Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Kunia Hale LLC CHAPTER 100.1

Address:

Inspection Date: July 1, 2022 Annual
94-695 Kaaka Street, Waipahu, Hawaii 96797

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.
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RULES (CRITERIA) PLAN OF CORRECTION Completion—]
Date
§11-100.1-3 Licensing, (bY(1XD) PART 1

Application.

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of thi chapter.
The following shall accompany the application:

Documented evidence stating that the licensee, primary
care giver, family members living in the ARCH or
expanded ARCH that have access to the ARCH or
expanded ARCH, and substitute care givers have no prior
felony or abuse convictions in a court of law;

FINDINGS
Primary Care Giver (PCG), Substitute Care Giver (8CG)
#1, and SCG #2 — No Fieldprint results.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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3 RULES (CRITERIA) PLAN OF CORRECTION Completion
ch . Date
“1-§11-100.1-3 Licensing. (b)(1)(I) PART 2
Applicati‘on

’§ In order to obtain a license, the applicant shall apply to the w

‘director upon forms provided by the department and shall

J~provideany-information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE Ogl 2, J 942.

“demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT

ARCH have met all of the requirements of this chapter. The
following shall accompany the application:

Documented evidence stating that the licensee, primary care
giver, family members living in the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse
convictions in a court of law;

FINDINGS
Primary Care Giver (PCG), Substitute Care Giver (5CG) #1,
and SCG #2 — No Fieldprint results.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-10 Admission policies. (d) PART 1

The Type I ARCH shall only admit residents at appropriate

levels of care. The capacity of the Type I ARCH shall also

be limited by this chapter, chapter 321, HRS, and as DID YOU CORRECT THE DEFICIENCY?

determined by the department.

USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY

Resident #2 — Level of Care (LOC) is “ICF” in physical

exam form dated 5/30/2022 and Physician’s order form

dated 5/30/2022. This care home is not an Expanded Adult .
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exam form dated 5/30/2022 and Physician’s order form
dated 5/30/2022. This care home is not an Expanded Adult
Residential Care Home.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (d) PART 2
The Type I ARCH shall only admit residents at appropriate
levels of care. The capacity of the Type I ARCH shall also
be limited by this chapter, chapter 321, HRS, and as w
determined by the department.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT | 3 !u, ﬁ 21
Resident #2 — Level of Care (LOC) is “ICF” in physical
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 1
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee, DID YOU CORRECT THE DEF, ICIENCY?
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original USE THIS SPACE TO TELL US HOW YOU
labeled container, other than for administration of CORRECTED THE DEFICIENCY
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or
bedrooms. Yw . TI‘U,EJ' S ; )
L ow Y dfumoy. T immadia T

FINDINGS

Resident #1 — No labels for resident’s name and dosing
instructions on Folate 1,333mg DFE and Vitamin D3 25mceg
(10001U) bottles.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART2
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee, FUTURE PLAN
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original USE THIS SPACE TO EXPLAIN YOUR FUTURE
labeled container, other than for administration of PLAN: WHAT WILL YOU DO TO ENSURE TH AT
medications. The storage shall be in a staff controlled work IT DOESN’T HAPPEN AGAIN?
cabinet-counter apart from either resident's bathrooms or )
bedrooms.
FINDINGS I will alwaye drech 4 or0 it e
Resident #1 — No labels for resident’s name and dosing - : . .
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(10001U) bottles.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by 5 physioian or APRN. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Per medication administration record (MAR), CORRECTED THE DEFICIENCY
“Qystercal 500mg TAB BUG 1 tab daily” was started on
5/6/2022. Physician’s order dated 5/26/2022 was “Calcium - . -
Supplement.” Dosage and frequency not provided. \{M L ooore. W ‘k/u ou,{,amu{ . I 0‘“ 4 1)‘3 [2»1
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PLAN OF CORRECTION Completion

by a physician or APRN.

FINDINGS

Resident #1 — Per medication administration record (MAR),
“Oystercal 500mg TAB BUG 1 tab daily” was started on
5/6/2022. Physician’s order dated 5/26/2022 was “Calcium
Supplement.” Dosage and frequency not provided.
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RULES (CRITERIA)

. Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE a8 P_{l Rg

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. ‘ DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order was Aspirin $1mg chew tab. CORRECTED THE DEFICIENCY
1 tab daily. Medication available for the resident was ‘) [ w [ Qg\
“Aspirin 81mg safety coated.”
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RULES (CRITERIA) PLAN OF CORRECTION Completion
}] | §11-100.1-15 Medications. (e) PART 2 e
Al'l medications and supplements, such as yitamins,
lr)r;u;e;zl)s{,s ﬁ:n fgﬁtg% fhall be made available as ordered FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE | % }3{, ! A

Resident #1 — Physician’s order was Aspirin 81mg chew
tab. 1 tab daily. Medication available for the resident was
“Aspirin 81mg safety coated.”

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
§11-100.1-15 Medications. (e) PART 1 pate
Al'l medications and supplements, such as yitarnins,
Lr;n;e;%ljg i?;lnfg?ltg;s&?han be made available as ordered DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order was “Multivitamin with CORRECTED THE DEFICIENCY
folic.acisi 400mg tab, take 1 tablet by mouth daily.” . .
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-15 Medications. (e) 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 was “Multivitamin with PLAN: WHAT WILL YOU DO TO ENSURE THAT §! e [ &Q
folic acid 400mg tab, take 1 tablet by mouth daily.” ’ 2
Medication available was “Folate 1,333mg DFE (Folic Acid IT DOESN’T HAPPEN fA;GA‘IN'
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-16 Personal care services. (h) PART 1
A schedule of activities shall be developed and implemented

by the primary care giver for each resident which includes
personal services to be provided, activities and any special
care needs identified. The plan of care shall be reviewed

and updated as needed.
FINDINGS

Resident #1 — There was a “Plan of Care and Activities
Schedule” form for the resident, but no schedule noted.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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FINDINGS
Resident #1 — There was a “Plan of Care and Activities

Schedule” form for the resident, but no schedule noted.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-16 Personal care services. (h) PART 2

A schedule of activities shall be developed and nnplemented

by the primary care giver for each resident which includes

personal services to be provided, activities and any special FUTURE PLAN

care needs identified. The plan of care shall be reviewed

and updated as needed. USE THIS SPACE TO EXPLAIN YOUR FUTURE { ‘ 2, [ 3
PLAN: WHAT WILL YOU DO TO ENSURE THAT %
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (£}(4)
General rules regarding records:

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency.

FINDINGS

Resident #1 — Medication list in Emergency Information
Sheet not up to date.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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FINDINGS
Resident #1 — Medication list in Emergency Information

Sheet not up to date.

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (f)(4) PART 2
General rules regarding records:
All records shall be complete, accurate, current, and readily FUTURE PLAN
available for review by the department or responsible
placement agency. USE THIS SPACE TO EXPLAIN YOUR FUTURE g )w } Y3
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Licensee’s/Administrator’s Signature: W

I

Print Name: _MARIA OKISTWIA b - NIGEhTE

Date: bt !!3‘1;9,

Licensee’s/Administrator’s Signature: \W‘b

I

Print Name: MAZIA gfumvm p [ (BN TE

Date: 02(2/(0 [Qﬂ
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