STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: AAA Care Home CHAPTER 100.1

Address:

Inspection Date: February 22, 2022 Annual
4368 Laakea 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. - o
YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF FEJS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTEDH

WITHOUT YOUR RESPONSE.

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18



Completion

RULES (CRITERIA)

PLAN OF CORRECTION

PART 1

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 mberculosis clearance.

FINDINGS

Substitute care giver (SCG) #1 - No initial two-step
tuberculosis (TB) clearance. Submit a copy of one
additional TB skin test with the plan of correction

(POC).

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. PART?2
(&)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shail have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS o PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute care giver (SCG) #1 - No inifial two-step IT DOFSN’T HAPPEN AGAIN?
tuberculosis (TB) clearance. Submit a copy of one
additional TB skin test with the plan of correction ; . : ! ‘
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(®)
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 anmual tuberculosis clearance.

FINDINGS

SCG #2 - No screening for symptoms consistent with
pulmonary TB. Submit a copy with the POC.

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. PART 2
(b)
All individuals who either reside or provide care or services
1o residents in the Type I ARCH shall have decumented 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
SCG #2 - No screening for symptoms consistent with IT DOESN’T HAPPEN AGAIN?
pulmonary TB. Submit a copy with the POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-12 Emergency care of residents and disaster PART 1

preparedness. {b)

The licensee shall maintain a first aid kit for emergency use

for each Type [ ARCH.

FINDINGS

The first aid kit contained Neosporin ointment and Insect

Bite Relief. . .

N Correcting the deficiency

emoved during the inspection. .
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
N
N
o
&
L




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-12 Emergency care of residents and disaster PART 2
preparedness. {b)
The licensee shail maintain a first aid kit for emergency unse FUTURE PLAN

for each Type I ARCH.

FINDINGS

The first aid kit contained Neosporin ointment and Insect
Bite Relief.

Removed during the inspection.

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

§11-100.1-14 Food sanitation. (e) PART 1
A metal stem thermometer shall be available for checking
cold and hot food temperatures. DID YOU CORRECT THE DEFICIENCY?
FINDINGS
Refrigerator thermometer reading was 54-56° F. Checked USE THIS SPACE TO TELL US HOW YOU
multiple times. CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. () PART 2
A metal stem thermometer shall be available for checking
cold and hot food temperatures, FUTURE PLAN

FINDINGS

Refrigerator thermometer reading was 54-56° F. Checked
multiple times.

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. () 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 - No physician order for "lactulose 10 gm/15 ml CORRECTED THE DEFICIENCY

Take 15 ml by mouth everyday as needed for constipation"

found with current medication. p )
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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 - No physician order for "lactulose 10 gm/15 mi | PLAN: WHAT WILL YOU DO TO ENSURE THAT

Take 15 ml by mouth everyday as needed for constipation” IT DOESN’T HAPPEN AGAIN?

found with current medication.
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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 - "Colace 100 mg 1-2 caps daily" was ordered CORRECTED THE DEFICIENCY
1/27/22; the label noted "Take 1 capsule by monih twice
daily." The medication record noted "docusate sodium 1
cap po BID." &)’Ff %.G'D{ .
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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 - "Colace 100 mg 1-2 caps daily" was ordered PLAN: WHAT WILL YOU DO TO ENSURE THAT
1/27/22; the label noted "Take 1 capsule by mouth twice IT DOESN’T HAPPEN AGAIN?
daily." The medication record noted "docusate sodium 1 )
cap po BID."
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-15 Medications. (n) PART 1

Self administration of medication shall be permitted when it

is determined to be a safe practice by the resident, family, DID YOU CORRECT THE DEFICIENCY?

legal guardian, surrogate or case manager and primary care -

giver and authorized by the physician or APRN. Written

procedures shall be available for storage, monitoring and USE THIS SPACE TO TELL US HOW YOU

documentation. CORRECTED THE DEFICIENCY

FINDINGS

Resident #1 - No physician order to self-administer eye . . .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (n) PART 2
Self administration of medication shall be permitted when it
is determined to be a safe practice by the resident, family,
legal guardian, surrogate or case manager and primary care FUTURE PLAN
giver and authorized by the physician or APRN, Written
procedures shall be available for storage, monitoring and USE THIS SPACE TO EXPLAIN YOUR FUTURE
documentation. : PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1 - No physician order to self~administer eye Pgéz‘ o M 855 \ UL[} J‘fu.
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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:

Progress notes that shall be written on a monthly basis, or

more ofien as appropriate, shall include observations of the

resident’s response to medication, treatments, diet, care plan,

any changes in condition, indications of illness or injury,

behavior patterns including the date, time, and any and all . o

action taken. Documentation shall be completed Correctlng the deficien cy

immediately when any incident occurs; ft th f t . t

after-the-fact is no

FINDINGS

Resident #1 - No progress notes for January 2022, There - 5

was an Urgent Care visit on 1/21/22 which was not pr aCtlcal/ approp rlate' F or

documented. this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
FUTURE PLAN

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,
any changes in condition, indications of illness or injury,
behavior patterns inclnding the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 - No progress notes for January 2022, There
was an Urgent Care visit on 1/21/22 which was not
documented.

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
§11-100.1-17 Records and reports. (b){4) PART 1
During residepce, records shall include:
Entries describing treatments and services rendered;
FINDINGS
Resident #1 - No observations of the resident's tolerance to
Ensure nutritional supplements (2 bottles/day) ordered. . .
Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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FINDINGS

Resident #1 - No observations of the resident's tolerance to
Ensure nutritional supplements (2 bottles/day) ordered.

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
§11-100.1-17 Records and reports. {b}{4) PART 2
During residence, records shall include:
Entries describing treatments and services rendered; FUTURF PLAN
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-20 Resident health care standards, (c) PART 1
The primary and substitute care giver shall be able to
recognize, record, and report to the resident's physician or
APRN significant changes in the resident's health status DID YOU CORRECT THE DEFICIENCY?
including, but not limited to, convulsions, fever, sudden
weakness, persistent or recurring headaches, voice changes, USE THIS SPACE TO TELL US HOW YOU
coughing, shortness of breath, changes in behavior, swelling CORRECTED THE DEFICIENCY
limnbs, abnormal bleeding, or persistent or recurring pain.
FINDINGS
Resident #1 - No documentation of SCG training for eye CW M . PCé'J 'S'TCV\M a}“ 48 6 i~ f W 2,15- &?\
drops. The client self-administers; however, care givers . . R
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RULES {(CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-20 Resident health care standards. (¢} PART 2
The primary and substitute care giver shall be able to
recognize, record, and report to the resident's physician or
APRN significant changes in the resident’s health status FUTURE PLAN
including, but not limited to, convulsions, fever, sudden
weakness, persistent or recurring headaches, voice changes, USE THIS SPACE TO EXPLAIN YOUR FUTURE
coughing, shortness of breath, changes in behavior, swelling | PLAN: WHAT WILL YOU DO TO ENSURE THAT
limbs, abnormal bleeding, or persistent or recurring pain. IT DOESN’T HAPPEN AGAIN?
FINDINGS . S - - ‘
Resident #1 - No documentation of SCG training for eye M‘ MO}J’WW M {3‘5 m&fﬂ/)ﬁ M 0’\}\1 .;3/ Z?(‘Z £
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-20 Resident health care standards. (d) PART 1
‘When the resident has experienced a significant change in
mental or physical well-being, a prompt report shall be
made and provided to the resident's physician or APRN, by
the primary or substitnte caregiver. Any change in
physician or APRN orders shall be promptly carried out.
FINDINGS o .
Resident #1 - No documentation of the change in physical C Orrectlng the dEﬁClen Cy
well-being on or around 1/21/22 when the resident was .
taken to Urgent Cate. 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

$11-100.1-20 Resident health care standards. (d)

When the resident has experienced a significant change in
mental or physical well-being, a prompt report shali be
made and provided to the resident's physician or APRN, by
the primary or substitute caregiver. Any change in
physician or APRN orders shall be promptly carried out.

FINDINGS

Resident #1 - No documentation of the change in physical
well-being on or around 1/21/22 when the resident was
taken to Urgent Care.

PART 2

FUTURE PLAN

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
>} | §11-100.1-23 Physical environment. (m)(2) PART 1
Family or living room:
The family room shall be equipped with reading lamps, DID YOU CORRECT THE DEFICIENCY?
tables, chairs and other appropriate furnishings for the use
and comfort of the residents but shall not include beds; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
There is a bed in the family room where the primary care
giver (PCG) sleeps. ¢ a’C l.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (m){2) PART 2
Family or living room:
The family room shall be equipped with reading lamps, EUTURE PLAN
tables, chairs and other appropriate furnishings for the use
and comfort of the residents but shall not include beds; USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
EIND NG s 9
There is a bed in the family room where the primary care IT DOESN'T HAPPEN AGAIN?
giver (PCG) sleeps. .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (0)(3)(B) PART 1
Bedrooms: .
Bedroom furnishings: DID YOU CORRECT THE DEFICIENCY?
Each bed shall be supplied with a comfortable mattress USE THIS SPACE TO TELL US HOW YOU
cover, a pillow, pliable plastic pillow protector, pillow case, CORRECTED THE DEFICIENCY
and an upper and lower sheet. A sheet blanket may be
substituted for the top sheet when requested by the resident; A
Coptoded . P08 x SE coneped al| [”M o2
FINDINGS \ A 222
No pliable plastic pillow protectors in the following mg?_ M’l% F '/U;}'l v ’Fﬂ“ b
bedrooms: {'TYS .
Bedroom #1 - One (1) or three {3) pillows
Bedroom #2 - One (1) of three (3) pillows
Bedroom #3
s  Bed #! - One (1) of three (3) pillows
e  Bed #2 - Three (3) or three (3) pillows
N
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-23 Physical environment. (0)(3)(B) PART 2

Bedrooms:

Bedroom furnishings: FUTURE PLAN

Each bed shall be supplied with a comfortable mattress USE THIS SPACE TO EXPLAIN YOUR FUTURE

cover, a pillow, pliable plastic pillow protector, pillow case, | PLAN: WHAT WILL YOU DO TO ENSURE THAT

and an upper and lower sheet. A sheet blanket may be IT DOESN’T HAPPEN AGAIN?

substituted for the top sheet when requested by the resident; )

FINDINGS M im M% ‘}ﬂ&[bf IIS'}‘ +[) Oﬁ%

No pliable plastic pillow protectors in the following WM

bedrooms: Lfb F kfb% C Fﬂ HM p

Bedroom #1 - One (1) or three (3) pillows e u'

Bedroom #2 - One (1) of three (3) pillows ‘M:Ef }va\ﬁS W @% 7 fz:z,/zg
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o Bed #2 - Three (3) or three (3) pillows R 166 WM
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Licensee’s/Admimistrator’s Signature:

[ . — =
Print Name: _ [YWWTA INNALADG
Date: 4 ) i IQK

Licensee’s/Administrator’s Signature:

Print Name

Date:
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