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Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name: MJB 

 

 

 

CHAPTER 100.1 

Address: 

4221 Likini Street, Honolulu, Hawaii 96818 

 

 

Inspection Date: March 1, 2024 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 PER HAR 11-100.1-

3(e)(2). IF IT IS NOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL 

BE POSTED ONLINE, WITHOUT YOUR RESPONSE.   

 

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULT IN 

REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3).  

 

 

 



2 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §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 

HM –No initial 2-step Tuberculosis (TB) clearance on file. 

Observed current annual negative 1-step TB assessment 

dated 2/27/24.  

 

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. (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 

HM –No initial 2-step Tuberculosis (TB) clearance on file. 

Observed current annual negative 1-step TB assessment dated 

2/27/24.  

 

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 

 §11-100.1-13  Nutrition. (g)  

There shall be on the premises a minimum of three days' food 

supply, adequate to serve the number of individuals who 

reside at the ARCH or expanded ARCH. 

 

FINDINGS 

Inadequate emergency food supply in facility to serve at least 

four (4) residents and two (2) staff.  

 

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 

 §11-100.1-13  Nutrition. (g)  

There shall be on the premises a minimum of three days' food 

supply, adequate to serve the number of individuals who 

reside at the ARCH or expanded ARCH. 

 

FINDINGS 

Inadequate emergency food supply in facility to serve at least 

four (4) residents and two (2) staff.  

 

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 

 §11-100.1-15  Medications. (b) 

Drugs shall be stored under proper conditions of sanitation, 

temperature, light, moisture, ventilation, segregation, and 

security.  Medications that require storage in a refrigerator 

shall be properly labeled and kept in a separate locked 

container. 

 

FINDINGS 

Observed burn gel with lidocaine, and several medication 

packets (Acetaminophen 325mg, Triple Antibiotic Ointment, 

Diphenhydramine 25mg) in facility First Aid Kit. PCG 

discarded medications during inspection. 

 

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. (b) 

Drugs shall be stored under proper conditions of sanitation, 

temperature, light, moisture, ventilation, segregation, and 

security.  Medications that require storage in a refrigerator 

shall be properly labeled and kept in a separate locked 

container. 

 

FINDINGS 

Observed burn gel with lidocaine, and several medication 

packets (Acetaminophen 325mg, Triple Antibiotic Ointment, 

Diphenhydramine 25mg) in facility First Aid Kit. PCG 

discarded medications during inspection. 

 

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 

 §11-100.1-15  Medications. (e) 

All medications and supplements, such as vitamins, minerals, 

and formulas, shall be made available as ordered by a 

physician or APRN. 

 

FINDINGS 

Resident #1 – Resident on pureed diet and PCG reports 

medication is crushed prior to administration. No physician 

order to crush medications. 

 

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 

 §11-100.1-15  Medications. (e) 

All medications and supplements, such as vitamins, minerals, 

and formulas, shall be made available as ordered by a 

physician or APRN. 

 

FINDINGS 

Resident #1 – Resident on pureed diet and PCG reports 

medication is crushed prior to administration. No physician 

order to crush medications. 

 

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 

 §11-100.1-17  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 – Resident was hospitalized from 11/23 – 1/1/24 

and readmitted to care home. No PCG assessment upon 

readmission on 1/2/24.  

 

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.  (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 – Resident was hospitalized from 11/23 – 1/1/24 

and readmitted to care home. No PCG assessment upon 

readmission on 1/2/24.  

 

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 

 §11-100.1-17  Records and reports. (a)(8) 

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 current inventory of money and valuables. 

 

FINDINGS 

• Resident #1 – Readmitted from being hospitalized in 

from November 11/23/23 to 1/2/24. No inventory of 

belongings upon readmission. Last inventory completed 

in January of 2023. 

• Resident #3 – Resident admitted 10/14/23. No 

documented evidence of an inventory of belongings upon 

admission 

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. (a)(8) 

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 current inventory of money and valuables. 

 

FINDINGS 

• Resident #1 – Readmitted from being hospitalized in 

from November 11/23/23 to 1/2/24. No inventory of 

belongings upon readmission. Last inventory completed 

in January of 2023. 

• Resident #3 – Resident admitted 10/14/23. No 

documented evidence of an inventory of belongings upon 

admission 

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 

 §11-100.1-17  Records and reports. (a)(8) 

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 current inventory of money and valuables. 

 

FINDINGS 

Resident #2 – Inventory of belongings not current. Last dated 

inventory completed in 2021. 

 

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. (a)(8) 

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 current inventory of money and valuables. 

 

FINDINGS 

Resident #2 – Inventory of belongings not current. Last dated 

inventory completed in 2021. 

 

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 

 §11-100.1-17  Records and reports. (b)(3)  

During residence, records shall include: 

 

Progress notes that shall be written on a monthly basis, or 

more often as appropriate, shall include observations of the 

resident's response to medication, treatments, diet, care plan, 

any changes in condition, indications of illness or injury, 

behavior patterns including the date, time, and any and all 

action taken.  Documentation shall be completed immediately 

when any incident occurs; 

 

FINDINGS 

Resident #1 – Monthly progress notes in the last twelve (12) 

months do not consistently address resident’s response to 

diet, especially since resident’s diet has changed from regular 

to pureed texture with thin liquids on 10/11/23.  

 

PART 1 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 

 

 

 

 

 

 
 

 

 

 

 

 



17 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-17  Records and reports. (b)(3)  

During residence, records shall include: 

 

Progress notes that shall be written on a monthly basis, or 

more often as appropriate, shall include observations of the 

resident's response to medication, treatments, diet, care plan, 

any changes in condition, indications of illness or injury, 

behavior patterns including the date, time, and any and all 

action taken.  Documentation shall be completed immediately 

when any incident occurs; 

 

FINDINGS 

Resident #1 – Monthly progress notes in the last twelve (12) 

months do not consistently address resident’s response to 

diet, especially since resident’s diet has changed from regular 

to pureed texture with thin liquids on 10/11/23.  

 

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 

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

Unusual incidents shall be noted in the resident's progress 

notes.  An incident report of any bodily injury or other 

unusual circumstances affecting a resident which occurs 

within the home, on the premises, or elsewhere shall be made 

and retained by the licensee or primary care giver under 

separate cover, and shall be made available to the department 

and other authorized personnel.  The resident's physician or 

APRN shall be called immediately if medical care may be 

necessary. 

 

FINDINGS 

Resident #1 – No documentation of incident reports for the 

following: 

• 10/7/23 – Urgent care visit for bronchitis and UTI 

• 10/8/23 – 10/11/23 Hospitalization for Acute UTI 

• 11/23/24 – 1/5/24 for Hospitalization 

 

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 

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

Unusual incidents shall be noted in the resident's progress 

notes.  An incident report of any bodily injury or other 

unusual circumstances affecting a resident which occurs 

within the home, on the premises, or elsewhere shall be made 

and retained by the licensee or primary care giver under 

separate cover, and shall be made available to the department 

and other authorized personnel.  The resident's physician or 

APRN shall be called immediately if medical care may be 

necessary. 

 

FINDINGS 

Resident #1 – No documentation of incident reports for the 

following: 

• 10/7/23 – Urgent care visit for bronchitis and UTI 

• 10/8/23 – 10/11/23 Hospitalization for Acute UTI 

• 11/23/24 – 1/5/24 for Hospitalization 

 

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 

 §11-100.1-17  Records and reports. (f)(4) 

General rules regarding records: 

 

All records shall be complete, accurate, current, and readily 

available for review by the department or responsible 

placement agency. 

 

FINDINGS 

Resident Register is not current and does not reflect Resident 

#1’s discharge in 11/2023 and readmission in 01/2024. 

Furthermore, Resident #3’s admission date is inaccurate. 

Admission date reads 10/14/24 in Register but resident record 

indicate 10/14/23. PCG corrected Resident #3’s admission 

date on site.  

 

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. (f)(4) 

General rules regarding records: 

 

All records shall be complete, accurate, current, and readily 

available for review by the department or responsible 

placement agency. 

 

FINDINGS 

Resident Register is not current and does not reflect Resident 

#1’s discharge in 11/2023 and readmission in 01/2024. 

Furthermore, Resident #3’s admission date is inaccurate. 

Admission date reads 10/14/24 in Register but resident record 

indicate 10/14/23. PCG corrected Resident #3’s admission 

date on site.  

 

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 

 §11-100.1-17  Records and reports. (f)(4) 

General rules regarding records: 

 

All records shall be complete, accurate, current, and readily 

available for review by the department or responsible 

placement agency. 

 

FINDINGS 

Resident #1 – Emergency information observed in resident 

binder is not current and last updated in 2019.  

 

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. (f)(4) 

General rules regarding records: 

 

All records shall be complete, accurate, current, and readily 

available for review by the department or responsible 

placement agency. 

 

FINDINGS 

Resident #1 – Emergency information observed in resident 

binder is not current and last updated in 2019.  

 

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 

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

Miscellaneous records: 

 

A permanent general register shall be maintained to record all  

admissions and discharges of residents; 

 

FINDINGS 

Permanent General Register observed in care home binder 

only has the four (4) current residents living in the care home. 

No history of past admissions and discharge. Care home has 

been established since 2008.  

 

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. (h)(1) 

Miscellaneous records: 

 

A permanent general register shall be maintained to record all  

admissions and discharges of residents; 

 

FINDINGS 

Permanent General Register observed in care home binder 

only has the four (4) current residents living in the care home. 

No history of past admissions and discharge. Care home has 

been established since 2008.  

 

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 

 §11-100.1-19  Resident accounts. (a)  

The conditions under which the primary care giver agrees to 

be responsible for the resident's funds or property shall be 

explained to the resident and the resident’s family, legal 

guardian, surrogate or representative and documented in the 

resident's file.  All single transfers with a value in excess of 

one hundred dollars shall be supported by an agreement 

signed by the primary care giver and the resident and the 

resident’s family, legal guardian, surrogate or representative. 

 

FINDINGS 

Resident #1 – No current and updated Financial Statement 

Agreement. Resident discharged in 11/2023 and readmitted to 

care home 01/2024.  

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 

 §11-100.1-19  Resident accounts. (a)  

The conditions under which the primary care giver agrees to 

be responsible for the resident's funds or property shall be 

explained to the resident and the resident’s family, legal 

guardian, surrogate or representative and documented in the 

resident's file.  All single transfers with a value in excess of 

one hundred dollars shall be supported by an agreement 

signed by the primary care giver and the resident and the 

resident’s family, legal guardian, surrogate or representative. 

 

FINDINGS 

Resident #1 – No current and updated Financial Statement 

Agreement. Resident discharged in 11/2023 and readmitted to 

care home 01/2024.  

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 

 §11-100.1-21  Residents' and primary care givers' rights and 

responsibilities. (a)(1)(A) 

Residents' rights and responsibilities: 

 

Written policies regarding the rights and responsibilities of 

residents during the stay in the Type I ARCH shall be 

established and a copy shall be provided to the resident and 

the resident’s family, legal guardian, surrogate, sponsoring 

agency or representative payee, and to the public upon 

request.  The Type I ARCH policies and procedures shall 

provide that each individual admitted shall: 

 

Be fully informed orally or in writing, prior to or at the time 

of admission, of these rights and of all rules governing 

resident conduct.  There shall be documentation signed by the 

resident that this procedure has been carried out;   

 

FINDINGS 

Resident #1 – Resident discharged to hospital 11/23/23 

(ARCH level at the time) and readmitted to facility on 1/2/24 

as ICF level of care. No documented evidence of an updated 

policy and procedure signed by resident, residents 

family/guardian upon readmission. 

 

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 

 §11-100.1-21  Residents' and primary care givers' rights and 

responsibilities. (a)(1)(A) 

Residents' rights and responsibilities: 

 

Written policies regarding the rights and responsibilities of 

residents during the stay in the Type I ARCH shall be 

established and a copy shall be provided to the resident and 

the resident’s family, legal guardian, surrogate, sponsoring 

agency or representative payee, and to the public upon 

request.  The Type I ARCH policies and procedures shall 

provide that each individual admitted shall: 

 

Be fully informed orally or in writing, prior to or at the time 

of admission, of these rights and of all rules governing 

resident conduct.  There shall be documentation signed by the 

resident that this procedure has been carried out;   

 

FINDINGS 

Resident #1 – Resident discharged to hospital 11/23/23 

(ARCH level at the time) and readmitted to facility on 1/2/24 

as ICF level of care. No documented evidence of an updated 

policy and procedure signed by resident, residents 

family/guardian upon readmission. 

 

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 

 §11-100.1-21  Residents' and primary care givers' rights and 

responsibilities. (a)(2)(E)  

Residents' rights and responsibilities: 

 

Each resident shall: 

 

Be treated with understanding, respect, and full consideration 

of the resident's dignity and individuality, including privacy 

in treatment and in care of the resident's personal needs; 

 

FINDINGS 

Resident #3 – Observed surveillance camera in resident’s 

bedroom. No documentation of consent received by resident, 

resident’s family/guardian.  

 

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 

 §11-100.1-21  Residents' and primary care givers' rights and 

responsibilities. (a)(2)(E)  

Residents' rights and responsibilities: 

 

Each resident shall: 

 

Be treated with understanding, respect, and full consideration 

of the resident's dignity and individuality, including privacy 

in treatment and in care of the resident's personal needs; 

 

FINDINGS 

Resident #3 – Observed surveillance camera in resident’s 

bedroom. No documentation of consent received by resident, 

resident’s family/guardian.  

 

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 

 §11-100.1-83  Personnel and staffing requirements. (1) 

In addition to the requirements in subchapter 2 and 3: 

 

A registered nurse other than the licensee or primary care 

giver shall train and monitor primary care givers and 

substitutes in providing daily personal and specialized care to 

residents as needed to implement their care plan; 

 

FINDINGS 

Resident #1 – No Case Manager training for crushing 

medications. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



33 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-83  Personnel and staffing requirements. (1) 

In addition to the requirements in subchapter 2 and 3: 

 

A registered nurse other than the licensee or primary care 

giver shall train and monitor primary care givers and 

substitutes in providing daily personal and specialized care to 

residents as needed to implement their care plan; 

 

FINDINGS 

Resident #1 – No Case Manager training for crushing 

medications. 

 

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 

 §11-100.1-87  Personal care services. (a)   

The primary care giver shall provide daily personal care and 

specialized care to an expanded ARCH resident as indicated 

in the care plan.  The care plan shall be developed as 

stipulated in section 11-100.1-2 and updated as changes occur 

in the expanded ARCH resident’s care needs and required 

services or interventions. 

 

FINDINGS 

Resident #1 – Care plan under “Altered Skin Integrity” reads 

“remind/assist to change and reposition every 2 hours while 

in bed.” No documentation that PCG is implementing nursing 

care plan intervention.  

 

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 

 §11-100.1-87  Personal care services. (a)   

The primary care giver shall provide daily personal care and 

specialized care to an expanded ARCH resident as indicated 

in the care plan.  The care plan shall be developed as 

stipulated in section 11-100.1-2 and updated as changes occur 

in the expanded ARCH resident’s care needs and required 

services or interventions. 

 

FINDINGS 

Resident #1 – Care plan under “Altered Skin Integrity” reads 

“remind/assist to change and reposition every 2 hours while 

in bed.” No documentation that PCG is implementing nursing 

care plan intervention.  

 

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 

 §11-100.1-88  Case management qualifications and services. 

(c)(2)  

Case management services for each expanded ARCH resident 

shall be chosen by the resident, resident's family or surrogate 

in collaboration with the primary care giver and physician or 

APRN.  The case manager shall: 

 

Develop an interim care plan for the expanded ARCH 

resident within forty eight hours of admission to the 

expanded ARCH and a care plan within seven days of 

admission.  The care plan shall be based on a comprehensive 

assessment of the expanded ARCH resident’s needs and shall 

address the medical, nursing, social, mental, behavioral, 

recreational, dental, emergency care, nutritional, spiritual, 

rehabilitative needs of the resident and any other specific 

need of the resident.  This plan shall identify all services to be 

provided to the expanded ARCH resident and shall include, 

but not be limited to, treatment and medication orders of the 

expanded ARCH resident’s physician or APRN, measurable 

goals and outcomes for the expanded ARCH resident; 

specific procedures for intervention or services required to 

meet the expanded ARCH resident’s needs; and the names of 

persons required to perform interventions or services required 

by the expanded ARCH resident; 

 

FINDINGS 

Resident #1 – Case Management care plan does not 

incorporate medication orders in the care plan. 

 

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 

 §11-100.1-88  Case management qualifications and services. 

(c)(2)  

Case management services for each expanded ARCH resident 

shall be chosen by the resident, resident's family or surrogate 

in collaboration with the primary care giver and physician or 

APRN.  The case manager shall: 

 

Develop an interim care plan for the expanded ARCH 

resident within forty eight hours of admission to the 

expanded ARCH and a care plan within seven days of 

admission.  The care plan shall be based on a comprehensive 

assessment of the expanded ARCH resident’s needs and shall 

address the medical, nursing, social, mental, behavioral, 

recreational, dental, emergency care, nutritional, spiritual, 

rehabilitative needs of the resident and any other specific 

need of the resident.  This plan shall identify all services to be 

provided to the expanded ARCH resident and shall include, 

but not be limited to, treatment and medication orders of the 

expanded ARCH resident’s physician or APRN, measurable 

goals and outcomes for the expanded ARCH resident; 

specific procedures for intervention or services required to 

meet the expanded ARCH resident’s needs; and the names of 

persons required to perform interventions or services required 

by the expanded ARCH resident; 

 

FINDINGS 

Resident #1 – Case Management care plan does not 

incorporate medication orders in the care plan. 

 

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 

 §11-100.1-88  Case management qualifications and services. 

(c)(4)  

Case management services for each expanded ARCH resident 

shall be chosen by the resident, resident's family or surrogate 

in collaboration with the primary care giver and physician or 

APRN.  The case manager shall: 

 

Update the care plan as changes occur in the expanded 

ARCH resident care needs, services and/or interventions; 

 

FINDINGS 

Resident #1 - Resident with physician order (01/2024) to 

continue chair exercises. Care plan does not incorporate 

exercise in care plan. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



39 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-100.1-88  Case management qualifications and services. 

(c)(4)  

Case management services for each expanded ARCH resident 

shall be chosen by the resident, resident's family or surrogate 

in collaboration with the primary care giver and physician or 

APRN.  The case manager shall: 

 

Update the care plan as changes occur in the expanded 

ARCH resident care needs, services and/or interventions; 

 

FINDINGS 

Resident #1 - Resident with physician order (01/2024) to 

continue chair exercises. Care plan does not incorporate 

exercise in care plan. 

 

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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Licensee’s/Administrator’s Signature: 
 

Print Name: 
 

Date: 
 

 


