Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name; Lanihale, Inc. CHAPTER 100.1
Address: Inspection Date: January 25, 2023 Annual
187 Nenue Street, [lonolulu, Hawaii, 96821

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAV OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. . o

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITIIIN TEN (10) WORKING DAYS.IFIT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ON Ll{\E
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Con;) pletion
ate
§11-100.1-3 Licensing (b)(1XJ) PART 1

Application

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the depariment 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 staring 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

Substitute Care Giver (SCG) #1, SCG #3, SCG #4 and
SCG #5 — No current documented evidence stating
aforementioned care givers have no prior felony or abuse
convictions in a court of law.

Please attach a copy of care givers Fieldprint results with
your plan of cormection.

DID YOU CORRECT TIIE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

SCG# 1 6CA will na longer be warking af
Lanthale ARCH

5CG# 3: Freldprint Appointment scheduled for
21512023

5CE # 4 Fieddprint Appoirtmernt scheduled for
2612022

5Ca % 5: Fledprirt Appointmertt scheduled for
21312023
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
%] | §11-100.1-3 Licensing, (b} )I) PART 2

Application.
FUTURE PLAN

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shail

provide any information required by the department to USE THIS SPACE TO EXPLAINYOUR 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. 1T DOESN'T HLAPPEN AGAIN?

The following shall accompany the epplication. )
Reminder checklists for all annual requiremerts are
Documented evidence stating that the licensee, primary n place and will be rf,v]gwe,d and cheaed mortthly by
care giver, family members hving in the ARCH or PCa. Reminder nottficanhon will B¢ sert 1o SCGas prior
expanded ARCH that have access to the ARCH or U o e SO That it will be compicted in
expanded ARCH, and substitute care givers have no prior 10 requirements oxpirt ng

felony or abuse convictions in a court of law, a Timely manner.

FINDINGS

Substitute Care Giver (SCG) #1, SCG #3, SCG #4 and
SCG #5 — No current documented evidence stating
aforementioned care givers have no prior felony or abuse
convictions in a court of law.

~
CCa

Please attach a copy of care givers Fieldprint results with
your plan of correction
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RULES (CRITERIA) PLAN OF CORRECTION Cun:)pletion
ate
E §11-100.1-9 Personnel, statfing angd family requirements, PART 1
(a)
All individuals who either reside or provide care or , ENCY?
services to residents in the Tvpe 1 ARCLL shall have AU OUCORRECT THE DERIFIENCY
documented evidence that they have been examined bya —
physician prior to their first contact with the residents of USE THIS SPACE TO TELL US HOW YOU
the Type | ARCH, and thereafter shall be examined by a CORRECTED THE DEFICIENCY
physician annually, to centify that they are free of SCG 3t 8- Appoirtment made with PCP for physicol
inflecaion discisey examination schedufed for 2/15/23.
FINDINGS ‘ o _ _
SCG #3 and SCG #5 — No current physical examination SCa 5t Appalmtmernt made with PCPfor physical
assessment done by physician or advanced practice examination Scheduled Tor 2{Q/23.
regisiered nurse (APRN),
Please attach a copy of care givers physical examination
with your plan of correction.
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RULES (CRITERIA) FLAN OF CORRECTION Completion

Date
E §11-100 1-9 Personnel, staffing and family requirements PART 2
(n)
Allindividuals who either reside or provide care or I8 & A0
services to residents in the Type | ARCH, shall have FUTURE PLAN
documented evidence that they have been examined by a i} S .
physician prior to their first contact with the residents of USE THIS SPACE TO EXPLAIN YOUR FUTURE
the Type [ ARCH. and thereafler shall be examined by a PLAN: WHAT WILL YOU DO TO ENSURE THAT
physician annually, to certify that they are free of IT DOESN'T HAPPEN AGAIN?
infectious diseases ) & :
inder checklists for all annual requiremernts

géwGl)l;‘ci SCOHs N e %f‘:’n‘n place and will be reviewed and checked

#3 an ~ No current physical examination nder notf g nbe sent o
assessment done by physician or advanced practice mmfhl‘l_b‘l PCa. Remi bl . calicet ‘M“- bes
registered nurse (APRN) SCGs an.-m PQP&WOFK Wlﬁns so that it can

tenewed 1n a fimely manner
Please attach a copy of care givers physical examination
with your plan of correction
53
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100 1-9 Personnel, staffing and family requirement
(eX3)

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

Be currently certifted in first aid;

FINDINGS

SCG #1, 8CG #3, SCG #4 and SCG#5 ~ No current First
Aud certification.

Please attach a copy of care givers’ First Aid certification
with your plan of correction.

PART 1

DID YOU CORRECT THE DEFICIENCY?

SCG i 3: kst
sca #4: Arst ad certrication scheduled for /16123,
ccan 5 Rirst ard Certificotion scheduledfor 211122

USE THIS SPACE TO TELL US HOW YOU

CORRECTED TIIE DEFICIENCY

Sea# 1: SCa will no longer be wom'r\g af Lanithaie
aid Certification echeduled for 2/3123.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DxJ | §11-1001-9 nnel, staffing and family requirement PART 2
(eX3)
The substitute care giver who provides coverage fora 1 Al
period less than four hours shall. FUTURE PLAN
Be currently certified in first aid, USE THIS SPACE TO EXPLAINYOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
HINDINGS , IT DOESN'T HAPPEN AGAIN?
SCG #1, SCG #3, SCG #4 and SCG#5 ~ No current First
Aid certification :
Rerminder checklists Tor all annual requiremers
Please attach a copy of care givers® First Aid certification are n PWW and wilt be mw@wod and chec
with your plan of correction, monthly by the PC@. Reminder not ficahons will be
gent 4o SGaAs pror o docments oxpiting S0 +hat i
will be comploted i @ tmcly manncer,




Licensee’s/Administrator’s Signature: W %&M
v ¢,

Print Name: Penah Christy Husscy

Date: 2/8[2023

DR T e,



