Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

~

CHAPTER 100.1

Facility’s Name: Home Away From Home II Corporation

Inspection Date: July 17, 2018

Address:
6020 Kalanianaole Highway, Honolulu, Hawaii 96821

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 NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

X

§11-100.1-8 Primarv care giver qualifications. (a)(10)
The licensee of a Type ] ARCH acting as a primary care
giver or the individual that the licensee has designated as
the primary care giver shall:

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS
Primary care giver - There were four (4) hours of
continuing education.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Training session attended to fulfill six hour
minimum per year.

07/23/18
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
| | §11-100.1-8 Primary care giver qualifications. (a)(10) PART 2

The licensee of a Type I ARCH acting as a primary care

giver or the individual that the licensee has designated as the

g s , T ]

primary care giver shall: FUTURE PLAN

Attend and successfully complete a minimum of six hours USE THIS SPACE TO EXPLAIN YOUR FUTURE

of training sessions per year which shall include but not be PLAN: WHAT WILL YOU DO TO ENSURE THAT

limited to any combination of the following areas: personal IT DOESN’T HAPPEN AGAIN?

care, infection control, pharmacology, medical and B

behavioral management of residents, diseases and chronic

illnesses, community services and resources. All inservice Spreadsheet created to monitor amount of 07/22/18

training and other educational experiences shall be h leted t Check list

documented and kept current; ours compietea 1or currep ; year. ecK lis

also created to ensure training to be scheduled

FINDINGS nd completed for current year

Primary care giver - There were four (4) hours of continuing a piete urrenty )

education.
)
.
=
N
\_%
-
I~

3 o

i ad

Adad

4o ey e

£



PLAN OF CORRECTION

Completion

RULES (CRITERIA)

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 - "Vitamin D2 50,000 unit caps Take 1 capsule

by mouth every 7 days" ordered 9/13/17. The January 2018
medication record was initialed by care givers every day.

PART 1

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
§11-100.1-15 Medications. (e) PART2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered T
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE

Resident #1 - "Vitamin D2 50,000 unit caps Take 1 capsule PLAN: WHAT WILL YOU DO TO ENSURE THAT
by mouth every 7 days" ordered 9/13/17. The January 2018 IT DOESN’T HAPPEN AGAIN?

medication record was initialed by care givers every day.

Border block specific day med is to be given, | 07/22/18

every 7 days. Line out other 6 days of week. | - ongoing
PCG to double check meds given and

documented correctly in Medication Record.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (g) PART 1
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year.
FINDINGS
Resident #1 - Medication was not updated between 9/13/17
to 6/19/18; a period of 9 months.
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
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 - Medication was not updated between 9/13/17 PLAN: WHAT WILL YOU DO TO ENSURE THAT
to 6/19/18; a period of 9 months. IT DOESN’T HAPPEN AGAIN?
Create chart/list indicating date of last physical | 07/25/18
and/or physician visit. Place sheet in front
of residents' folder for easy access and
reminder.
Work with family and physician on scheduling | ongoing
visits.
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Licensee’s/Administrator’s Signature: %ﬁﬁﬂ/ /J ,% W )
Print Name: Emﬁ /7 //@///ana

Date: @7//}5 // /g
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