Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: J.C. CHAPTER 100.1

Address:

Inspection Date: June 23, 2023 Annual
203 Awa Place, Kihei, Hawaii 96753

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.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel. staffing and family requirements. PART 1

(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

Substitute Care Giver (SCG) #1 — No current annual
physical exam.

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 FUTURE PLAN

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
Substitute Care Giver (SCG) #1 — No current annual
physical exam.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

Wil menwnd Sca B mendfia
WQ“ anawa| B (& Ao
\733 4—06'%, ph,m, ol e

Wil ravew Hecorda, L %\N\
;ﬂ; 9809 Mo&w?‘v& OINML % ‘ﬁ(

GHISHISH] 31918
§aHO-HOA

311G

R AD

=

T

.
o
My
Y
3

124 2-9W €L




RULES (CRITERIA)

PLAN OF CORRECTION

Completion

§11-100.1-9 Personnel. staffing and family requirements.
(b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

SCG #1 - No documented evidence of initial/2-Step
tubercuiosis clearance.

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
(b
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
SCG #1 — No documented evidence of initial/2-Step IT DOESN’T HAPPEN AGAIN?
tuberculosis clearance. . ,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART §
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type Ll ARCHs
licensed to provide special diets may admit residents DID YOU CORRECT THE DEFICIENCY?
requiring such diets. :
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1 ~ Diet order from 5/26/2022 = soft until
dentures. Diet type was not clarified with the physician. w . ’
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RULES (CRITERIA)

PLAN OF CORRECTION

§11-100.1-13 Natrition. (1)

Special diets shall be provided for residents only as ordered -

by their physician or APRN. Only those Type I ARCHs
licensed to provide special diets may admit residents
requiring such diets,

FINDINGS
Resident #1 — Diet order from 5/26/2022 = soft until
dentures, Diet type was not clarified with the physician.

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THA'T
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports. (a)(1) PART 1
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or

[ @
transfer of a resident there shall be made available by the . DID YOU CORRECT THE DEFICIENCY?

licensee or primary care giver for the department’s review:

ﬁSE THIS SPACE TO TELL US HOW YOU
Documentation of primary care giver's assessment of CORRECTED THE DEFICIENCY

resident upon admission;

Resident #1 — Admission assessment incomplete. Multiple -1:\ QA f‘b(,j]' @$‘3€/§S J”]L@l‘/\ﬂ[' 4 W} Lg ( ﬂ\f-l[ ( 27
sections not filled out.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. {a)(1)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of primary care giver's assessment of
resident upon admission;

FINDINGS

Resident #1 ~ Admission assessment incomplete. Multiple
sections not filled out,

PART 2

FU"Ej‘UR.E PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT BOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(4) PART 1

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

A report of a recent medical examination and current
diagnosis taken within the preceding twelve months and
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies;

FINDINGS

Restdent #1 — No documented evidence of initial/2-Step
tuberculosis clearance.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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FINDINGS

for tuberculosis shall follow current departmental policies;

Resident #1 — No documented evidence of initial/2-Step
tuberculosis clearance.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
D<) 1 §11-100.1-17 Records and reports. (a)(4) PART 2 N
The licensee or primary care giver shall maintain individual : : L i:
records for each resident. On admission, readmission, or FUTURE PLAN ?”‘r 44 3
transfer of a resident there shall be made avaiiable by the ‘ M g
licensee or primary care giver for the department’s review: USE THIS SPACE TO EXPLAIN YOUR FUTURE : =
A report of a recent medical examination and current PLAN: WHAT WILL YOU DO TO ENSURE THAT -3
diagnosis taken within the preceding twelve months and IT DOESN'T HAPPEN AGAIN? o ~
report of an examination for tuberculosis, The examination B
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and repozts. (a)(7) PART 1
The licensee or primary care giver shal} maintain individual
records for each resident. On admission, readmission, or

2
transfer of a resident there shall be made available by the DID YOU CORRECT THE DEFICIENCY :

licensee or primary care giver for the department’s review:

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Height and weight measurements taken;

FINDINGS

Resident #! — Height and weight not taken on admission. QL <t wj( W J(OQ&{_LU\ {Dg\-'j( "%Sf ‘ )
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RULES (CRITERIA) PLAN OF CORRECTION | Com . ion
Ao
>3] | §11-100.1-17 Records and reports. (a)(7) P AI:L 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or - o i
transfer of a resident there shall be made available by the FUTUR 7 PLAN
licensee or primary care giver for the department’s review: )
USE THIS SPACE TO EXPLAIN ¥OUR FiITURE
Height and weight measurements taken; PLAN: WHAT WILL YOI DO TC EMSUL'L THA'Y
IT DOESN'T HAPPEN £ GAIN?
FINDINGS ~ i '
Resident #f — Height and weight not taken on admission. 1y :
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Licensee’s/Administrator’s Signature: [/\&U{JM\H\O" g@%“’{j"’
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Licensee’s/Administrator’s Signature: OMLWU@& M&WW
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Licensee’s/Administrator’s Signature: ('/ %Mﬂ’ O MW w

Print Name: C}(‘U‘(L\,k\[} lGLW”l‘
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