Office of I1ealth Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION
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Facility’s Name: RCH ~Popolo Place CHAPTER 89

_deress:

Inspection Date: June 29, 2022 Annual
99-193 Popolo Place, Aiea, Hawaii 96701

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 Complection
Date
[X] | §11-89-18 Records and reports. (b)(2) PART 1
Durmg residence, records shall be maintained by the
caregiver and shall include the following information; DID YOU CORRECT THE DEFICIENCY?
Observalions of the resident's responsc to medication,
treatments, diet, provision of care, response to activities USE THIS SPACE TO TELL US IIOW YOU
programs, indications of illness or injury, unusual skin CORRECTED THE DEFICIENCY
probiems, ch'mg,cs in behavior patterns, noting the date,
time and actions taken, if any, which shall be recorded Re/ Q g .‘“:‘ 5 N7 VM Mu{qﬁa
tonthly or more ofien us appropriate but immediately ! m
when an incident occurs; Wi W(\/ OV\ -ﬁ ) l wile Mcomi"y
l

FINDINGS Mi”‘“@ w #1 1 le ¢ N
Resident #1 — No documented cvidence of self-preservation \N/v W‘Lﬁ&
certification, \0 t : Jm WA/ PMD ﬂ— c orregpv,/ aﬂef
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RULES (C RITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-89-18 Records and reports. (b)(2) PART 2
During residence, records shall be maintained by the
caregiver and shall include the following information: FUTURT, PLAN
Observations of the resident's response to medication, . . '
treatments, diel, provision of care, response to activitics USE THIS SPACE TO EXPLAIN YOUR F UTURE
programs, indications of illness or njury, unusual skin PLAN: WHAT WILL YOU DO TO ENSURE THAT
problems, changes in behavior patterns, noting the date, IT DOESN’T HAPPEN AG AIN?
time and actions taken, if any, which shall be recorded
monthly or more oflen as appropriate but immediately when “ ' ,
an incident occurs; NW‘M/ SZW W"(u W WW Wﬁ
FINDING S M w ng (/(ML +D i 1
- . r » W
Resident #1 — No documented evidence of self-preservation 9% %Q/L.e W‘W\/m UN"V‘{:I Caj%ﬂ”\/\/ {
certification,
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Ticensee’s/Administrator’s Signature:
Print Name:

Date:
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