

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. (1) PART 1
There shall be an acceptable procedure to separately secure DID YOU CORRECT THE DEFICIENCY?
medication or dispose of discontinued medications. *
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1, two (2) expired Clotrimazole cream ointments CORRECTED THE DEFICIENCY
stored in resident bedroom. (expiration date — 2014 and 2015)
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Rules (Criteria)

Plan of Correction

Completion
Date

RULE # §11-100.1-15 (1)

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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- 8
Licensee’s/Administrator’s Signature: W &JLZ&;&_

Print Name: Z#AAfc 1S ¢4 ,//2—/4:;«0?

Date: fé/ M/ [7 .

( M
Licensee’s/ Administrator’s Signature: ‘7 RAN LA

Print Name: Fran CIScA ﬁ/}/é' r&

Date: ﬁ 4 4”/f r4

A

Z. ¢ M
Licensee’s/Administrator’s Signature: _' A& #leeeta

Print Name: 7P AN IS %/gys

Date: 5;/30//7





