Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: RJ Santiago ARCH & E-ARCH CHAPTER 100.1

Address: 94-571 Loaa Street, Waipahu, HI 96797 | Inspection Date: July 22, 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) 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, PART 1
®)
All individuals who either reside or provide care o services
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance,
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
PCG & SCG#1 — No documented evidence of initial two-
step tuberculosis clearance, QC/ G A+ SCL /Qw . W 9%
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RULES (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
to residents in the Type I ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance,

USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
PCG & SCG#1 — No documented evidence of initial two- IT DOESN’T HAPPEN AGAIN?
step tuberculosis clearance, . R
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:
) , DID YOU CORRECT THE DEFICIENCY?
Progress notes that shall be written on a monthly basis, or -
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, USE THIS SPACE TO TELL US HOW YOU
any changes in condition, indications of illness or injury, CORRECTED THE DEFICIENCY
behavior patterns including the date, time, and any and all . .
action taken. Documentation shall be completed @W\T’U&J\M N "\&M OK‘Q/\/\‘)EQ-' Y.
immediately when any incident occurs; ’C{) N \
madi ciney \'\/\cﬁmcb% RN
|
FINDINGS
Resident #1 — Progress notes do not consistently note care )U’\QJO\} M@—& Oi M’% Q&V\ﬁ/ %ﬂw\ W
giver’s observations to resident’s response to medication or \ \
note changes in condition. Q}\W W MW\ \\~ \O t (a\l)‘
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Recoxds and reports, (b)(3) PART 2
Duting residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's respoﬁlsje to medication, treatments, diet, care plan, USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injuty, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken, Documentation shall be completed
immediately when any incident occurs;
To Poyonk AR M
FINDING
Resident #1 — Progress notes do not consistently note care &\W\N\ \’\6 oUW i %
giver’s obsetvations to resident’s response to medication ot
note changes in condition, \(\CL\UZ/ MU)J\SMQ\ 0~ 10\ Lt\?:%
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-88 Case m cmen ications and services PART 1

(c)(6)

Case management services for each expanded ARCH

resident shall be chosen by the resident, resident’s family or Wlwwte

surrogate in collaboration with the primary care giver and

physician or APRN. The case manager shall: USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

Coordinate care giver training, hospital discharge, respite,

home transfers and other services as appropriate. Facilitate, . ~

advocate and mediate for expanded ARCH residents, cate P\‘\\ LOAS TR &'\ (X ‘\Q\Q,

givers and setvice providers to ensure linkages and NN \ \

provision of quality care for the optimal function of the Vv A ™ ¢ \\\ ) KV\/ \DC,@\ 0P

expanded ARCH resident; L Q G

FIND

Resident #1 — Registered Nurse Case Manager RN CM)

training does not include training for topical medications.




RULES (CRITERIJA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
(c)(6)
Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or FUTURE PLA
surrogate in collaboration with the primaty care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
Coordinate cate giver training, hospital discharge, respite, IT DOESN’T HAPPEN AGAIN?
home transfets and other services as appropriate. Facilitate,
advocate and mediate for expanded ARCH residents, care T %
givers and service providers to ensure linkages and ) M Q,W
provision of quality care for the optimal function of the 0 Q/( \rm U‘
anded ARCH resident;
expande residen %meb o, Y OJLM e \0\4\1’)/
FINDI _ odvon By dadedied ANY,
Resident #1 — Registered Nurse Case Manager (RN CM) N .
training does not include training for topical medications. Mw W\) w oL W CO\LM
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Licensee’s/Administrator’s Signature: W \/ 7&’0 Wﬁ? W

Print Name: \X&L\W \/ &/(N_HK,Z\-GO
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