Office of Health Care Assurance

State Licensing Section 05/28/2024

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Adult Res Care Home CHAPTER 100.1
Address: Inspection Date: March 1, 2024 Annual
1654 Hauiki Street, Honolulu, Hawaii 96819

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(¢)(3).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (M)(1)X(D PART 1 05/09/2024

Application.

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter.
The following shall accompany the application:

Documented evidence stating that the licensee, primary
care giver, family members livipg in the ARCH or
expanded ARCH that have access to the ARCH or
expanded ARCH, and substitute care givers have no prior
felony or abuse convictions in a court of law;

FINDINGS
Primary Care Giver (PCG), Substitute Care Giver (SCG)
#1, #2, #3, #4, and Household Member (HM)#1, #2, and #3
— No documented evidence of Fieldprint background check
stating the aforementioned have no prior felony or abuse
convictions in a court of law.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

.| Deficiency corrected. Fieldprint background check done

to PCG on 3/11/24, SCG #1 on 3/8/24, #2 3/15/24, #3
3/22/24,#4 3/12/24. HM #1 3/22/24, #2 3/15/24, #3

3/15/24.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b)Y 1)) PART 2
Application, 05/28/2024
FUTURE PLAN

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter. The
following shall accompany the application:

Documented evidence stating that the licensee, primary care
giver, family members living in the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse
convictions in a court of law;

FINDINGS

Primary Care Giver (PCG), Substitute Care Giver (SCG) #1,
#2, #3, #4, and Household Member (HMM#1, #2, and #3 —
No documented evidence of Fieldprint background check
stating the aforementioned have no prior felony or abuse
convictions in a court of law.

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

Make a reminder to my calendar for the next Fieldprint
due. Immediately after Fieldprint, check email for
results and make copies before it is deleted. Make a
checklist of all required care giver clearances that
includes Field Print, along with the clearance expiration
dates. Myself and substitute caregiver will check the
checklist every 6 months to ensure clearances are
available and up to date. On this list, | will include a
reminder to check email for results and print copies
when able.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1 05/09/2024

(b)

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
¢vidence of an initial and annual tuberculosis clearance.

FINDINGS
S8CG #3 — No documented evidence of annual tuberculosis
clearance.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Deficiency corrected: Found PPD result form of SCG #3.

Found it right away and filed to my care home chart.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
) 05/28/2024
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented M-RM

evidence of an initial and annual tuberculosis clearance.

FINDINGS
SCG #3 - No d.ocumcnted evidence of annual tuberculosis
clearance.

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

After PPD test results, File TB clearances right away.
Make a checklist of required care giver clearances and
expiration dates, which also include the TB clearances.
Myself and substitute caregiver will review the checklist
every six months to ensure clearances are available and
up to date. Keep a reminder on my calendar every six
months to check these clearances. Also, give a one
month notice prior to any caregivers whose clearance
is expiring.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b) PART1
Drugs shall be stored under proper conditions of sanitation, 05/09/2024

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
Multiple medications unsecured in refrigerator.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Corrected by putting the multiple meds unsecured in
refrigerator to the medicine box right away and locked it.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b) PART 2
Drugs shall be stored under proper conditions of sanitation, 05/28/2024
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator FUTURE PLAN

shall be properly labeled and kept in a separate locked
container,

FINDINGS ‘
Multiple medications unsecured in refrigerator.

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

Remind caregivers and each other that medications
store in the refrigerator must be locked at all times. Tell
the caregivers to look at the medicine box if it is
secured and locked anytime someone opens the
refrigerator. Have a note on the fridge as a reminder to
lock up all medications immediately. | will do random
checks throughout the week to ensure medicine box is
locked securely.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. {(€) PART 1 05/09/2024

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS
Resident #1 — PRN or as needed Mucinex ordered
1/29/2024, not currently available for administration.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Mucinex prn obtained right away.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. {¢) PART 2
All medications and supplements, such as vitamins, 05/28/2024
bmmerals, _m'ld formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN. —_—

FINDINGS
Resident #1 — PRN or as needed Mucinex ordered
1/29/2024, not currently available for administration.

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

At the beginning of the month, review all of the
medication orders, the medication administration
record, and all medication labels to ensure all orders
are reflected the same everywhere, and all medications
are available. Make a monthly reminder on my calendar
to review these things.




Delia Laurena

Licensee’s/Administrator’s Signature:

Print Name: DeliaLaurena

Date; May?9,2024
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Delia Lawrena

Licensee’s/Administrator’s Signature:

Print Name: Delia Laurena

Date: May 28,2024
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