STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Aina Haina ARCH CHAPTER 100.1
Address: Inspection Date: January 4, 2022 Annual
237 East Hind Drive, 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) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA PLAN OF CORRECTION Completion
p
Date

§11-100.1-17 Records and reports. (a)(4) PART 1

The licensee or primary care giver shall maintain individual

records for each resident. On admission, readmission, or DID YOU CORRECT THE DEFICIENCY?

transfer of a resident there shall be made available by the *

licensee or primary care giver for the department’s review: USE THIS SPACE TO TELL US HOW YOU

A report of a recent medical examination and current CORRECTED THE DEFICIENCY

diagnosis taken within the preceding twelve months and . L \

report of an examination for tuberculosis. The examination | “he s fotberded Ao Aplss
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-17 Records and reports. (a)(4) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or FUTURE PLAN
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review: .

USE THIS SPACE TO EXPLAIN YOUR FUTURE
A report of a recent medical examination and current PLAN: WHAT WILL YOU DO TO ENSURE THAT
diagnosis taken within the preceding twelve months and IT DOESN’T HAPPEN AGAIN?
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies;
FINDINGS T have ¢ jeated g checklist
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(1)(i) PART 1
Fire prevention protection.
. ?
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-
preservation under emergency conditions, except that a N _ : i /in oY v\
maximum of two residents, not so certified, may reside in \ ﬁ@ y j: .Wl \_ 33\3.&? ay m\/&:\% T
the A . . . "
Type I home provided that either: ‘Iﬁ { j& Mme 16 >\Q [ Q\ CJQ & 7 N\*A m«\
For each such non-certified resident there must be a p , . ’ ey v «&f.«. P
responsible adult on the premises of the home at all times g _D.W N 3\7\ mdaip { .,D _\ﬁ | “\Q\\ @5.% &3 v
that the non-certified resident is present in the home, and
there must never be a stairway which must be negotiated for e . yrinlg b %\v ;
emergency exit by such non-certified resident; /,V # D _J _ﬁ : 3 S (Q 0 _Q\Aw\ mN\ %:q %.mw\
FINDINGS WAL s s . P .
Two (2) non-self preserving residents in facility; however, ?a ~ { @‘ N ; @ | ﬁﬁ. ~ \J _\5
during annual inspection, only one (1) care giver was . N
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(I)(i) 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
mmos. RMEQ: ofa j\.wm I :.oEo must be certified by a PLAN: WHAT WILL YOU DO TO ENSURE THAT
Ed\m_omms E& &o resident is mBG:_mSQ and omvmv_m of i IT DOESN’T HAPPEN AGAIN?
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-84 Admission requirements. (b)(4) PART 1
Upon admission of a resident, the expanded ARCH licensee
shall have the following information: DID YOU CORRECT THE DEFICIENCY?
Evidence of current immunizations for pneumococeal and
influenza as recommended by the ACIP; and a written care USE THIS SPACE TO TELL US HOW YOU
plan addressing resident problems and needs. CORRECTED THE DEFICIENCY

FINDINGS o e poe
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-84 Admission requirements. (b)(4) PART 2
Upon admission of a resident, the expanded ARCH licensee
shall have the following information: FUTURE PLAN
Evidence of current immunizations for pneumococcal and
influenza as recommended by the ACIP; and a written care USE THIS SPACE TO EXPLAIN YOUR FUTURE
plan addressing resident problems and needs. PLAN: WHAT WILL YOU DO TO ENSURFE THAT
b ) 9
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date

§11-100.1-84 Admission requirements. (b)(4)
Upon admission of a resident, the expanded ARCH licensee
shall have the following information:

Evidence of current immunizations for pneumococcal and
influenza as recommended by the ACIP; and a written care
plan addressing resident problems and needs.

FINDINGS
Resident #1 — No documented evidence of pneumococcal

vaccine.

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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Licensee’s/Administrator’s Signature:
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Print Name:

Date:
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Licensee’s/Administrator’s Signature:

Print Name:

Date:
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