STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Acedo, Melba CHAPTER 100.1
Address: Inspection Date: December 5, 2022 — Annual
2501-A Kinoole Street, Hilo, Hawaii 96720

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.

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18 1



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b)(1)(I) PART 1
Application.
‘)
In order to obtain a license, the applicant shall apply to the DID YOU CORRECT THE DEFICIENCY?
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO TELL US HOW YOU
demonstrate that the applicant and the ARCH or expanded CORRECTED THE DEFICIENCY
ARCH have met all of the requirements of this chapter.
The following shall accompany the application: . ‘
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RULES (CRITERIA) PLAN OF CORRECTION 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: ) -
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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 order updated in May 2022 read, CORRECTED THE DEFICIENCY
“Docusate/Stool softener 100 mg 1 tablet BID, PRN”
However, May — December 2022 medication record read
“Stool softener 100 mg 1 tab BID.” é e I8 o G,Al PN en NN & i [q( 22
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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 order updated in May 2022 read, PLAN: WHAT WILL YOU DO TO ENSURE THAT
“Docusate/Stool softener 100 mg 1 tablet BID, PRN” IT DOESN’T HAPPEN AGAIN?
However, May — December 2022 medication record read
“Stool softener 100 mg 1 tab BID.”
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
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 DID YOU CORRECT THE DEFICIENCY?
the medication was made available to the resident.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1 December 2022 medication record —
“Metoprolol 25 mg 1 tab QD was not initialed 12-02-22 -
12-05-22.
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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 FUTURE PLAN
whom the medication was made available to the resident.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #1 December 2022 medication record — IT DOESN’T HAPPEN AGAIN?
“Metoprolol 25 mg 1 tab QD was not initialed 12-02-22 —
12-05-22.
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Licensee’s/Administrator’s Signature: ALY D=t
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