Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: CHAPTER 100.1
Castanaga, Imelda (ARCH/Expanded ARCH)

Address: Inspection Date: August 17, 2023 Annual
94-972 Lumimoe 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.
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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 fora
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.

FINDINGS
Substitute Caregiver (SCG) #1 — Primary caregiver (PCG)
training unavailable for review.

Submit a copy with plan of correction.

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
(&)(4)
The substitute care giver who provides coverage for a period FUTURE PLAN

less than four hours shall:

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

FINDINGS

Substitute Caregiver (SCG) #1 — Primary caregiver (PCG)
training unavailable for review.

Submit a copy with plan of correction.

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
§11-100.1-15 Medlgatzons (a) PART 1 .

-+« Ji-All medicines preseribed by physicians and d:spensed by
: pharmac:sts shall be deemed properly. labeled so long as.no .
i changes to-the label havé been'made by the licensee, - L
| iptimaryicare giver or any ARCH/Expanded ARCH staff,
. i{vand; pilisimedications aré not removed:from the original \/ .}
““Jilabeled container, other than for administration of
“}imedications. The storage shall be in a staff controlled work
‘ptbabinet-counter apart from elthel resident's bathrooms or

bedrooms.

FINDINGS

;| Resident #1' = The following medication orders dated 6/ 1123,
‘}iand;subsequent:medication bottle labels are mcomplete

(m:ssmg PRN md:cation)
R -‘Acetammophen 500mg 2 tab q 4hrs as needed”

Prnend pf R luticasone nasal spray (Flonase) 50meg 1 spray

to both nostrils 2x a day as needed” :

i qumit’rewsedJmedlcatmn orders with p]an of correction.

1 {DID YOU CORRECT THE DEFICIENCY?

i iUSE' THIS SPACE TO TELfJ US HOW YOU
+ CORRECTED THE DEFICIENCY
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-1 Resident #1 —
1] 6/1/23, and subsequent medication bottle labels are

o} iprimarycare giver or any ARCH/Expanded ARCH staff
«. |-and pills/medications are hot fémoved from thelotiginal " -

:labeled container, other than foradministration'of ; ;
:medications, The storage shall be in astaff controlled work ;

'.; ztcablllet-counter apart from either resident's bathrooms or

bedrooms.

FINDINGS
The following medication orders dated

incomplete (missing PRN indication):

as hieded*Acetdminophen 500mg 2 tab q 4hrs as needed”
vanc @ sefEluticasone nasal spray (Flonase) 50meg 1 spray
to both nostrils 2x a day as needed”

i~ .| Submitirevised medication orders with plan of correction.
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+ USKE 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
o Date
S | §11-100.1-15 Medications, () T PART 2 .
< ann |- Allimedicines prescribed by physicians and dlspensed by S
pham)aclsts shall be deemed properly labeled so lang asno
| changes to the label have been made by the licensee; - FUTURE PLAN

f f//é&

-
Ty ey
P feRes )
i s *k
L e ‘ ,
. Ao HECLIVED
5
NOV - 17073



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(1)
During residence, records shall include:

Annual physical examination and other periodic
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of
annual re-evaluation for tuberculosis;

FINDINGS
Resident #1 — Annual tuberculosis clearance unavailable for
review.

Submit a copy with plan of correction.

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

§11-100.1-17 Records and reports. (§)t1)

During résidence, records shall includig

Annual physical exainination and oth?éi%iaériodic
examinations, pertinent immpnizatioﬁ}é,evaluations,
progress notes, relevant laboratory repotts, and a-teport of

annual re-evaluation for tuberculosis; |
! ;

FINDINGS | LN

Resident #1 - Annualtuberculosis 'cle'::araﬁce :tlﬁavéifabiéffor

PART 257
- %

FUTURE PEAN
USE THIS SPACE TO-EXPLAIN YOUR FUTURE

IT DOESN’T HAPPEN AGAIN?

Sl N R S tis t y .
Ve U SR e et e el e . fn‘o L
| . ’ i ) - -

PLAN: WHAT WILL YOU DO TO ENSURE THAT" |-

R AR

review. . j L view
Submit a copy with plan of correction. Clohil o cngy v
i £
i E
i 4
i
!
Z
i
i
i
@
Ky }
1
. 7

NOYV ~ 1

HITT
JEAG



Licensee’s/Administrator’s Signature: g"-&% /. W—C&J

d
Print Name: ZMEELDH B .CHS THNAH
Date: /0/‘5/ /_9@
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