Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Hermelina Apuya CHAPTER 100.1
Address: Inspection Date: October 26,2021 Annual
92-761 Paakai Street, Kapolei, Hawaii 96707

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.
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YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF iT 1S NOE
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL, BE*BOST%
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements, PART 1

(a)

All individuals who either reside or provide care or services 9

to residents in the Type I ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY?

evidence that they have been examined by a physician prior

to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU

and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY

to certify that they are free of infectious diseases. . %o /

FINDINGS e, Subtitile  Cane q l-5-262

Substitute care giver (SCG) #1 - No current physical '

examination. Submit a copy with the plan of correction P E ,/&W, 4{%
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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, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type [ ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafier shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS . '
Substitute care giver (SCG) #1 - No current physical ‘g m adb C/WM A M / EA M
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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 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 including the date, time, and any and all

action taken. Documentation shall be completed

immediately when any incident occurs;

FINDINGS e e

Resident #1 - No observations of resident's tolerance to C OrreCtlng the deﬁCIency

regular chopped diet and dietary preferences. Progress notes o

did not include observations that the resident uses a straw aftel'-the-fact IS Il()t

for liquids. Primary care giver (PCG) stated the resident o N

coughs less when using a straw for liquids. practlcal/approp rlate. FOr

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:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of iliness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shali be completed
immediately when any incident occurs; w M"} ) {)
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FINDINGS 9’“ The : f
Resident #1 - No observations of resident's tolerance to WVW 0 (‘/z Q,é) 902/ Z}f?'v WM [0 ".Zé 2/
regular chopped diet and dietary preferences. Progress ' W ’ -
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notes did not include observations that the resident uses a
straw for liquids. Primary care giver (PCG) stated the
resident coughs less when using a straw for liquids..
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" RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-20 Resident health care standards. (c)

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
including, but not limited to, convulsions, fever, sudden
weakness, persistent or recurring headaches, voice changes,
coughing, shortness of breath, changes in behavior, swelling
limbs, abnormal bleeding, or persistent or recurring pain.

FINDINGS

Resident #1 - Progress notes of 10/11/21 noted "coughs after
he eats and when drinking his water in the bottle;" however,
no documentation that the physician was made aware.

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
§11-100.1-20 Resident health care standards. (c) 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
Resident #1 - Progress notes of 10/11/21 noted "coughs after . >
he eats and when drinking his water in the bottle;" however, Pc 6— W‘LU 0@0 M b } 2 / 0 / 719‘/ o

no documentation that the physician was made aware.
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Licensee’s/Administrator’s Signature: ?/MML&WQ/ a;ﬂ/‘“&ta..
Print Name: _HERMELINA ,/B?IJXA

Date: II/S/M.L/




