Oftfice of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

'Faé-i-lity’s Name: Nenita’s

CHAPTER 100.1

Addresg;: 5193 Likini St., Honolulu, ITT 96818

Inspection Date: Septcmbei' 27, 2022 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IFIT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.,

YOUR PLAN OF CORRECTION MUST RE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,

08/16/16, Rev 09:09/16, 04/ 16/18

WITHOUT YOUR RESPONSE,
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RULES (CRITERIA)

§11-100.1-3 Licensing. (b)(1)(I)
Application.

In order to obtuin a license, the applicant shall apply 1o 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;

INDINGS
Primary Care Giver (PCG), Substitute Care Giver
(SCG#L, SCGH2, SCGH3, and SCG #4:
Nu cvidence of fieldprint background check available for
review.

PLAN OF CORRECTION

Completion
Date

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED TIIE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
!?te
> | §11-100.1-3 Licensing, (b)(1)(I) PART 2 D o
Apphcation, gaa
M
In order to obtain a licensc, the applicant shall apply to the FUTURE PLAN gz‘.?,
diregtor upun [orms provided by the department and shiall mEx

provide any information required by the departinent to
demonstrate that the applicant and the ARC1I or expanded
ARCH have met all of the requirements of this chapter. The
following shall accompany the application:

Documented evidence stating that the licensec, primary care
giver, family members living in the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCII,
and substitute care givers have no prior felony or abuse
convictions in a court of law;

FINDINGS

Primary Care Giver (PCG), Substituie Care Giver (SCG)#1,
SCG#2, SCGH3, and SCG #4:

No evidence of fieldprint background check available for
review.

USE THIS SPACE TO EXPLAIN YOUR FUTUEP %
PLAN: WHAT WILL YOU DO TO ENSURE THAT=
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
, Date
D | §11-100.1-9 Personncl, staffing and family requirements. PART 1

(b)
All individuals who either reside or provide care or services

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

evidence of an initial and annual tuberculosis clearange,

USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY
SCG#] — No evidence of annual tuberculosis (TB)

) clearance, | \/‘QFS. wr&_c;\—{é

SCG#4 - No evidence of history of positive TB skin test,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffling and family requirements. PART 2
(b)
All individuals who citlier reside or provide care or services
to residents in the Type | ARCH shall havc documented EUTURE PLAN " u!
evidence of an initial and annual tuherculosis clearance. : = ot
USE THIS SPACE TO EXPLAIN YOUR FUTURE ggﬁ g
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT :E% w
SCG#1 — No cvidence of annual mberculosis {TB) IT DOESN'T HAPPEN AGAIN? E:x - S
clearance. ._”?.g% =
(TR Z ™
SCGH#4 — No evidence of listury ol positive TB skin test. MM J‘-'hf"‘ L"G@I'M &4
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RULES (CRITERIA) i PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family rcquirements. PART1 '
(c1)(3)
The substitute care giver who prevides coverage for a period o
less than four hours shall, DID YOU CORRECT THE DEFICIENCY?
Be currcntly ccrtified in first aid; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
SCG#3 — Do documented evidence of current First Aid A~ '
Certification, T l A -7 \ WY‘L&;‘-GQ
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RULES (CRITERIA) PLAN OF CORRECTION Complction
_ Date
£11-100.1-9 Personnel, stuffing and family requirements. PART 2
()(3)
The substitute care giver who provides coverage for a period
less than four hours shall; FUTURE PLAN &
@8
Be currcatly certified in first aid: USE THIS SPACE TQ EXPLAIN YOUR FUTUREZL S
PLAN: WHAT WILL YOU DO TO ENSURE THA'I:: T 3 ;
FINDINGS , o IT DOESN’T HAPPEN AGAIN? 28 B
SCG#3 —_Do documented evidence of current First Aid x __%
Certitication. U\A J(RJ\A' g g_ :3
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RULES (CRITERIA)

PLAN OF CORRECTION

Complction
Date

$11-100.1-9 Personnel, staffing and family requirements,
(©)4)

The substitute carc giver who provides coverage for a period
less than four hours shall;

Be traincd by the primary care giver to make prescribed

medications available to residenty and properly record such
aclion.

FINDINGS
SCG#1 - No documented evidence of FCG training to make

prescribed medicaliuns available and how to record such
action.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

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

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

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

FINDINGS

SCG#4 — No documented evidence of PCG training to make
prescribed medications available and how to rccord such
action.
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PLAN OF CORRECTION Completion
PART 2 :p!
me o
o
FUTURE PLAN ag1
%ﬁ;
USE THIS SPACE TO FXPLAIN YOUR FUTURE E =

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Complction
Date
§11-100.1-9 Personnc!, staffing and family requirements. PART 1
(H(1}
The substitte care giver who provides coverage for a period A .
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection {c) shall: :
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in curdiopulmonary resuseitation; CORRECTED THE DEFICIENCY
FINDINGS
SCG#3 — No documentation of current CPR certification. - \/M—| WLM
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RULES (CRITERIA)

§11-100.1-9 Personnel, staffing and family requirements.
(H(1)

The substitute care giver who provides coverage for a period
greater thun four hours in addition to the requirements
specified in subsection (e) shatl:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
SCGH3 -- No documentation of current CPR certification.

PLAN OF CORRECTION Completion
o Date
PART 2

FUTURE PLAN . O

>
USE THIS SPACE TO EXPLAIN YOUR FUTURE § ~
PLAN: WHAT WILL YOU DO TO ENSURE THATS2S &3
IT DOESN’T HAPPEN AGAIN? -
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RULES (CRITERIA)

PLAN OF CORRECTION

§11-100.1-14 Focod sanitation. (e)
A metal stem (hermometer shall be available for checking
cold and hot food temperatures.

FINDINGS

No metal stem thermometer to measure hot and cold
temperalures available.

Completion
Date

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

~Yes 1 Al

alvis

-H00

NISN3QIT 31ViS
YIHT

livavh 40

B

o2

12

BGEd 8ZNF €

BgG:ZL ‘'eg 6T unr

#O

8Zrores808

gLd



Completion

RULES (CRITERIA) PLLAN OF CORRECTION
Date ¢
§11-100.1-14 Food sanitation. (¢) PART 2 ﬂ
A metal stem thermometer shall be availahle for checking, ;10?“.,‘ ; :
cold and hot food temperatures. FUTURE PLAN :%g N
e R W2 A n: o0
FINDINGS e 5%
No mectal stem {hermometer to measure hot and cold USE THIS SPACE TO EXPLAIN YOUR FUTURE g g ’:3
lemperatures available. PLAN: WHAT WILL YOU DO TO ENSURE THAT &
IT DOESN’T HAPPEN AGAIN? et
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation, (f) PART 1

Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies.

FINDINGS

Two can of roach spray located in residents’ room,

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 Complgsion
@ o Date
§11-160.1-14 Food sanitation, (f) PART 2
Toxic chemicals and cleaning agents, such as insecticides, g_
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely siored apart from any food supplies. FUTURE PLAN

FINDINGS
Twa can of roach spray located in residents’ room.

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. (f)(4) PART 1
General rules reparding records:
All records shall be complete, accurate, current, and readily DID YOU CORRECT THE Dw
available for review by the department or responsible
placement agency. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Resident #1 - Emergency information incomplete ‘e{ -+ ‘ . g
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and rcports. (f}(4) PART 2
General rules regarding records:
All records shall be complete, accuraie, current, and readily FUTURE PLAN

available for revicw by the department or responsible
placement agency.

FINDINGS
Resident #]1 — Emergency infonnation incompletc

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)

] 1 §11-100.1-89 Medications. (1)
In addition to the requirements in subchapter 2 and

subchapter 3. the {oflowing shull apply 10 an expanded
ARCH:

Injectable medications shall be adminisiered by a licensed
nurse, wmless physician orders permit an expanded ARCH
resident 1o self-injeet. The registered nurse casc manager
may delegate this task according to rules cslablislied by (he
Board of Nursing. The licensee or primary care giver shall
mointein written policies and procedures outlining this
responsibility;

FINDINGS

Resident #1 — Resident started on sliding seale insulin in
March ol 2022. PCG does not have curreit RN license and
is administering insulin to Resident wha cannot sclf-
administer.

PLAN OF CORRECTION

Date

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
ate

8085946428

§11-100.1-86 Medications. (1) PART 2 @ o
In addition to the requirements in subchapter 2 and ga;
subchapter 3, the following shall apply to an expanded mom
o FUTURE PLAN mem
oo™
M=

Injectable medications shall be administered by a licensed
nurse, unless physician orders permit an expanded ARCH
resident to seif-inject. The registered nurse casc manager
may delegate this lask according to rules established by the
Board of Nursing. The licensec or primary care giver shall
maintain written pulicies and procedures outlining this
responsibility;

FINDINGS
Rcesident #1 — Resident started on sliding scale insulin in
March of 2022, PCG does not have current RN license and

is administering insulin to Resident who cannot self-
administer.

USE THIS SPACE TO EXPLAIN YOUR FUTH
PLAN: WHAT WILL YOU DO TO ENSURE THEAE
IT DOESN’T HAPPEN AGAIN?
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In addition to the requircments in subchapter 2 and

subchapter 3, the tollowing shall apply to an expanded
ARCH:

Tyjucluble medications shall be administered by a Licensed
nurse, unless physician orders penmit an expanded ARCH
resident to self-inject. The registered nurse case manager

muy delegate this task according to rules established by the

Board of Nursing. ‘The licensee or primary care giver shall

maintain written policies and procedures outlining this
responsibility;

FINDINGS

Resident #2 - PCG does not have current RN license and is

administering insulin to Resident. No order from Physician
for resident to self-inject.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-89 Medications. (1) PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

§11-100.1-89 Medications, (1)

In addition to the requirements in subchapter 2 and
subchapter 3, the following shall apply to an expanded
ARCH:

Injectable medications shall be administered by a licensed
nurse, unless physician orders permit an cxpanded ARCII
restdent to selt-inject. The registered nurse case manager
may delegate this task according to rules established by the
Board of Nursing. The licensee or primary care giver shall
maintain written policies and procedures outlining this
responsibility;

FINDINGS

Resident #2 - PCG does not have current RN license und is
administering msulin to Resident. No order from Physician
for resident to self-inject.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN OF CORRECTION Completion
Date
PART 2
FUTURE PLAN

PLAN: WHAT WILL YOU DO TO ENSURF. THAT

IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: W N -\W’—& Y ‘-’\-f O CH’\
Print Namc: U)?N e MD CL)\‘&& -"'j\\%
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