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Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Marquez, Luz (ARCH/E-ARCH) CHAPTER 100.1

Luz AMARQUE 7

Inspection Date: May 2, 2022 Annual

Address:
94-908 Kumuao 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) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
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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 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 (SCG)
#1, SCG #2 — No documented evidence of a current

Fieldprint fingerprint background check report on file for
departmental review.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing, (b)}(1XI) PART 1
Application.

DID YOU CORRECT THE DEFICIENCY?
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PLAN OF CORRECTION

RULES (CRITERIA) Completion
Date
§11-100.1-3 Licensing. (b)(1)(I) PART 2
Application.
In order to obtain a license, the applicant shall apply to the FUTURE PLAN
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE
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 IT DOESN’T HAPPEN AGAIN?
following shall accompany the application: — -
g pany the app HAD STARIGED M & mpH| p1P 5‘/ Z/;Z_z/

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

PCG, SCG #1, SCG #2 — No documented evidence of a
current Fieldprint fingerprint background check report on
file for departmental review.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-8 Primary care giver qualifications. (a)(9) PART 1

T})e licenseq of.a Type I ARCH.acting asa prixpaxy care

giver or the mc!mdual that the licensee has designated as the DID YOU CORRECT THE DEFICIENCY?

primary care giver shall: —ll——-———-—-———_

Have achieved acceptable levels of skill and training in first USE THIS SPACE TO TELL US HOW YOU
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PLAN OF CORRECTION

RULES (CRITERIA) Completion
Date
§11-100.1-8 Primary care giver qualifications. (a)(9) PART 2
The licensee of a Type I ARCH acting as a primary care
giver or the individual that the licensee has designated as the FUTURE PLAN

primary care giver shall:

Have achieved acceptable levels of skill and training in first
aid, nutrition, cardiopuhnona:’ywrycihﬁon, and
appropriate nursing and behavior fnanagement as required
for care of all residents admitted to the Type ] ARCH;

FINDINGS
PCG — No documented evidence of a current First Aid &
CPR certification on file for department review.

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

§11-100.1-9 Personnel, staffing and family requirements.
(e)3)

The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid;
FINDINGS

SCG #1 & SCG #2 - No documented evidence of a current
First Aid certification on file for department review.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(e)3)

The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid;

FINDINGS
SCG #1 & SCG #2 - No documented evidence of a current
First Aid certification on file for department review.

PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

T wiVl jUstR uUcCH SC &/

To REWIIMD 7B pny o /74%
pLUST AostEl ot Bullely
CHLEMO AR TO PlT
THE PAIECF Firesih Ao C

Bopprd &

AL WHEEN L)) EYP,
HAsnrn lols
To SECURE LOPIES »p
fo{ 12 CERTL PCAT7 O

REVIE W
7 wil lovk Per A DIFRER
L psreaclol Te, 2 TR
f,”&pd?pb'; =
LagiZ s 12 FLb 5CC15
gl Pt o 6y FILE
DEL AR EK

——

S L E 7 s

7 A
A1
IT 6y FrlE Por Pz Fr‘?&%ﬁ/ e

@/2&:05’ oL

=T
7] P& Y5 |
M CIEM S

CG =

/<C

R J7 L7
rE
D &2 9
(12s/

@;cn'

=A TS
(&1
A

o 2o

=
~N

27

5/3/22

:
Q

A L

=4

1T THLOGE BE (spl ER



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(1)

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS

SCG #1 & SCG #2 - No documented evidence of a current
CPR certification on file for department review.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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specified in subsection (¢) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS

SCG #1 & SCG #2 - No documented evidence of a current
CPR certification on file for department review.

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
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(M)
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements FUTURE PLAN
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS
11-100.1-15(e): Resident #1 — Physician reordered

“Dulcolax 100mg cap, take 1 cap by mouth daily at
bedtime” on March 8, 2022. Medication administration
record (MAR) stated “Dulcolax 100mg cap, take 1 cap by
mouth daily at bedtime” from May 2021-present.
Medication label read “Docusate sodium 100mg capsule,
take 1 capsule by mouth every night at bedtime as needed
for constipation. Physician order, MAR, and medication
label do not match.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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PLAN OF CORRECTION

RULES (CRITERIA) 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 FUTURE PLAN

by a physician or APRN.

FINDING

‘| 11-100.1-15(e): Resident #1 — Physician reordered
“Dulcolax 100mg cap, take 1 cap by mouth daily at
bedtime” on March 8, 2022. MAR stated “Dulcolax 100mg
cap, take 1 cap by mouth daily at bedtime” from May 2021-
present. Medication label read “Docusate sodium 100mg
capsule, take 1 capsule by mouth every night at bedtime as
needed for constipation. Physician order, MAR, and
medication label do not match.

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

§11-100.1-15 Medications. (f) —_—
Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident’s name,
name of the medication, frequency, time, date and by whom
the medication was made available to the resident.

FINDINGS

Resident #1 — Physician reordered “Benztropine 0.5mg
tablet, take 1 tab PO every day” on 9/7/2021. Medication not
on October 2021 — May 2022 MAR. No documented
evidence of a discontinue order.
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\ PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA)

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS

Resident #1 — Physician reordered “Benztropine 0.5mg
tablet, take 1 tab PO every day” on 9/7/2021. Medication

not on October 2021 — May 2022 MAR. No documented
evidence of a discontinue order.

PLAN OF CORRECTION Completion
Date
PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

mlj (F-La/w %P Chagle

m et dochor s opds
O d s prA AR

o b

Q.M@CZ,WM y
WW%CQ}MSCG

MCMM
”;L

MCL@

v vd gL NI &

v 8!‘:»:',:1 BN

AN

N 2% 9:6/5’ Sc & 2 ayy/
13 RTTEALD M/%f//%é 228
D ELc A DD ers % Persed



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident's name,
name of the medication, frequency, time, date and by whom

the medication was made available to the resident.

FINDINGS

Resident #1 — No documented evidence if “Benztropine
0.5mg tablet, take 1 tab PO every day” was administered to
or refused by resident from October 2021 — May 1, 2022.
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PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future

_plan is required.
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PLAN OF CORRECTION

RULES (CRITERIA) Completion
Date
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flpwsheet shall contain the resident's FUTURE PLAN

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS

Resident #1 — No documented evidence if “Benztropine
0.5mg tablet, take 1 tab PO every day” was administered to
or refused by resident from October 2021 ~ May 1, 2022.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T PEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident’s name,
name of the medication, frequency, time, date and by whom

the medication was made available to the resident.

FINDINGS
Resident #1 — Physician ordered “Benztropine 0.5mg tablet,

take 1 tab every day” on 6/7/2021. Medication not on July
2021 MAR. No documented evidence of a discontinue
order.
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PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by w

whom the medication was made available to the resident.

FINDINGS

Resident #1 — Physician ordered “Benztropine 0.5mg tablet,
take 1 tab every day” on 6/7/2021. Medication not on July
2021 MAR. No documented evidence of a discontinue
order.

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

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident's name,
name of the medication, frequency, time, date and by whom

the medication was made available to the resident.

FINDINGS

Resident #1 — No documented evidence if “Benztropine
0.5mg tablet, take 1 tab PO every day” was administered to
or refused by resident for entire month of July 2021.
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Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA) PL AN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's FUTURE PLAN

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS
Resident #1 — No documented evidence if “Benztropine
0.5mg tablet, take 1 tab PO every day” was administered to
or refused by resident for entire month of July 2021.
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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
Dat
§11-100.1-15 Medications. (f) PART 1 ==
Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident's name, R .
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PLAN OF CORRECTION

RULES (CRITERIA) Completion
Date
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's FUTURE PLAN

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

FINDINGS

Resident #1 — On August 2021 MAR, no documented
evidence if the following medications: “Trazadone,”
“Sertraline,” “Olanzapine,” “Donepezil,” “Dulcolax,”
“Aripiprazole,” and “Benztropine” was administered to or
refused by resident on August 31, 2021.
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physical examination clearance by a physician or advanced
practice registered nurse (APRN).

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(1) PART 1
During residence, records shall include:
Annual physical examination and other periodic wmw-ﬂ
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of USE THIS SPACE TO TELL US HOW YOU
annual re-evaluation for tuberculosis; CORRECTED THE DEFICIENCY
FINDINGS 77’D ok &W >
Resident #2 — No documented evidence of a current
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(1) PART 2
During residence, records shall include:
Annual physical examination and other periodic FUTURE PLAN
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of USE THIS SPACE TO EXPLAIN YOUR FUTURE
annual re-evaluation for tuberculosis; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #2 — No documented evidence of a current ﬁ WQ M W M
physical examination clearance by a physician or advanced ” _
practice registered nurse (APRN). M‘%ﬂ M
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PLAN OF CORRECTION Completion

RULES (CRITERIA)
Date
§11-100.1-17 Records and reports. (b)(7) PART 1

During residence, records shall include:

Recording of resident's weight at least once a month, and
more often when requested by a physician, APRN or
responsible agency;

FINDINGS

Resident #1, Resident #2, & Resident #3 — No documented
evidence of a documented weight for the aforementioned
resident for the month of April 2022.
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Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future

plan is required.
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PLAN OF CORRECTION

RULES (CRITERIA) Completion
Date
§11-100.1-17 Records and reports. (b)(7) PART 2
During residence, records shall include:
FUTURE PLAN

Recording of resident's weight at least once a month, and
more often when requested by a physician, APRN or
responsible agency;

FINDINGS

Resident #1, Resident #2, & Resident #3 — No documented
evidence of a documented weight for the aforementioned
resident for the month of April 2022.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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PLAN OF CORRECTION

RULES (CRITERIA) Completion
Date
§11-100.1-83 Personnel and staffing requirements. (5) PART 1
In addition to the requirements in subchapter 2 and 3:
Primary and substitute care givers shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO TELL US HOW YOU ~— - :2
to the management of an expanded ARCH and care of . CORRECTED THE DEFICIENCY 6 / %\ i
expanded ARCH residents. / LUL;/UE C /;7_) )hou a/olq;;//vq /A{é S
gg\éngggil SCG #2-Nod d evid f 7? A/M/é,/ whs dOME RPRIL (F,2e2 gﬂ
: , — No documented evidence o
twelve (12) continuing education hours completed within ﬂ& ﬂé’ 717 6 A/ % Tk EM Mﬁﬂf / '/O,D
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PLAN OF CORRECTION

RULES (CRITERIA) Completion
Date
] | §11-100.1-83 Personnel and staffing requirements. (5) PART 2

In addition to the requirements in subchapter 2 and 3:

Primary and substitute care givers shall have documented FUTURE PLAN

evidence of successful completion of twelve hours of

continuing education courses per year on subjects pertinent USE THIS SPACE TO EXPLAIN YOUR FUTURE

to the management of an expanded ARCH and care of PLAN: WHAT WILL YOU DO TO ENSURE THAT

expanded ARCH residents. IT DOESN’T HAPPEN AGAIN?

FINDINGS MY FUTUR E FLAM ¢S o @ TR T

PCG, SCG #1, SCG #2 — No documented evidence of 7—/ _7[/5" /0 /9,/(4 p E 927 (‘ C / g /3 E'rz\ 72

twelve (12) continuing education hours completed within
the past twelve (12) months.
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Licensee’s/Administrator’s Signature: ‘Z(LW/ ﬁ W?Wf“’%

Print Name: LL{ Z g Wﬁ/@é a éZ/
Date: g:/ /~5 /
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