Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Imiloa Care Home LLC CHAPTER 100.1
Address: Inspection Date: April 6, 2023 Annual
94-860 Lumiiki 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) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE. 9“'3’*3%“ gﬁls
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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 m-mmﬂ_—f-m—l)-w
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: [) % ’
Documented evidence stating that the licensee, primary S U\M S »h %\/&f C&'re (ﬂ‘ VvEY (SC ’O (
care giver, family members living in the ARCH or ‘5( 5|2 b

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 and Household member
(HM) #1 — No Fieldprint results.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b)(1XI) PART 2

Application.

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
Substitute Care Giver (SCG) #1 and Household member
(HM) #1 — No Fieldprint results.

FUTURE PLAN

USE TRHIS 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.
(a)

All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
HM #1 — No current annual physical exam,

Please submit a copy with your plan of correction (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
{a)
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 I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
HM #1 - No current annual physical exam.

Please submit a copy with your plan of correction (POC).

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 reguirements. PART 1

(b)

All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
SCG #2 — No initial tuberculosis clearance.

Please submit a copy with your 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
(b)
o oo s e o v v e 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
SCG #2 - No initial tuberculosis clearance, IT DOESN’T HAPPEN AGAIN?
Please submit a copy with your POC. /
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(e)(4)

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

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

EINDINGS
No record that Primary Care Giver (PCG) trained SCG for
insulin administration.

PART 1
DID YOU CORRECT THE DEFICIENCY?
= A LRI 1 TN 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
(e)(4)
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN
Be trained by the primary care giver to make prescribed USE THIS SPACE TO EXPLAIN YOUR FUTURE
medications available to residents and properly record such PLAN: WHAT WILL YOU DO TO ENSURE THAT
action. IT DOESN’T HAPPEN AGAIN?
FINDINGS i
No record that Primary Care Giver (PCG) trained SCG for )
insulin administration. r / ﬁ(fr/lé)] e
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (d)

Current menus shall be posted in the kitchen and in a
conspicuous place in the dining area for the residents and
department to review.

FINDINGS

No¢ menu for special diet orders “No sugar/dairy” and
“lactose free, carb controlled.”
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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
§11-100.1-13 Nutrition. (d) PART 2
Current menus shall be posted in the kitchen and in a
conspicuous place in the dining area for the residents and
department to review. FUTURE PLAN

FINDINGS

No menu for special diet orders “No sugar/dairy” and
“lactose free, carb controlled.”
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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
Date
§11-100.1-13 Nutrition. (i) PART 1

Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shalt
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS

Resident #1 - Physician ordered two (2) different diet orders
on 2/22/2023, “No sugar/dairy” and “lactose free, carb
controlled.” Orders were not clarified.

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

§11-100.1-13 Nutrition. (i) PART 2
Each resident shall have a documented diet order on g
admission and readmission to the Type 1 ARCH and shall
have the documented diet annually signed by the resident’s FUTURE PLAN g “4
physician or APRN. Verbal orders for diets shall be ok, &
recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTH4 =
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE Tﬂgz o
obtained during the next office visit. IT DOESN'T HAPPEN AGAIN? 52; <

z > o
FINDINGS @ = e

Resident #1 — Physician ordered two (2} different diet orders
on 2/22/2023, “No sugar/dairy” and “lactose free, carb
controlled.” Orders were not clarified.
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FINDINGS
Refresh Plus eye drops were left in resident’s bedroom #2.

No order to keep the medication on bedside.

RULES (CRITERIA) PLAN OF CORRECTION o o | CApletion
#..,g Date

§11-100.1-15 Medications. (b) PART 1 MO

Drugs shall be stored under proper conditions of sanitation, gé%’ —
temperature, light, moisture, ventilation, segregation, and oEx o
security. Medications that require storage in a refrigerator DID YOU CORRECT THE DEFICIENCY_ I"% o
shall be properly labeled and kept in a separate locked =z —
container. USE THIS SPACE TO TELL US HOW YOU \Lo.

CORRECTED THE DEFICIENCY

pdated broer for R'/TS:’%
Pl g TPS TR "
QY\W\U& md\}r o \V\M&D \
SV, % hy keh %O\WP
mmwm. @flom“"jd) ™
/oks O
progpc e /)
"a{ﬁ@&f’w/ &O/Off

4 i1boz

4

=3




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b) PART 2
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and FUTURE PLAN

security, Medications that require storage in a refrigerator
shall be properly labeled and kept in a separate locked
container.

FINDINGS
Refresh Plus eye drops were left in resident’s bedroom #2.
No order to keep the medication on bedside.

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
§11-100.1-20 Resident health care standards. (a} PART 1
The primary and substitute care giver shall provide health
care within the realm of the primary or substitute care giver's
capabilities for the resident as prescribed by a physician or DID YOU CORRECT THE DEFICIENCY?
APRN.,
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1 — No record that PCG was trained for insulin
administration and glucose monitoring.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-20 Resident health care standards. (a) PART 2
The primary and substitute care giver shall provide health
care within the realm of the primary or substitute care
giver's capabilities for the resident as prescribed by a FUTURE PLAN

physician or APRN.

FINDINGS

Resident #1 — No record that PCG was trained for insulin
administration and glucose monitoring,

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

§11-1006.1-20 Resident health care standards. (a)
The primary and substitute care giver shall provide health
care within the realm of the primary or substitute care giver's

capabilities for the resident as prescribed by a physician or
APRN.

FINDINGS
Resident #] — No record that PCG trained SCG for glucose
monitoring.

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. (a) PART 2
The primary and substitute care giver shall provide health
care within the realm of the pnimary or substitute care FUTURE PLAN

giver's capabilities for the resident as prescribed by a
physician or APRN.

FINDINGS

Resident #1 — No record that PCG trained SCG for glucose
monitoring.
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USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU PO 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. (h)(3) PART 1

The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers.

All Type I ARCHs shall comply with applicable state laws
and rules relating to sanitation, health, infection control and
environmental safety;

FINDINGS
Moare than five (5} flies seen in the kitchen.

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
D | §11-100.1-23 Physical environment. (h)(3) PART 2
The Type I ARCH shail maintain the entire facility and
equipment in a safe and comfortable manner to minimize FUTURE PLAN

hazards to residents and care givers.

All Type I ARCH:s shall comply with applicable state laws
and rules relating to sanitation, health, infection control and
environmental safefty;

FINDINGS
More than five (5) flies seen in the kitchen.

USE THIS SPACE TOEXPLAIN 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. {o}1)XD) PART 1

Bedrooms:
General conditions:
Bedrooms shall not be used for recreation, cooking, dining,

storage, bathrooms, laundries, foyers, cotridors, lanais, and
libraries;

FINDINGS

Packages of new disposable underwear were stored in
resident’s bedroom #4. PCG removed the packages from the
room during inspection.

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
[ [ §11-100.1-23 Physical environment. (o)(1)(D) PART 2
Bedrooms:
General conditions: FUTURE PLAN

Bedrooms shall not be used for recreation, cooking, dining, USE THIS SPACE TO EXPLAIN YOUR FUTURE
storage, bathrooms, laundries, foyers, corridors, lanais, and | PLAN: WHAT WILL YOU DO TO ENSURE THAT
libreries; IT DOESN’T HAPPEN AGAIN?

FINDINGS
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Licensee’s/Administrator’s Signature: \—/@"W/’h{ [/D

Print Name: m“{,] lerw u. 7 oo lh

Date: Zj"?/@’@
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