Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Malamaimua Care Home CHAPTER 100.1
Address: Inspection Date: April 17,2023 Annual
47-508 Ha’anopu Way, Kaneohe, Hawaii 96744

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
®
All individuals who either reside or provide care or services = .
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY? \ ‘%\ 2023
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #2: No documented evidence of annual
tuberculosis clearance. Tuberculosis clearance form
submitted to department for review is incomplete, no date \ . Ao Gl
of when skin test was administered, no date of when it was \_C\‘\;& ('/JY Pf“\w\(‘,\\ '3(\3‘%9'\0- Q,-.\.Xﬁ}%\Q &CW'
read, incomplete signature of who read skin test, unclear ‘
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
Ei)l)l dividuals who eith id id T servic ‘5\\\1013
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 fuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
w ] . PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #2: No docm}’lented evidence of ann‘ual tuberculosis IT DOESN’T HAPPEN AGAIN?
clearance. Tuberculosis clearance form submitted to
department for review is incomplete, no date of when skin
test was administered, no date of when it was read, . .o o rﬂﬁ
incomplete signature of whe read skin test, unclear who QM\\%Q M W"C\O\Q/ Q»Q{j‘w\ v 7
administered test and where it was administered. ) .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
' Date
§11-100.1-13 Nutrition. (1) PART 1
Special diets shall be provided for residents only as ordered t;\\ \ 101’7
by their physician or APRN. Only those Type I 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 #2: Order of “Consistent carbohydrate diet”. No
documented evidence special diet is being provided.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-13 Nautrition. (I) PART 2
Special diets shall be provided for residents only as ordered Sy \?_OZ}
by their physician or APRN. Only those Type | ARCHs
licensed to provide special diets may admit residents FUTURE PLAN
requiring such diets.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #2: Order of “Consistent carbohydrate diet”. No IT DOESN’T HAPPEN AGAIN?
documented evidence special diet is being provided.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-15 Medications. (a) PART 1
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee, primary
care giver or any ARCH/Expanded ARCH staff, and
pills/medications are not removed from the original labeled
container, other than for administration of medications. The
storage shall be in a staff controlled work cabinet-counter o .
apart from either resident's bathrooms or bedrooms. Correctlng the deﬁCIen Cy
FINDINGS fter-the-factis n
Resident #3: Atorvastatin unlocked at bedside. Removed alte t ¢-1a t S Ot
from bedside during inspection. pra ctical/appropriate FOI-
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this deficiency, only a future
plan is required.
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changes to the label have been made by the licensee, primary
care giver or any ARCH/Expanded ARCH staff, and
pilis/medications are not removed from the original labeled
container, other than for administration of medications. The
storage shall be in a staff controlled work cabinet-counter
apart from either resident's bathrooms or bedrooms.

FINDINGS
Resident #3: Atorvastatin unlocked at 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
§11-100.1-15 Medications. (a) PART 2
All medicines prescribed by physicians and dispensed by _
pharmacists shall be deemed properly labeled so long as no FUTURE PLAN SH hm’b

LY €11 e

?




A,

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 1
All medicines prescribed by physicians and dispensed by g \ \ \202_9
pharmacists shall be deemed properly lzbeled so long as no
changes to the label have been made by the licensee, primary DID YOU CORRECT THE DEFICIENCY?
care giver or any ARCH/Expanded ARCH staff, and
pills/medications are not removed from the original labeled USE THIS SPACE TO TELL US HOW YOU
container, other than for administration of medications. The CORRECTED THE DEFICIENCY
storage shall be in a staff controlled work cabinet-counter
apart from either resident's bathrooms or bedrooms.
FINDINGS Wt ~rlehod M\wo\ haSd) g
Resident #2: unlabeled acetaminophen 325mg tabs in
medication cabinet. \ \mlu N \p-h(a- 0.0 Q2 G ‘1‘\%\14%
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X | §11-100.1-15 Medications. (a) PART 2
All medicines prescribed by physicians and dispensed by s\ \10—,_.?
pharmacists shall be deemed properly labeled so long as no FUTURE PLAN

changes to the label have been made by the licensee, primary
care giver or any ARCH/Expanded ARCH staff, and
pills/medications are not removed from the original labeled
container, other than for administration of medications. The
storage shall be in a staff controlled work cabinet-counter
apart from either resident's bathrooms or bedrooms.

FINDINGS
Resident #2: unlabeled acetaminophen 325mg tabs in
medication cabinet.

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 Medications. (c) PART 1
Separate compartments shall be provided for each resident's S \ \ 120 ,)_7)
medication and they shall be segregated according to
external or internal use, DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #3: Oral and ophthaimic medications not CORRECTED THE DEFICIENCY
segregated.
UW\W‘?\Q et Covpusmg, %PQQPM O et
B2 eodd oo o \olodud “glec
I, O\a ongd \nedicohonns  qpeneld
i
=
m—]
v
-1
o

10



P

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (c) PART 2
Separate compartments shall be provided for each resident's S \ ‘ ’1"‘10);9
medication and they shall be segregated according to FUTURE PLAN
external or internal use.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #3: Oral and ophthalmic medications not PLAN: WHAT WILL YOU DO TO ENSURE THAT
segregated. IT DOESN’T HAPPEN AGAIN?
Cowl) Code fr, madione Sobiod
Lo \\\C@ Aol Ocewntd CMW&
by 06 Yl ool 47 oy S0
AN S Seherote Confnae
@ ) Ywas Yo grum W furgy
k\u\ oY yrdicokwn o
2wl meke o MK for by
e i Gap ey ped e R A
- A 3
2 Ve @ % ehists \he o B
0 2
e R Opower- . = 3
w
)
11 Y
Lt




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

g |

§11-100.1-15 Medications, (g)

All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year.

FINDINGS

Resident #2: No documented evidence medications where
reevaluated and signed by physician every four (4) months
or as ordered by physician.

PART 1

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
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the FUTURE PLAN s \4[\’10’)&

physician or APRN, not to exceed one year.

FINDINGS

Resident #1: No documented evidence medications where
reevaluated and signed by physician every four (4) months
or as ordered by physician.

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;

Print Name:
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