T-004 P0002/0008 F-030

09-30-"22 17:30 FROM~

Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF éORRECTION

Facility’s Name: The Plaza at Punchbowl

CHAPTER 90

Address:
918 Lunalilo Street, Honolulu, Hawaii 96822

Inspection Date: September 7, 2022 Annual

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.

08/16/16, Rev 09/05/16, 03/06/18, G:+/16/18




RULES (CRITERIA) PLAN OF CORRECTION -, - | Completion
T Y Date

T-b57

55 FROM-

§11-90-3 Licensing (0)(10}D) PART 1
Applications for licensure shall be made to the department
on a form provided by the department and shall include full

and complete information as follows: C Or]‘ecting the deﬁCiency
Evidence that the premises comply with state and county after_th e_fa Ct i S nOt

building, housing, fire, and other codes, ordinances, and
laws for the type of occupancy to be licensed. Compliance

shall include but not be limited to the following: practical/appropriate. For
Applicable state laws and administrative rules relating to thiS deﬁCien Cy, Only a flltl] re
sanitation, health, and environmental safety. . o

plan is required.

FINDINGS

2™ Floor Medication Refrigerator — No documented
evidence of temperature readings for the following dates:
17422, 1/30/22, 212022, 3/22/22, 4117122, 42422,
4/29/22, 112722

9-19-"22 16

0




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-3 Licensing (0)(10)(D) PART 2
Applications for licensure shall be made to the department
on a form provided by the department and shall include full FUTURE PLAN

and complete information as follows:

Evidence that the premises cormply with state and county
building, housing, fire, and other codes, ordinances, and
laws for the type of occupancy 1o be licensed. Compliance
shall include but not be limtited to the following:

Applicable state laws and administrative rules relating to
sanitation, health, and environmental safety.

FINDINGS

2 Floor Medication Refrigerator — Mo docurnented
evidence of temperature readings for the following dates:
174122, 1/30/22, 2/20/22, 3/22/22, 4/17/22, 4/24/22, 4/29/22,
7012722

v

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
§li'90‘8 &Lﬂgm_w- (b)(l)(F) PART 1 3y CE o I
Services. 22 sod A a8
The assisted living facility shall provide the following: DID YOU CORRECT THE DEFICIENCY;?? ,
Nursing assessment, health monitoring, and routine nursing USE THIS SPACE TO TELL US HOW YOU 3'
tasks, including those which may be delegated to unlicensed CORRECTED THE DEFICIENCY
assistive personnel by a currently licensed registered nurse
under the provisions of the state Board of Nursing;
\|e,s, L M\D\Q/\O\»} Gy |‘1 [22,

FINDINGS
Resident #1 — Medication Administration Record (MAR) | 0 OS W ~2S\ c"\"‘b\g
and facility applied label to bottle of OTC melatonin states, OQ\/MQ&Q/Q Q.Q Wov ﬁ
“Melatonin 3MG Give 1 tablet by mouth in the evening™; AS m\
however, dosage on manufacturer packaging/label says \ o,
“lmg”. . % M& \1‘)9\_& .G%Av
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RULES (CRITERIA) PLAN OF CORRECTION .| Completion
Date
§11-90-8 Range of services. (b)(1)(F) PART 2
Services.
The assisted living facilify shall provide the following: FUTURE PLAN
Nursing assessment, health monitoring, and routine nursing USE THIS SPACE TO EXPLAIN YOUR FUTURE
tasks, including those which may be delegated to unlicensed | PLAN: WHAT WILL YOU DO TO ENSURE THAT
assistive personnel by a curently licensed registered nurse IT DOESN'T HAPPEN AGAIN?
under the provisions of the state Board of Nursing;
FINDINGS stAQdresged Wit nUrsy ﬂ% S.Am% alnlez
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-50-8 Range of services. (b)(3)(B)(ii) PART 1 e

Services,

The assisted living facility shall have policies and
procedures relating to medications to include but not be
limited to:

Administration of medication:

The facility shall provide and implement policies and
procedures which assure that all medications administered
by the facility are reviewed at least once every 90 days by a
registered nurse or physician, and is in compliance with
applicable state laws and administrative rules.

FINDINGS

Resident #1 — Timely medication review by a registered

nurse or physician unavailable between 1/26/22 and 6/9/22

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-8 Range of services. (6)(3)(B)(ii) PART 2
Services.
The assisted living facility shall have poticies and FUTURE PLAN
procedures relating to medications to include but not be
limited to: USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
Administration of medication: IT DOESN’T HAPPEN AGAIN?
The facility shall provide and implernent policies and .
procedures which assure that all medications administered Dow NS \ead Un ors
by the facility are reviewed at least once every 90 days by a [\ \ A0~ de ol o\l eosS
registered nurse or physictan, and is in compliance with .
applicable state laws and administrative rules. ' O & V\Q/é :\&g\ am M[& / \QN
v O S ane o oop
FINDINGS \me& N \\j
Resident # 1 — Timely medication review by a registered & QR W res Qo S Sror=
nurse or physician unavailable between 1/26/22 and 6/9/22 .
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Licensee’s/Administrator’s Signature: O/Q/\JQJ"\,

Print Name: %%@\é QNQ\{Q—A@‘é

Date: _- dhalepea_




Licensee’s/Administrator’s Signature:

Print Name:

Date:
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