Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Ellazar, Estela (ARCH/ Expanded ARCH) | CHAPTER 100.1

Address: Inspection Date: July 12, 2024 Annual
17-162 Ipuaiwaha Street, Keeau, Hawaii 96749

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

Documented evidence stating that the licensee, priman
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 (SCQG) #d & SCG #35 No carrent
documented evidence of atorementioned care givers have
. no prier felony or abuse convictions in a court ot taw.
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$11-100.1-3 Licensing. (h) (D i PART 1
Application. r
| a
. o lieeme - i ‘ DID YOU CORRECT THE DEFICIENCY?
In order to obtain a license. the applicant shalt apply to the
director upon forms provided by the department and shall o
provide any information required by the department to i USE THIS SPACE TO TELL US HOW YOU
demonstrate that the applicant and the ARCH or expanded | CORRECTED THE DEFICIENCY
ARCH have met all of the requirements of this chapter. ! X i )
The following shall accompany the application: } o FooS LAY (;1{_,3_ (-' T }@}-" . ! [
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-3
Application.

Licensing. (b)(1)1)

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
tollowing shall accompany the application:

Documented evidence stating that the licensee, primary care
giver, family members living in the ARCH or expanded
ARCIH 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
SCG #4d & SCG #5  No current documented evidence of
aforementioned care givers have no prior felony or abuse
convictions in a court of law.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
I'T DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA)

PLLAN 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 F 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 #2 No documented evidence of a current diet
order signed by a physician or advanced practice registered
nurse {APRN).

PART |

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}

Each resident shail have a documented diet order on
admission and readmission to the Type | 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
abtained during the next office visit.

FINDINGS
Resident #2 - No documented evidence of a current diet
order signed by a physician or APRN.

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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ULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

$11-100.1-15 Medications. (a)

Alt medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee.
primary care giver or any ARCH/Expanded ARCH staft.
and pillsimedications are not removed from the original
labeled container, other than for administration of
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident’s bathrooms or
bedrooms.

FINDINGS

Resident #1  Physician ordered “Magnesium oxide 400mg
tablet. 1 tablet by mouth daiiv.” Medication bottle reads
“Magnesium oxide 400mg tablet. | tablet by mouth daily as
i needed.” Physician order and medication bottle label do not
i maich.
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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. (a) PART 2
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee. FUTURF PLAN
primary care giver or any ARCH/Expanded ARCH staft.
and pills/medications are not removed from the original USE THIS SPACE TO EXPLAIN YOUR FUTURE
labeled container, other than for administration of PLAN: WHAT WILL YOU DO TO ENSURE THAT
medications. The storage shall be in a staff controlled work IT DOESN'T HAPPEN AGAIN?
cabinet-counter apart from either resident's bathrooms or
bedrooms.
FINDINGS
Resident #1 - Physician ordered “Magnesium oxide 400mg C O\Uﬂ,d wM“) Ve '-"""" L&Q- R"LW '
tablet. | tablet by mouth daily ™ Medication bottle reads ) \p‘o Ly
“Magnesium oxide 400mg tablet. | tablet by mouth daily as
needed.” Physician order and medication bottle label do not UJ/‘-U ‘*AL \‘Ui’ %
match. L(L& A ‘k(.bf At sl na &
Yujgu Q/% J‘M/
Faet Al ol
i i o
M\Q dse da jOn T




RULES (CRITERIA)

PLAN OF CORRECTION

Completion |
Date

$11-100.1-15 Medications. {a)

All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee,
primary care giver or any ARCH Expanded ARCII staft.
and pillsrmedications are not removed from the original
{abeled conainer, other than tor administration of
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or
bedrooms.

FINDINGS
Resident #1 - Physician ordered ~Senna-Docusate 8.6mg-
30mg tablet, take 1 tablet by mouth daily as needed.”

' Physician order and medication bottle label does not have an !

~as needed” indication.

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. (a)

All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee,
primary care giver or any ARCH/Expanded ARCH siaff.
and pills‘/medications are not removed trom the original
labeled container, other than for administration of
medications. The storage shall be in a statf controlled work
cabinet-counter apart from either resident's bathrooms or
bedrooms.

FINDINGS

Resident #1 - Physician ordered ~Senna-Docusate 8.6mg-
50mg tablet, take ! tablet by mouth daily as needed.”
Physician order and medication bottle label does not have an
~as needed” indication.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
I'T 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 availabie as ordered
by a physician or APRN.

FINDINGS

Resident #1 Physician ordered ~Tylenol 650mg. 1 tab by
mouth every 4-6 hours as needed.” Medication not readily

available at the tacility for resident use.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Yo Hes dagritan

| qumkun\f »MJ“ ‘uc e

A up &l

woaS ut-{fir#ao( ‘

10




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins.
mmerals.:ar?d formulas, shall be made available as ordered FUTURE PLAN
by a physician or APRN.

FINDINGS

Resident #1 - Physician ordered “Tylenol 650meg. | tab by
mouth every 4-6 hours as needed.” Medication not readily
available at the facility for resident use.

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. (1) PART 1

There shall be an acceplable procedure to separately secure

medication or dispose of discontinued medications. DID YOU CORRECT THE DEFICIENCY?

FINDINGS

Observed basket full of prescription medications hanging on USE THIS SPACE TO TELL US HOW YOU
| hallway handrail. unsecured. CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion—l
Date

§H-100.1-15 Medications. (1)
There shall be an acceptable procedure to separately secure
medication or dispose of discontinued medications.

FINDINGS
Observed basket full of prescription medications hanging on
hallway handrail, unsecured.

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

P 811-100.1-17 Records and reports. (b)( 1)

During residence, records shall include:

Annual physical examination and other periodic
examinations. pertinent immunizations. evaluations.

progress notes. relevant laboratory reports. and a report of

annual re-evaluation for tuberculosis:

FINDINGS

Resident #2 No docwmented evidence of annual level ol

care evaluation by a physician or APRN.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOQU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b} 1)
During residence, records shall include;

Annual physical examination and other periodic
examinations. pertinent immunizations, evaluations,

progress notes, retevant laboratory reports, and a report of

annual re-evaluation for tuberculosis;

FINDINGS
Resident #2 -
care evaluation by a physician or APRN,

No documented evidence of annual level of

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)) PART 1
During residence, records shall inelude:
o e DID YOU CORRECT THE DEFICIENCY?
Annual physical examination and other periodic i
examinations. pertinent immunizations. evaluations.
progress notes, relevant laboratory reports, and a report of USE THIS SPACE TO TELL US HOW YOU
annual re-evaluation for tuberculosis: CORRECTED THE DEFICIENCY
FINDINGS ! ‘ X-’»"V\’ was cervid CL-F-A
NG e o s evdencenra | e L LS ©
esident #2 & Resident %5 No documented evidence ot'a ! “1% Pps Y -
current annual tuberculosis clearance completed by a rU( 87 1 .
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)( 1)
During residence, records shall include:

Annual physical examination and other periodic
examinations. pertinent immunizations, cvaluations.
progress notes. relevant laboratory reports. and a report of
annual re-evaluation for tuberculosis:

FINDINGS

Resident #2 & Resident #5  No documented evidenge of a
current annual tuberculosis ¢learance completed by a
physician or APRN.
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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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