Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Rolita's Care Home LLC CHAPTER 100.1

Address: Inspection Date: April 11, 2024 Annual
94-692 Kehela Street, Waipahu, Hawaii 96797

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 1 ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY
to certify that they are free of infectious diseases. .
Physical Exammnation gbtanud for | 7/z4foM

FINDINGS
Resident #2: No documented evidence of annual physical
exam.

rvidvnt 42 placed 0Py 0F yaub( on
rgtdyn¢ binder and  are pinder for

rigdu #2 (gfM).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(@)
All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafier shall be examined by a physician annually,to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS T Wil maky multiply Copres 0f PhY\ﬂ cl | Tf2HlzH

Resident #2: No documented evidence of annual physical
exam.

viaminaten and place op the red dent
and arch pindu . T Wl revien gt i
ddtes 2 monihs bufgry nspuctign month.
T Wil remembyy by Writing on my
calunddr 10 Shetk eyphiation date

wery month.




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

(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 1 ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Resident #3: No documented evidence of annual physical
exam,

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Reutdent no longer i he fautiiy-
Dtharf) 4013 (24~
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(@)
All individuals who either reside or provide care or scrvices
to residents in the Type I ARCH, shall have documented FUTURE PLAN
cvidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS m‘ N wW
Resident #3: No documented evidence of annual physical I “ l” U m L0 P‘i FN m ‘m Q’ domr 7,7/‘ l

cxam.

mnd plact it o residont and acch
binden. T Wil oiew Wxpiead (on dati
7MiM bUY Inpuion menxh. T
NIl romomby by mmrQ on m Calvdor
30 otk LXpiatton dete¢ Uy eth-
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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?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type 1 ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafier shall be examined by a physician annually, to CORRECTED THE DEFICIENCY
centify that they are free of infectious diseases.
Pytioal  Examinafen obidined £0¥ TrloH

FINDINGS

Resident #4: No documented evidence of annual physical
exam.

rogtdeny #u. plaged CopY of reuniis

in rtders pindey and_ arch biodo

for rowdeny #2 4008[24).
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-9 Personncl, staffing and family requirements. PART 2

(a)

All individuals who either reside or provide care or services :

to residents in the Type 1 ARCH, shall have documented FUTURE PLAN

evidence that they have been examined by a physician prior

1o their first contact with the residents of the Type | ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE

and thereafter shall be examined by a physician annually,to | PLAN: WHAT WILL YOU DO TO ENSURE THAT

certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?

FINDINGS I pwill makv mMHTV/Q/ GOf?I Ly 0f Tl

Resident #4: No documented evidence of annual physical
exam.

pinial  Examihation and plave 1t
i the wadent and arch bimders,
T Wi reven wpiration datey Z
montn¢ befiry incpustion momhT
NI remmem bey bz N HIng on My

calendar T0 GhOUK YRt irn aies

wepy moeh.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
5] | §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?

evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU

B o P — CORRECTED THE DEFICIENCY

esident #1: No documented evidence of annua
tuberculosis clearance. TQ olyaranol/ pbfﬂ nua .ﬁ) ¢ rw‘dwh.]— 7!”«{/2(4




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All 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 tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
gmg:rﬁ? M e PLAN: WHAT WILL YOU DO TO ENSURE THAT
esident #1: ocum evi
tuberculosis clearance. IT DOESN’T HAPPEN AGAIN?
T will make multiplC apies (£1% | Ty

clearanc e youumiss And place g10n
the aoh bindw. T Wil revien Lpitiin
daeg 2 MOmAY  bufire ey v b
momth- T will remember by nrifing on
My GAlndar 40 Uhey ok Oxp iratie

ARKLS WUN MOnth.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Dat
§11-100.1-9 Personnel, staffing and family requirements. PART 1 =
(b)
All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
rdoTE USE THIS SPACE TO TELL US HOW YOU
Resident #2: No documented evidence of annual KN CTED THE DEFICIENCY ,
B Clunanow bimned for regdegk 2. 7/2424

tuberculosis clearance.

Plagedh wopy of resuids on renide
binder fo¢ rustdent ¥z Cufig/om).
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RULES (CRITERIA)

PLAN OF CORRECTION Completion
D
§11-100.1-9 Personnel, staffing and family requirements. PART 2 L
(b)
All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have decumented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
T — USE THIS SPACE TO EXPLAIN YOUR FUTURE
pe D :
Resident #2: No documented evidence of annual PLAN: WHAT WILL YOU DO TO ENSURE THAT
tuberculosis clearance. IT DOESN’T HAPPEN AGAIN?
Tl make muttiple c%u U Ddeadad 7/24pM

rugiis and _place 1+ 0n 1he Areh binaey.
T Wil raYiew Qxpredion defes Z mimhs
bufIry Inspetion oty X wiil rememl by
NPt on my talvhday 1o ol expikaen
dared” ey morth.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
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?
evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO TELL US HOW YOU
FINDINGS . CORRECTED THE DEFICIENCY
Resident #3: No documented evidence of annual

Y2l

tuberculosis clearance.

Ruidot #3 no Iorgsar in e ot -
DicthacQedd (4[)3pv

pe LY 92 v




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-9 Personnel, staffing and family requirements, PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type 1 ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
R— USE THIS SPACE TO EXPLAIN YOUR FUTURE
) PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #3: No documented evidence of annual
tuberculosis clearance. IT DOESN'T HAPPEN AGAIN?
T wil obtain @ wpy fom the | 24/

dockor and ¢l dve it on Hhe Kfoh

binder. T Wil review xpiratign
AMos 2 mithe beke¥ mepeafion
mow- T WL Yemmout” N wy i
N N lvadar 4o dauck YpIvrn

datys ety Mo,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who cither reside or provide care or services
to residents in the Type | ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO TELL US HOW YOU
;::[:g;:(f:‘? No documented cvidence of annual CORRECTED THE DEFICIENCY

Te oo Manvy Obtmned Fr resdent | 7/2ub4

tuberculosis clearance.

#a. placedl @ o9y Of regnit on resiclent
bindef for uadent #aglpH) -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
D<) | §11-100.1-9 Personnel, staffing and family requirements. PART 2
®)
Allindividuals who either reside or provide care or services ‘
to residents in the Type 1 ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS _ PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #4: No documented evidence of annual IT DOESN’T HAPPEN AGAIN?
tuberculosis clearance. .
L il maky multiple Wples of T8 | 7[2vf

Cledmine® veavids and plate It 60 the
Moh vinde T will revivd expioin

dtes 1 momhg oY ingp

¢ mbeib

mill romembs( by Nriting on my
gﬁ\mdmr fo ohv UK %Xplrm%)n date
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-8 Primary care giver qualifications. (a)(10)
The licensee of a Type I ARCH acting as a primary care
giver or the individual that the licensee has designated as the

primary care giver shall:

Attend and successfully complete a minimum of six hours of
training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS
Primary care giver: no documented evidence of six (6) hours
of continuing education.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

A GpY 0F (¢ hound of (MH n\nmq
VAV AN wmm Ay &N
AW &Y RA and 4ded l’run ho
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pe LY 920 ¥

(2[4

16




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-8 Primary care giver qualifications. (a)(10)

The licensee of a Type | ARCH acting as a primary care
giver or the individual that the licensce has designated as the
primary care giver shall:

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following arcas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS
Primary care giver: no documented evidence of six (6) hours
of continuing education.

PART 2

FUTURE PLAN

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

L wil maky matigle Gopies 0F uinaim
vduortion  foutS And plave  on the
Pl indor. T Wil rovieW efpiration
dates 2 motthe  befare INSpeorion menth.
T Wil romumoy by nrnng 60 m
cavpdar 0 hesk Xpwration d ot
ooy oy

pS LY 9 e
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (f) PART 1
Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident’s name,
name of the medication, frequency, time, date and by whom DID YOU CORRECT THE DEFICIENCY?
the medication was made available to the resident.
USE THIS SPACE TO TELL US HOW YOU
DS o esident 2 Apeil 2025 ~ CORRECTED THE DEFICIENCY
esident #2: No legend in or residen pril 2024,
Resident #3 no legend in MAR indicating by whom Primary (are 91 Vir Com ’ e d 7/ MM

medication was made available to the resident .

l@gomd
n MAE FOr reldent #2 urﬁ nl
mnd  Hled it residency mdw

s £

SR | . 74
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS

Resident #2: No legend in MAR for resident #2 April 2024,
Resident #3 no legend in MAR indicating by whom
medication was made available to the resident .

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T HAPPEN AGAIN?
I will maky sure 10, wmplete

the fiW aheus Bk aftey
administured  Meds aafone dally
i al ,rwdw;ylt il go,mo.mbo,r
Y writng @ daly rvminder gn my
a}lon dr 2nd pwifig) n 4 daN ol
o my phono-

TMf
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (f) PART 1
Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident’s name, ‘
name of the medication, frequency, time, date and by whom DID YOU CORRECT THE DEFICIENCY?
the medication was made available to the resident.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS _ _ CORRECTED THE DEFICIENCY
Resident #3: No legend in MAR for resident #2 April 2024, 7{} "f/ ZL{

Resident #3 no legend in MAR indicating by whom
medication was made available to the resident .

PrImAry Gary (QNQ}( wimplutud It(?wd
N MAR fo reddo H9 for April

200y and diled 10 residep e




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by FUTURE PLAN
whom the medication was made available to the resident.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: TWILLY
Resident #3: No legend in MAR for resident #2 April 2024, N w:-'l['ADOESNI:T ]—?,EP?’EI;IT 2(?EISN[{,RE THAT
Resident #3 no legend in MAR indicating by whom ; .
medication was made available to the resident . I W | ” mm FO/ $ mr b -Ifo [~ 1 —” Lb{/b"{

complete the flan (g
s afy adminictured mediotions
daN on ol rordutg- Towil b dont

wery dunday o thy nok-

Y
~
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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 ofien 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 #3: progress notes incomplete, notes do not
indicate resident's response to medication, treatments, dict,
care plan, any changes in condition, indications of illness or
injury, behavior patterns including the date, time, and any
and all action taken.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL USHOW YOU
CORRECTED THE DEFICIENCY
P Mmary

(e
nofes and plac
bindey.

o recdonpt ¥

ps LY 9210

(éifw completed prd :lrw
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
FUTURE PLAN

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 #3: progress notes incomplete, notes do not
indicate 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.

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

T Wil ke Suwy 1 Wity oy
dpevarfone 0F e eaideiig W
nudigiy O W aadept prog el
M- T NN douutn b BOgris et
0 o lod Frday 6 Y et and
ke e andorAVANAbYe fof dogarivory
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-21 Residents' and primary care givers' rights and PART 1
responsibilities. (a)(2)(E)
; e sduly bilitics:

Residents' rights and responsibilities DID YOU CORRECT THE DEFICIENCY?
Each resident shall:

USE THIS SPACE TO TELL US HOW YOU
Be treated with understanding, respect, and full CORRECTED THE DEFICIENCY
consideration of the resident's dignity and individuality, -

Primry  oarv giver made a volSUH | gfo

including privacy in treatment and in care of the resident’s
personal needs;

FINDINGS
Camera in hallways, no documented evidence of consent by

residents

ity oy wae sgned by all Tt
ruidepts - Placed o 0Py 0N drel) binder-

9¢ M v,

GG LY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-21 Residents' and primary care givers' rights and PART 2
responsibilities. (a)(2)(E)
Residents' rights and responsibilities: FUTURE PLAN
Each resident shall:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Be treated with understanding, respect, anq fulll. ‘ PLAN: WHAT WILL YOU DO TO ENSURE THAT
consideration of the resident's dignity and individuality, IT DOESN'T HAPPEN AGAIN?
including privacy in treatment and in care of the resident's *
personal needs; Dn QJVQ/V\{ 01 d mléél{m dﬂ\( | l { h@l“ ‘1’7,\{/2141

FINDINGS
Camera in hallways, no documented evidence of consent by

residents

have @ consny  1uffor form gy

hew admidon 10 skh by nuw
redidopy o POR - T 7 Wl rumigrbef

wefinn an Al ey Hond
té??\\\w,r\d\d\\(hfg
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-86 Fire safety. (a)(4)

A Type | expanded ARCH shall be in compliance with
existing fire safety standards for a Type [ ARCH, as
provided in section 11-100.1-23(b), and the following:

Hard wired smoke detectors shall be approved by a
nationally recognized testing laboratory and all shall be
tested at least monthly to assure working order;

FINDINGS
Smoke detector in living room beeping indicating low

battery.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Primary (arenivey  changed Smekt
dofdre bty \n lWingy 06m.

7124[2M




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-86 Fire safety. (a)(4) PART 2
A :l‘y_pc 1 expanded ARCH shall be in compliance with
existing fire safety standards for a Type | ARCH, as FUTURE PLAN

provided in section 11-100.1-23(b), and the following:

Hard wired smoke detectors shall be approved by a
nationally recognized testing laboratory and all shall be
tested at least monthly to assure working order;

FINDINGS
Smoke detector in living room beeping indicating low

battery.

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

CAre home Sied VM barerieg
o damy omeku deAiel (g
IR R A AR (T OV (RIS
o By T oW U by
Armng 0 ueRdY 1ty Gelunder
10 otk Smokv Aot qpev A
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Licensee’s/Administrator’s Signature: ﬂ W

Print Name: 0 JEM f“?’(\%/ 17 Tk
Date: 1‘2"1n‘{
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