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State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Aletha‘s Expanded ARCH CHAPTER 100.1
Address: Inspection Date: March 18, 2024 Annual
99-631 Ulune Street, Aiea, HI 96701

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). -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (bX1)1) PART 1

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 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

Substitute Care Giver (SCG) #2 — No documented evidence
stating the aforementioned care givers 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
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b)1)1) PART 2
Application.
In order to obtain a license, the applicant shall apply to the FUTURE PLAN
director upon forms provided by the department and shalt
provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE
demonstrate that the appticant and the ARCH or expanded PLAN; WHAT WILL YOU DO TO ENSURE THAT
ARCH have met all of the requirements of this chapter. The IT DOESN’T HAPPEN AGAIN?
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;
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Substitute Care Giver (SCG) #2 — No documented evidence | = T o\ c\'e‘”\c. - M,ée,_ o & oa..\tnéﬁf
stating the aforementioned care givers have no prior felony . \ e o A
or abuse convictions in a court of law. OF ereae an reRESTen & thdi e Ay
G!\A ué SCGr s Yo dave ‘:‘"‘Sf ’?’l“n\v T‘-‘
\,Q‘),Qeau c.\\w:,\b )
o3
(&) =~
! =3
’ Mo
3
: ™
)
™




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (i)

Each resident shall have a documented diet order on
admission and readmission to the Type 1 ARCH and shall
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS
Resident #1 — No documented evidence of an admission diet

order.

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. (i) PART 2
Each resident shall have a documented diet order on
admission and readmission to the Type | ARCH and shall FUTURE PLAN

have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS
Resident #1 — No documented evidence of an admission diet
order.

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
medication and they shall be segregated according to
external or internal use. DID YOU CORREFCT THF DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — External and internal use medicatios anot CORRECTED THE DEFICIENCY
segregated in resident’s medication bin.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-15 Medications. (c) PART 2

Separate compartments shall be provided for each resident's

medication and they shall be segregated according to

external or internal use. FUTURE PLAN

FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE

Resident #1 — External and internal use medicatios anot PLAN: WHAT WILL YOU DO TO ENSURE THAT

segregated in resident‘s medication bin. IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (¢)

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

FINDINGS
Resident #1 — Physician ordered “Betamethasone cream
0.05%" on 9/23/2023. Medication not available for resident

use,
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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) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN, FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Physician ordered “Betamethasone cream PLAN: WHAT WILL YOU DO TO ENSURE THAT
0.05%" on 9/23/2023. Medication not available for resident IT DOESN’T HAPPEN AGAIN?
use.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-19 Resident accounts. (d) PART 1
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including DID YOU CORRECT THE DEFICIENCY?

receipts for expenditures, and a current inventory of
resident's possessions.

USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY
Resident #3 & Resident #4 - No documented evidence of a
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PLAN OF CORRECTION

Completion

RULES (CRITERIA)
Date
§11-100.1-19 Resident accounts. (d) PART 2
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of FUTURE PLAN
resident’s possessions.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #3 & Resident #4 — No documented evidence of a IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-23 Physical environment. (g)(3)XI)
Fire prevention protection.

Type | ARCHs shall be in compliance with, but not limited
to, the following provisions:

Each resident of a Type I home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximur of two residents, not so certified, may reside in
the Type I home provided that either:

FINDINGS

Resident #2 — Physician evaluated resident as self-
preserving on the “Self-Preservation Assessment” form
dated 4/10/2023. However, same physician evaluated
resident as non-self-preserving on the “Resident Annual
Physical Examination Record” on 4/10/2023. Need
clarification on self-preservation status.

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
§11-100.1-23 Physical environment. (g)(3)(1) PART 2
Fire prevention protection.
FUTURE PLAN

Type 1 ARCHs shall be in compliance with, but not limited
to, the following provisions:

Each resident of a Type [ home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type | home provided that either:

FINDINGS

Resident #2 — Physician evaluated resident as self-
preserving on the “Self-Preservation Assessment” form
dated 4/10/2023. However, same physician evaluated
resident as non-self-preserving on the “Resident Annual
Physical Examination Record” on 4/10/2023. Need
clarification on self-preservation status.

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: W
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Licensee’s/Administrator’s Signature:

Print Name;

Date:
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