STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Cua, Lilia (ARCH) CHAPTER 100.1

Address: Inspection Date: August 7, 2018
464 Heahea Street, 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.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NQT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE,
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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

Substitute care giver (SCG) #1, no proof of past positive
tuberculosis (TB) skin test. (TB attestation form completed
May 24,2018)

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULKES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
®)
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Substitute care giver (SCG) #1, no proof of past positive
tuberculosis (TB) skin test. (TB attestation form completed
May 24, 2018)

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. (¢) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. DID YOU CORRECT THE DEFICTENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1, physician order dated March 29, 2018 and July CORRECTED THE DEFICIENCY

29, 2018 read, “Metoprolol Tartrate 25 mg % tab PO BID.”
However, April ~ August 2018 medication records read,
“Metoprolol 25 mg 1 tab PO 2x a day.”

L z'mmd,'a/fé/ c@,ﬂ.c%a/ HHoa
epror Aov FRX bronth of /j‘@j—zﬁ’f’
af Ha RS M;é/flc-'/’lio"l. oy




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (¢) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered FUTURE PLAN

by a physician or APRN.

FINDINGS

Resident #1, physician order dated March 29, 2018 and July
29, 2018 read, “Metoprolol Tartrate 25 mg % tab PO BID.”
However, April — August 2018 medication records read,
“Metoprolol 25 mg 1 tab PO 2x a day.”

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. (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, all “7am” medications not initialed as
administered August 7, 2018.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
' CORRECTED THE D];J;A‘(‘]IENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
Medications made available to residents shall be rqcorded
on a flowsheet. The flowsheet shall contain the resident's FUTURE PLAN

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident

FINDINGS
Resident #1, all “7am™ medications not initialed as
administered August 7, 2018,

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the

Type I home provided that either:

FINDINGS
Resident #1, admitted February 15, 2018, no self-
preservation statement.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-23 Physical environment. (g)(3)(L) PART 1

Fire prevention protection.

D)
Type I ARCHs shall be in compliance with, but not limited DID YOU CORRECT THE DEFICIENCY?
to, the following provisions:

USE THIS SPACE TO TELL US HOW YOU

Each resident of a Type I home must be certified by a CORRECTED THE DEFICIENCY
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self- on,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3XI) PART 2
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited FUTURE PLAN
to, the following provisions:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Each resident of a Type I home must be certified by a PLAN: WHAT WILL YOU DO TO ENSURE THAT
physician that the resident is ambulatory and capable of ITDOESN'T HAPPEN AGAIN?
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a pe
maximum of two residents, not so certified, may reside in A &4 ™M
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FINDINGS ” me

Resident #1, admitted February 15, 2018, no self-
preservation statement.

OQ,M af R tnoh i
L\)“Ku«z_ mfv\oﬁmf & -

S\l




Licensee’s/ Administrator’s Signature: /A/‘/‘/ ’ El

/4
Print Name: L; L\)OL L . 0/‘-’\

Date: ?\ \”ﬂ\%
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