Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

-

Facility’s Name: R& P Villanueva Adult Residential Care CHAPTER 100.1
Home

Address: Inspection Date: July 30, 2024 Annual
99.058 Ohiaku Street, Aiea, Hawaii 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). IFIT 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).




RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-13 Nutrition, (1) PART 1
Special diets shall be provided for residents only as ordered 07/30/2024
by their physician or APRN. Only those Type | ARCHs DID YOU CORRECT THE DEFICIENCY?

licensed to provide special diets may admit residents
requiring such diets.

USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY

Resident #2 - Diet order following hospitalization on

6/14/24 states, chopped fine with soft bread. However, A physician's order has been obtained that

SCG #1 states resident eats a regular textured diet and discontinues resident #2's Chopped diet and states the

tolerating it. No documentation diet order was clarified ) \ . .
with the physician. resident's change to regular diet. Physician's order was

Submit documentation of the clarified diet order with yvour received on 7/30/24.
plan of carrection (POC).




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (1) PART 2
Special diets shall be provided for residents only as ordered 7/30/24

by their physician or APRN. Only those Type | ARCHs
licensed to provide special diets may admit residents
requiring such diets.

FINDINGS
Resident #2 Diet order following hospitalization on
6/14/24 states, chopped fine with soft bread. However, SCG
#1 states resident eats a regular textured diet and tolerating
it. No documentation diet order was clarified with the
physician.

FUTURE PLAN

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

In the future, if any diet changes do occur, primary
caregiver will contact the resident’s physician to obtain
a physician's order documenting the diet change prior
to implementing the diet in the residents care plan




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Focd sanitation. (a) PART 1
All food shall be procured. stored. prepared and served
under sanitary conditions. DID YOU CORRECT THE DEFICIENCY? 07/30/2024

FINDINGS

Noted the following food items/condiments expired: ham
spread (5/17/24). fruit cups (5/2024), whipping cream
{4/2024). soy sauce (1/3/24), turikake (5/13/24), lemonade
juice (6/2023).

USE THIS SPACE TO TELL US HOW YQU
CORRECTED THE DEFICIENCY

The expired items that were listed have been disposed.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (a) PART 2
All food shall be procured, stored, prepared and served 8/13/24

under sanitary conditions.

FINDINGS

Noted the following food items/condiments expired: ham
spread (5/17/24), fruit cups (5/2024), whipping cream
{472024). soy sauce (1/3/24), furikake (5/13/24), lemonade
Juice {6/2023).

FUTURE PLAN

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

In the future both primary and substitute caregivers
will conduct monthly refrigerator and pantry checks to
ensure that any expired items can be properly
disposed. Primary caregiver will ensure that expiration
dates are legible and items are properly labeled.




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 paiterns including the date. time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs:

FINDINGS

Resident #3  Hospital after visit notes dated 10/11/23 state
resident sustained a head laceration due to a fall and
received five staples to close the wound. Staples were
removed by the PCP on 10/17/24, There is no
documentation in the progress notes that the wound was
monitored following hospitalization and when the staples
were removed.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For

this deficiency, only a future

plan is required.




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 iilness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be complered
immediately when any incident occurs:

Resident #3 — Hospital after visit notes dated 10/11/23 state
resident sustained a head laceration due to a fall and
received five staples to close the wound. Staples were
removed by the PCP on 10/17/24. There is no
documentation in the progress notes that the wound was
monitored following hospitalization and when the staples
were removed,

PART 2

FUTURE PLAN

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

In the future if there is a similar incident that occurs.
Primary caregiver will ensure that proper
documentation will be done immediately after the
incident occurs, and the following weeks to observe
any changes in residents condition. Any observations
will be documented in the resident's progress notes.

8/13/24




RULES (CRITERIA) PLAN OF CORRECTION Compietion
Date

DX | §17-100.1717 Records and reports, (b)(8) PART 1
During residence, records shall include:

Notation of visits and consultations made to resident by
other professional personnel as requested by the resident or
the resident's physician or APRN:

FINDINGS
Resident #1 — Dentist visit an 7/24/24 not documented in the
progress notes.

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(8)
During residence, records shall include:

Notation of visits and consultations made to resident by
other professional personnel as requested hy the resident or
the resident's physician or APRN:

FINDINGS
Resident #1 - Dentist visit on 7/24/24 not documented in the
progress notes.

PART 2

FUTURE PLAN

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

After any doctors visit, we will ensure to document the
visit in the progress note im mediately following the
visit. If any doctor or nurses document anything, we

will log it in our narrative notes.

8/13/24




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-17 Records and reports. ()(4) PART 1
General rules regarding records: 8/13/24

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency.

FINDINGS

Resident #1 — No emergency information sheet has been
completed since admission on 6/10/24,

Submit a copy with vour plan of correction (POC).

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Primary contact for resident #1 was contacted and
emergency information sheet for resident # 1 has been
completed.

10




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$11-100.1-17 Records and reports. {){4) PART 2
General rules regarding records:
8/13/24

All records shall be complete, accurate. current, and readily
available for review by the department or responsible
placement agency.

FINDINGS
Resident #1 — No emergency intormation sheet has been
completed since admission on 6/10/24.

FUTURE PLAN

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

Upon admission Primary caregiver will ensure that all
paperwork for a is fully completed by family or POA.
Primary caregiver will check to ensure that all
paperwork is complete, if paperwork is not complete,
we will notate/flag it with a post it not and contact the
family in the days following admission to complete the
paperwork.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (D{4)
General rules regarding records:

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency.

FINDINGS

Resident #2 - PCG assessment torm was not signed by the
resident or the resident’s family representative.

Submit a copy with vour POC.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Assessment form was signed by resident #2's family
representative.

8/13/24




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (1)}4) PART 2
General rules regarding records:
8/13/24

All records shall be complete, accurate, current. and readily
available for review by the depariment or responsible
placement agency.

FINDINGS
Resident #2 - PCG assessment form was not signed by the
resident or the resident’s family representative,

FUTURE PLAN

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

In the future, primary caregiver will ensure that all
paper work is signed by resident or resident's family
representative. If paperwork is not signed, paper will
be labeled/flagged or put aside to ensure that
paperwork is signed and completed before filing
paperwork away.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. ()
General rules regarding records:

All records shall be complete, accurate. current. and readily
available for review by the department or responsible
placement agency.

FINDINGS

Resident #3 - Conflicting level of care (LOC) determination
signed by the physician - 7/8/24 physical examination form
indicated ICF level but the 7/8/24 physician orders sheet
indicated ARCH level.

Resident #3  Conflicting dates when unattended fall
occurred — hospital after summary visit states resident was
seen on 10/11/23, but incident report and progress notes
indicate the incident happened on 10/13/23.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. ({4}
General rules regarding records:

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency.

FINDINGS

Resident #3 — Conflicting level of care (LOC) determination
signed by the physician  7/8/24 physical examination form
indicated ICF level but the 7/8/24 physician orders sheet
indicated ARCH level.

Resident #3 - Conflicting dates when unattended fall
occurred - hospital after summary visit states resident was
seen on (/1 1/23, but incident report and progress notes
indicate the incident happened on 10/13/23.

PART 2

FUTURE PLAN

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

IT DOESN'T HAPPEN AGAIN?

To ensure that all records are complete and accurate,

when filling out any forms {i.e incident reports,

progress report etc.) PCG and SCG will cross examine
physician or hospital records (i.e. physician summary

or summary visit) to ensure that all information

matches and is accurate. Before leaving the doctors

office/hospital | will ensure that any clarifications

regarding resident care are clarified with a health care

professional to ensure all records are accurate.

8/13/24

15




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-23 Physical environment. (g){3)}D)
Fire prevention protection,

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

A drill shall be held to provide training for residents and
personnel at various times of the day or night at least four
times a year and at least three months from the previous
drill, and the record shall contain the date, hour, personnel
participating and description of drill. and the time taken to
safelv evacuate residents trom the building. A copy of the
fire drill procedure and results shall be submitied to the fire
inspector or department upon request;

FINDINGS

Fire drills held on 5/15/24, and 11/18/23 did not include the
time taken to safely evacuate the residents from the care
home.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment, (g}3)(D) PART 2
Fire prevention protection.
8/13/24

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

A drill shall be held to provide training for residents and
personnel at various times of the day or night at least four
times a ycar and at least three months from the previous
drill, and the record shall contain the date. hour, personnel
participating and description of drill, and the time taken to
safely evacuate residents from the building. A copy of the
fire drill procedure and results shall be submitted to the fire
inspector or department upon request:

FINDINGS

Fire drills held on 5/15/24, and 11/18/23 did not include the
time taken to safely evacuate the residents from the care
home.

FUTURE PLAN

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

IT DOESN'T HAPPEN AGAIN?

In the future PCG and 5CG will sit down to document

the date and time for fire drills. PCG and SCG will

double check drill documentations to ensure that drill

procedure and results are correctly completed.




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 — Current care plan (6/10/24) states to monitor
the resident for seizure activity, signs of dehydration, and
hypotension, but no documentation of RN delegation
training was provided to caregivers.

Submit documentation with vowr POC.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

The caregivers has been delegated on the safety

precautions when client is having seizures on 08-01-24.

8/13/24




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (1} PART 2
In addition to the requirements in subchapter 2 and 3:
FUTURE PLAN 8/13/24

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 - Current care plan (6/10/24) states to monitor
the resident for seizure activity, signs of dehydration. and
hypotension, but no documentation of RN delegation
training was provided to caregivers.

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

PCG will view care plan upon resident admission. If any
training is needed for specialized training, PCG will
follow up with RN to schedule training.

19




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

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

te)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 1o, physical, mental,
psychological, social and spiritual aspects:

FINDINGS

Resident #1 — Comprehensive assessment by registered
nurse (RN} case manager (CM} was not done prior to
resident’s placement into the care home. Assessment was
completed upon admission on 6/10/24.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.

20




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
e
Case management services for each expanded ARCH FUTURE PLAN 8/13/24

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  Comprehensive assessment by registered
nurse {RN) case manager (CM) was not done prior to
resident’s placement into the care home. Assessment was
completed upon admission on 6/10/24.

USE THIS SPACFE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T HAPPEN AGAIN?

The comprehensive assessment by the RN was done on
admission day(6-10-24) In the future, PCG will
communicate with the CMA to do assessment for a
resident prior to admission in the facility.

21




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-88 Case management gualifications and services,

{c)(2)

Case management services for cach 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 - No care plan has been developed to address
malnutrition (active diagnosis), and the resident is on
Megace and Ensure to improve oral intake.

Submit a copy with yowr POC.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

A plan of care has been added on the service plan (6-
10-24) Residents diet has been changed to regular diet
based on MD order.

8/13/24

22




RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
§11-100.1-88 Case management qualifications and services. PART 2
{(e)2)
Case management services for each expanded ARCH FUTURE PLAN 8/13/24

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 - No care plan has been developed to address
malnutrition (active diagnosis), and the resident is on
Megace and Ensure to improve oral intake.

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

Upon admission PCG will ask the admitting RN to
complete a care plan for the EARCH resident. PCG will
make an admission checklist to ensure that all items
and paperwork required for admission is able to be
completed in a timely manner. Care plan must be in the
binder on admission day.

23




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
(e)2)
Case management services for each expanded ARCH DID YOU CORRECT THE DEFICIENCY? 8-13-24

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 admtssion 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 — Current care plan (6/10/24) states soft texture
diet with thin liquid but no physician’s order found in the
record.

Submit a copy with your POC.

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

A plan of care has been added on the service plan by
the Case Management Agency. Residents diet has been
changed to regular diet based on MD order, Care plan
was done on the admission day(6-10-24) but RN did not
placed it in the binder. There is no soft diet order from
physician. The order was regular upon admission.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
§11-100.1-88 Case management qualifications and services. PART 2
(c}2)
Case management services for each expanded ARCH FUTURF PLAN 8/13/24

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,
soctal, 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 - Current care plan (6/10/24) states sofl texture
diet with thin liquid but no physician’s order found in the
record.

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

PCG will make an admission checklist to ensure that all
items and paperwork required for admission is able to
be completed in a timely manner. PCG will also check
physicians order for resident's diet, if no order is found,
PCG will contact physician to confirm orders.

25




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

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

(e)(4)

(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:

Update the care plan as changes occur in the expanded
ARCH resident care needs, services and/or interventions;

FINDINGS

Resident #1 — Current care plan (6/10/24) was not updated
to reflect all medication orders prescribed by the physician.
Submit a copy of the revised care plan with vour plan of
correction.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

The MAR has been updated by CMA to reflect all
medication orders for resident #1 and attached to the
care plan. It was done by admission day (6-10-34) but
not in the binder,

8/13/24




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$11-100.1-88 Case management qualifications and services, PART 2
(c)(4)
Case management services for each expanded ARCH FUTURE PLAN 8/13/24

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:

Update the care plan as changes oceur in the expanded
ARCH resident care nceds, services and/or interventions:

FINDINGS
Resident #1 — Current care plan (6/10/24) was not updated
to reflect all medication orders prescribed by the physician.

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

In the future, PCG will check with the admitting RN to
do the care plan and attached the med list. PCG will
have a check list for admission documents to be
completed. If in case it’s not completed PCG will notate
with post it notes for reminders or flag the unfinished
paperwork.




Precy Vitlanueva

Licensee’'s/Administrator’s Signature:

Print Name: Precy Villanueva

Date: 08/13/2024
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