
08/16/16, Rev 09/09/16, 03/06/18, 04/16/18, 12/26/23 1  

 

 

Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name: Emmanuel-Grace Care Home 

 

 

 

CHAPTER 100.1 

Address: 

94-882 Lumiholoi Street, Waipahu, Hawaii 96797 

 

 

Inspection Date: June 20, 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 

 §11-100.1-3  Licensing. (b)(1)(I) 

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 

Household Member (HM): No current Fieldprint 

background check. Last background check on file dated 

4/16/23. 

 

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 

 §11-100.1-3  Licensing. (b)(1)(I) 

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 

Household Member (HM): No current Fieldprint 

background check. Last background check on file dated 

4/16/23. 

 

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 

 §11-100.1-9  Personnel, staffing and family requirements. 

(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 

Primary Care Giver, Substitute Care Giver (SCG) #2, SCG 

#3 - No documented evidence of positive TB skin test.  

• PCG Xray 10/12/23 and risk assessment done 5/7/24. 

• SCG #2 Xray dated 2/23/24.  

• SCG #3 Xray dated 10/25/23. 

 

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. 

(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 

Primary Care Giver, Substitute Care Giver (SCG) #2, SCG 

#3 - No documented evidence of positive TB skin test.  

• PCG Xray 10/12/23 and risk assessment done 5/7/24. 

• SCG #2 Xray dated 2/23/24.  

• SCG #3 Xray dated 10/25/23. 

 

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 

 §11-100.1-13  Nutrition. (l) 

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 – Physician ordered pureed diet on 3/1/24, 

however there was no special diet menu available for review 

to show that resident was receiving a pureed diet during that 

period. 

 

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. (l) 

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 – Physician ordered pureed diet on 3/1/24, 

however there was no special diet menu available for review 

to show that resident was receiving a pureed diet during that 

period. 

 

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. (l) 

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 changed from pureed to soft, 

chopped menu on 3/14/24, however there was no special 

diet menu available for review to show that resident 

received a soft chopped diet. Resident upgraded to regular 

on 5/28/24. 

 

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 

 §11-100.1-13  Nutrition. (l) 

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 changed from pureed to soft, 

chopped menu on 3/14/24, however there was no special 

diet menu available for review to show that resident 

received a soft chopped diet. Resident upgraded to regular 

on 5/28/24. 

 

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 

 §11-100.1-15  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 – physician order dated 3/11/24 for “Lisinopril 

oral tab 10mg. 1 tab Po daily for hypertension, hold for SBP 

<100” and updated on 5/28/24 to increase parameter to hold 

for SBP <110, however there is no documented evidence of 

blood pressure being taken prior to giving medication. 

 

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. (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 – physician order dated 3/11/24 for “Lisinopril 

oral tab 10mg. 1 tab Po daily for hypertension, hold for SBP 

<100” and updated on 5/28/24 to increase parameter to hold 

for SBP <110, however there is no documented evidence of 

blood pressure being taken prior to giving medication. 

 

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 

 §11-100.1-16  Personal care services. (j)  

Resident(s) manifesting behaviors that may cause injury to 

self or others shall be assessed by a physician or APRN to 

determine least restrictive alternatives to physical restraint 

use, which may be used only in an emergency when 

necessary to protect the resident from injury to self or to 

others.  If restraint use is determined to be required and 

ordered by the resident’s physician or APRN, the resident 

and the resident’s family, guardian or surrogate, and case 

manager shall be notified and a written consent obtained.  

The licensee shall maintain a written policy for restraint use 

outlining resident assessment processes, indications for use, 

monitoring and evaluation and training of licensee and 

substitute care givers.  Renewal orders for restraint use shall 

be obtained on a weekly basis from the resident’s physician 

or APRN based on the assessment, monitoring and 

evaluation data presented by the primary care giver.   

 

FINDINGS 

Resident #1 – Physician ordered “both full side rails” on 

6/10/24. No documented evidence of a restraint policy in 

place. 

 

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 

 §11-100.1-16  Personal care services. (j)  

Resident(s) manifesting behaviors that may cause injury to 

self or others shall be assessed by a physician or APRN to 

determine least restrictive alternatives to physical restraint 

use, which may be used only in an emergency when 

necessary to protect the resident from injury to self or to 

others.  If restraint use is determined to be required and 

ordered by the resident’s physician or APRN, the resident 

and the resident’s family, guardian or surrogate, and case 

manager shall be notified and a written consent obtained.  

The licensee shall maintain a written policy for restraint use 

outlining resident assessment processes, indications for use, 

monitoring and evaluation and training of licensee and 

substitute care givers.  Renewal orders for restraint use shall 

be obtained on a weekly basis from the resident’s physician 

or APRN based on the assessment, monitoring and 

evaluation data presented by the primary care giver.   

 

FINDINGS 

Resident #1 – Physician ordered “both full side rails” on 

6/10/24. No documented evidence of a restraint policy in 

place. 

 

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 

 §11-100.1-16  Personal care services. (j)  

Resident(s) manifesting behaviors that may cause injury to 

self or others shall be assessed by a physician or APRN to 

determine least restrictive alternatives to physical restraint 

use, which may be used only in an emergency when 

necessary to protect the resident from injury to self or to 

others.  If restraint use is determined to be required and 

ordered by the resident’s physician or APRN, the resident 

and the resident’s family, guardian or surrogate, and case 

manager shall be notified and a written consent obtained.  

The licensee shall maintain a written policy for restraint use 

outlining resident assessment processes, indications for use, 

monitoring and evaluation and training of licensee and 

substitute care givers.  Renewal orders for restraint use shall 

be obtained on a weekly basis from the resident’s physician 

or APRN based on the assessment, monitoring and 

evaluation data presented by the primary care giver.   

 

FINDINGS 

Resident #1 – Physician ordered “both full side rails” on 

6/10/24. Observed full bed side rails being used, however no 

consent by the family and/or guardian to use full bed side 

rails. 

 

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 

 §11-100.1-16  Personal care services. (j)  

Resident(s) manifesting behaviors that may cause injury to 

self or others shall be assessed by a physician or APRN to 

determine least restrictive alternatives to physical restraint 

use, which may be used only in an emergency when 

necessary to protect the resident from injury to self or to 

others.  If restraint use is determined to be required and 

ordered by the resident’s physician or APRN, the resident 

and the resident’s family, guardian or surrogate, and case 

manager shall be notified and a written consent obtained.  

The licensee shall maintain a written policy for restraint use 

outlining resident assessment processes, indications for use, 

monitoring and evaluation and training of licensee and 

substitute care givers.  Renewal orders for restraint use shall 

be obtained on a weekly basis from the resident’s physician 

or APRN based on the assessment, monitoring and 

evaluation data presented by the primary care giver.   

 

FINDINGS 

Resident #1 – Physician ordered “both full side rails” on 

6/10/24. Observed full bed side rails being used, however no 

consent by the family and/or guardian to use full bed side 

rails. 

 

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 – Full bed side rails ordered on 6/10/24, 

however, there was no documented evidence of reason for 

bed side rails, safety precautions taken while resident is on 

full bed side rails and how often resident is monitored while 

in bed since it was ordered.  

 

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. (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 – Full bed side rails ordered on 6/10/24, 

however, there was no documented evidence of reason for 

bed side rails, safety precautions taken while resident is on 

full bed side rails and how often resident is monitored while 

in bed since it was ordered.  

 

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 did not consistently 

document response to medication, treatment, diet, and care 

plan in the last twelve (12) months. 

 

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. (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 did not consistently 

document response to medication, treatment, diet, and care 

plan in the last twelve (12) months. 

 

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)(7)  

During residence, records shall include: 

 

Recording of resident's weight at least once a month, and 

more often when requested by a physician, APRN or 

responsible agency; 

 

FINDINGS 

• Resident #1 – No monthly weight recorded April 2024 

till June 2024. 

• Resident #3 - No monthly weight recorded since 

admission in March 2023. Record reads: unable to 

measure. 

 

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. (b)(7)  

During residence, records shall include: 

 

Recording of resident's weight at least once a month, and 

more often when requested by a physician, APRN or 

responsible agency; 

 

FINDINGS 

• Resident #1 – No monthly weight recorded April 2024 

till June 2024. 

• Resident #3 - No monthly weight recorded since 

admission in March 2023. Record reads: unable to 

measure. 

 

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)(1) 

General rules regarding records: 

 

All entries in the resident's record shall be written in black 

ink, or typewritten, shall be legible, dated, and signed by the 

individual making the entry; 

 

FINDINGS 

• Resident #1 – blue ink observed in narrative notes. 

• Resident #4 – Financial Statement was written and 

signed in blue ink. 

 

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. (f)(1) 

General rules regarding records: 

 

All entries in the resident's record shall be written in black 

ink, or typewritten, shall be legible, dated, and signed by the 

individual making the entry; 

 

FINDINGS 

• Resident #1 – blue ink observed in narrative notes. 

• Resident #4 – Financial Statement was written and 

signed in blue ink. 

 

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 

Resident #4 – Resident readmitted to care home on 6/15/24 

after being hospitalized since 6/12/24. Readmission not 

reflected in permanent general register.  

 

PCG corrected on site.  

 

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. (h)(1) 

Miscellaneous records: 

 

A permanent general register shall be maintained to record 

all admissions and discharges of residents; 

 

FINDINGS 

Resident #4 – Resident readmitted to care home on 6/15/24 

after being hospitalized since 6/12/24. Readmission not 

reflected in permanent general register.  

 

PCG corrected 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 

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

responsibilities. (a)(1)(C) 

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 and in writing, prior to or at the 

time of admission, and during stay, of services available in 

or through the Type I ARCH and of related charges, 

including any charges for services not covered by the Type I 

ARCH's basic per diem rate;  

 

FINDINGS 

Resident #2 – Policy did not specify rates for services for 

care home. 

 

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)(C) 

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 and in writing, prior to or at the 

time of admission, and during stay, of services available in 

or through the Type I ARCH and of related charges, 

including any charges for services not covered by the Type I 

ARCH's basic per diem rate;  

 

FINDINGS 

Resident #2 – Policy did not specify rates for services for 

care home. 

 

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 

 §11-100.1-23  Physical environment. (h)(3) 

The Type I ARCH shall maintain the entire facility and 

equipment in a safe and comfortable manner to minimize 

hazards to residents and care givers. 

  

All Type I ARCHs shall comply with applicable state laws 

and rules relating to sanitation, health, infection control and 

environmental safety; 

 

FINDINGS 

Bathroom #1 and #2 did not have a single use hand drying 

towel. 

 

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. (h)(3) 

The Type I ARCH shall maintain the entire facility and 

equipment in a safe and comfortable manner to minimize 

hazards to residents and care givers. 

  

All Type I ARCHs shall comply with applicable state laws 

and rules relating to sanitation, health, infection control and 

environmental safety; 

 

FINDINGS 

Bathroom #1 and #2 did not have a single use hand drying 

towel. 

 

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 

 §11-100.1-80  Licensing. (d)  

Policies and procedures shall be developed by the licensee 

to meet the provisions of this chapter. 

 

FINDINGS 

Resident #1 – Resident who was determined to be ICF level 

on 3/12/24. No documented evidence of an expanded policy 

signed by resident, family, and/or surrogate. 

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 

 §11-100.1-80  Licensing. (d)  

Policies and procedures shall be developed by the licensee 

to meet the provisions of this chapter. 

 

FINDINGS 

Resident #1 – Resident who was determined to be ICF level 

on 3/12/24. No documented evidence of an expanded policy 

signed by resident, family, and/or surrogate. 

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 - Resident was ordered supplemental oxygen on 

3/10/24, however there was no documented evidence that 

training was received on oxygen administration. Oxygen 

discontinued 5/28/24.  

 

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 

 §11-100.1-83  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 - Resident was ordered supplemental oxygen on 

3/10/24, however there was no documented evidence that 

training was received on oxygen administration. Oxygen 

discontinued 5/28/24.  

 

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 

 §11-100.1-83  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 – Resident has a PRN Dulcolax suppository 

order, however no documented evidence of training on 

rectal suppositories by RN Case Manager. 

 

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 

 §11-100.1-83  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 – Resident has a PRN Dulcolax suppository 

order, however no documented evidence of training on 

rectal suppositories by RN Case Manager. 

 

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 – Under care plan goals “will not develop skin 

breakdown or pressure ulcer,” Action #2 reads “check and 

change diapers and reposition Q2-4 hours…” However, 

there is no documented evidence that care plan is being 

carried out by PCG. 

 

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 – Under care plan goals “will not develop skin 

breakdown or pressure ulcer,” Action #2 reads “check and 

change diapers and reposition Q2-4 hours…” However, 

there is no documented evidence that care plan is being 

carried out by PCG. 

 

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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Completion 

Date 

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

(c)(1)  

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: 

 

Conduct a comprehensive assessment of the expanded 

ARCH resident prior to placement in an expanded ARCH, 

which shall include, but not be limited to, physical, mental, 

psychological, social and spiritual aspects; 

 

FINDINGS 

Resident #1 – Resident was assessed as ICF level of care on 

3/11/24 by physician, however RN Case Manager did not 

assess the resident until after being admitted to the Care 

Home on 3/12/24. 

 

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 

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

(c)(1)  

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: 

 

Conduct a comprehensive assessment of the expanded 

ARCH resident prior to placement in an expanded ARCH, 

which shall include, but not be limited to, physical, mental, 

psychological, social and spiritual aspects; 

 

FINDINGS 

Resident #1 – Resident was assessed as ICF level of care on 

3/11/24 by physician, however RN Case Manager did not 

assess the resident until after being admitted to the Care 

Home on 3/12/24. 

 

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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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 – Care plan did not incorporate the resident’s 

medication orders. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 §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 – Care plan did not incorporate the resident’s 

medication orders. 

 

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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 §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 – Care plan did not include supplemental 

oxygen use as ordered by the physician. 

 

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 §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 – Care plan did not include supplemental 

oxygen use as ordered by the physician. 

 

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: 
 

 


