Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility's Name: RJ Santiago ARCH & E-ARCH

CHAPTER 100.1

Address: 94-571 Loaa Street, Waipahu, H1 96797

Inspection Date: July 21, 2023 Annual

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. S
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-7 General operational policies. (a)(2)

Generai operational policics of an ARCIT or expanded
ARCH shall be submitted by the applicant in writing o the o
department prior to licensure and shall include, but shall DID YOU CORRECT THE DEFICIENCY? Y&9

not be himited to:

PART 1

USE THIS SPACE TO TELL US HOW YOU
Types of services to be provided to residents which at CORRECTED THE DEFICIENCY

minimum shall include activities of daily living:

FINDINGS T\"e" E‘L‘\“‘ u-@m Wy Cgr~acad

When it is deemed appropriate for a resident to self- ){'!‘6 Q
administcr their own insulin by Physician's order. the care UM A'V—'&/
home is required to develop Policies and Procedures ?

pertaining to the following: &}/ﬁ%\,ﬁ&:} QH\ A ’b

O Proper storage. maintenance, testing. and cleaning \}Q\u
of the gluco:%]eter. ¥ b “ V\S“Q‘V\ HLW
O Proper storage of insulin and any associated AN ,d , LY d X,
supplies. AN l}/ \
O llow the carc home will monitor and document p Cﬁ \-( \)YLWU/ )rl) Jf\!\ 2 w
the resident’s self-administration, ensuring
resident is administering the correct dose. Plan Q—&/ ?ﬂ\%
must include who is responsible for doing the

monitoring and documenting.

0 How the care home will monitor and document
the self-testing of blood sugar (if applicable). The
policy must include whe is responsible for the
monitoring and documenting,

1 How the vare home will maintain proper sharps

disposal. o3
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

$11-100.1-7 General operational policies. {a)(2)
General operational policies of an ARCI or expanded
ARCH shall be submitted by the applicant in writing to the

department prior to licensure and shall include, but shall not
be limited to:

Types of services to be provided to residents which at
minimum shall include activities of daily living:

FINDINGS

When it is deemed appropriate for a resident to self-
administer their own imsulin by Physician’s order, the care
home is required to develop Policies and Procedures
pertainmg to the following:

[1 Proper storage, maintenance, testing, and cleaning
of the glucometer,
Proper storage of insulin and any associated
supplies,
HTow the care home will monitor and document the
resident’s sell-administralion, ensuring
resident is administering the correct dose. Plan
must include who is responsible for doing the
monitoring and documenting,
How the care home will monitor and document the
setf-testing of blood sugar {if applicablc). The
policy must include who is responsible for the
monitoring and documenting.
How the care home will maintain proper sharps
disposal,

O

PART 2
FUTURE PLAN

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

§11-100.1-8 Primary care giver qualifications. {2)(9)

The licensce of a Type [ ARCIH acting as a primary carc
giver or the indiy iduatl that the licensee has designated as the
primary care giver shall:

Have achieved acceptable levels of skill and training in first
aid, nutrition, cardiopulmonary resuscitation, and
appropriate nursing and behavior management as required
for care of all residents admitted to the Type | ARCH;

FINDINGS
When it is deemed appropriate lor a resident to sclf-
administer their own insulin by Physician’s order, the care
home is required to have documented evidence of training
Tor all carce givers provided by a Registered Nurse or
Physician/APRN on the following:
O  Proper storage, maintenance, testing. and cleaning
of the glucometer.
£} Proper storage of insulin and any associated
supplics.
L3 Proper monitoring and documentation of the
resident’s sell-administration, ¢nsuring
resident is agministering the correct dose.
Proper monitoring and documentation of the self-
testing of blood sugar (if applicable).
Proper sharps disposal.
Signs and symptoms of hypo:’hypcr glycemia,
PlOp\,r response by carc givers upon obscrvation ol
signs and symptoms of hypo/hyper glyecemia.
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PART 1

DID YOU CORRECT THE DEFICIENCY? YE4

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Y have epvandded, Wil o

Ms-\ro-v& SRy —‘m Rmd_{/
—\”«L—‘r\'mw\
Coswc Vg

%W%A«w%

a\g o>

Alac,

€.

0€: Oy 8- d3




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-8 Primary care giver qualifications. (a)(9) PART 2
The licensee of a Type 1 ARCII acting as a primary carc
giver or the individual that the licensce has designated as the
primary care giver shalt: FUTURE PLAN

Have achieved acceptable levels of skill and training in first
aid, nutrition, cardiopulmonary resuscitation, and
appropriate nursing and behavior management as requircd
for care of alt residents admitted 1o the Type I ARCH:

FINDINGS
When it is deemed appropriate lor a resident Lo self-
administer their own insulin by Physician’s order, the care
home is required to have documented evidence of training
[or all care givers provided by a Registered Nurse or
Physician/APRN on the following:
O Proper storuge, maintenance, testing, and cleaning
of the glucometer.
[J  Proper storage of insulin and any associated
supplics.
[} Proper monitoring and documentation of the
resident’s sclf-administration, ensuring
resident is administering the correct dose.
Proper monitoring and documentation of the sell-
testing of blood sugar (it applicable).
Proper sharps disposal.
Signs and symploms ol hypofhypcr glycemia,
Propu response by care givers upon observation of
signs and symptoms of hype/hyper glycemia.
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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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admission and readmission to the Type | ARCH and shall
have the documented diet annually signed by the resident’s
physicran or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and weritten

confirmation by the attending physician or APRN shall be
abtained during the next office visit,

FINDINGS

Resident #1 — 4/3/23 Physical exam states "regular” diet,
however. resideat s diagnosed with DME and is on two
ditferent insulins. Please clarify with new diet order that
resident does not require a diabetic dict with justification.
OR have Physician/APRN order resident a diabetic diet.
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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 dict order on

DID YOU CORRECT THE DEFICIENCY? 1_@9

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

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 — 4/3/23 Physical exam states “regular™ diet,
however, resident is diagnoscd with DMIT and is on two
different insulins. Please clanfy with new diet order that
resident docs not require a diabetic dict with justification.
OR have Physician/APRN order resident a diabetic dict.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN'T HAPPEN AGAIN?
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PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (i} PART 2
Each resident shall have a documented dict order on
admission and readmission 1o the Type 1| ARCH and shall
have the documented diet annually signed by the resident’s FUTURE PLAN
physician or APRN. Verbal orders for diets shall be
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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 rcadmission to the Type | ARCH and shall
have the documented diet annually signed by the resident’s
physiciun or APRN. Verbal orders for diets shall be
recorded on the physician order shect and written

confirmation by the attending physician or APRN shull be
obtained during the next office visit.

FINDINGS

Resident #2 — 9/4/22 Physical exam states resident has a
diagnosis of DMIL Physician notes that resident’s DMIL s
“Diet Controlled”, however, resident is on a repular diet.
Pleasc clarify with new dict order that resident does not
require a diabetic diet, and a regular dict is okay

DID YOU CORRECT THE DEFICIENCY? \lt;g

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 rcsident shall have a documented dict order on

admission and rcadmission to the Type | ARCH and shall

have the documented diet annually signed by the resident’s MBE—LAN—

physician or APRN. Verbal orders for diets shall be

recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTURE

confirmation by the attending physiciun or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT

obtained during the next office visit. IT DOESN’T HAPPEN AGAIN?

FINDINGS

Resident #2 — 9/4/22 Physical exam states resident has a mw “r?ruh. M W

dmgnosns of DML, Physician notes that resident’s DMII is .;Q\a, Ra 9

“Diet Controlled”, however, resident is on a regular diet. ™ “6 B MQVL m 1 \13
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Plcasc clarify wnh new dict order that resident does not
requirc a diabetic dict, and a regular dict is okay.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (n) PART 1
Sclf administration of medication shall be permitted when it

is determined 1o be a safe practice by the resident, famity,
legal guardian, surrogate or case manager and primary
carc giver and authorized by the physician or APRN.
Written procedures shall be available for storage,
monitoring and documentation.

FINDINGS

Resident #1 — Resident must seif-administer insulin unless it
is administered by a registered nurse.

¢ Documented evidence declaring that resident,

family, legal guardian or surrogale, casc manager,
primary care giver feel that it is safe for resident to
self~administer insulin is required.

Physician’s order is also required for resident to
self-administer their own insulin provided
Physician deems it is appropriate.

DID YOU CORRECT THE DEFICIENCY? YES

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$11-100.1-15 Medications, (n) PART 2
Scit administration of medication shall be permitted when it
is determined Lo be a sale practice by the resident, family, FUTURE PLAN

legal guardian, surrogatc or casc manager and primary
care giver and authorized by the physician or APRN.
Written procedures shall be available for storage,
monitoring and documentation.

FINDINGS
Resident #1 — Resident must self-administer insulin unless it
is administered by a registered nurse.

s Documented cvidence declaring that resident,
family, fcgal guardian or surrogate, casc manager,
primary care giver feel that it is safe for resident to
self-administer insulin is required.

+  Physician’s order is also required for resident o
sclf-administer their own insulin provided
Physician dcems it is appropriate.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: %\’&"d

Print Name: A\AL\E‘T SKNT\ k(‘: U
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