Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Santos, Norma (ARCH) CHAPTER 100.1

Address: Inspection Date: October 27,2022 Annual
4240 Keaka Street, Honolulu, Hawaii 96818

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 09/09/16, 03/06/18, 04/16/18 ]



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(b)

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Substitute Caregiver (SCG) #1,2 — Initial 2-step
tuberculosis clearance unavailable for review. Submit a
copy with plan of correction.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Subshitute Careqiver (SCG)D

%) and #2 1s” complete.
Tubercylosis clearance for SCG#1
was completed on 11/7/2022.

A copy of TB cledrance 1s
attached for your review.-

Substitute Careﬁiver (SCG) #9
tuberculosis clearance was
ComFle’reol on 12/5/12027.
A copy of TB clearance is
attached for your review.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
—FIND_INGS ] R ) PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute Caregwer (SCG) # 1,2 - lmtlgl 2-step tuberculoms IT DOESN’T HAPPEN AGAIN?
clearance unavailable for review. Submit a copy with plan
of correction.
To ?revenf future deficiencies,
o checklist will be utilized 1o nl7/22
ensure that documented evidence
of TB clearances for substitute
coreﬂ\‘vers are ke]ﬂ' in the Adult
Residential Care Home folder and 3
made available for review. All TB -
[ags]
olearances shall be done annually -
' ¥ of Health. .
as requlrecl by DQF y
-

A reminder 4o complete TB +esﬁn§
will be sent 4o substitute Coreﬁl' ers

prior o exrl'rqh'on.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (¢) PART 1
All medications and supplements, such as vitamins,
:;ﬁnerals, ?r}d formulas, shall be made available as ordered DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order dated 3/21/22 states, CORRECTED THE DEFICIENCY
“prescribed ibuprofen 600mg today (3/21/22) 15 tabs”;
however, order is incomplete and does not include
frequency and reason for administration. p eﬁ' cien CY was oor rec‘\'ecl by
contacting the physician to verify I0)28/22
the frequency and reasoen for
medi cation resident. A Phy&l‘cian
order was obiained , filed in
resident’s folder, and made available
for review.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Physician’s order dated 3/21/22 states, PLAN: WHAT WILL YOU DO TO ENSURE THAT
“prescribed ibu;?rqfen 600mg today (3/21/2.2) 15 tabs”; IT DOESN’T HAPPEN AGAIN?
however, order is incomplete and does not include
frequency and reason for administration. To Pre\len } ‘R\ *ure de -F:‘cfen cies 1 a
checklist will be utilized to ensure
that all physician orders for medications | 10/28/22
\ 3 ' . 11
are complete , obtained , filed in residentt
folder .'and made available for review.
! ¢
The physicion order shall include +he
drugq name, c\osqae 1 route 1 ﬁeclucn Cy
ang reason for administering the - N
prescribed medication. Thephysician -
will be confacted if further &
. . 0
verification is needed. Any changes .
oy u‘)da*es will be documented in o
o

resident’s vecord .
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Licensee’s/Administrator’s Signature: %«%

Print Name: KRy A&W

Date: 12/5 [22
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