Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: RJ Santiago ARCH & E-ARCH

CHAPTER 100.1

Address:
94-571 Loaa Street, Waipahu, Hawaii 96797

Inspection Date: July 19, 20624 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 1S 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).

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




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(1) PART 1
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or DID YOU CORRECT THE DEFICIENCY? 07/29/2024

transfer of a resident there shall be imade available by the
licensee or primary care giver for the department’s review:

Documentation of primary care giver's assessment of
resident upon admission;

FINDINGS
Resident #1 — No Primary Care Giver (PCG) assessment
when résident was readmitied on 2,24/2024.

Yes

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

| did assessment record after resident re

adr,

ssizin from hnspitet.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(1) PART 2
The licensee or primary care giver shall maintain individual 07/29/2024
records for each resident. On admission, readmission, or FUTURE PLAN

transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of primary care giver's assessment of
resident upon admission;

FINDINGS
Resideimal  No Primary Carz Giver. (P1'G) ausessment
when resident was readmitted on 2/26/2024.

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

To prevent this deficiency from happening again in the
future, | have to add in my checklisi that resident need
assessment form upon readmission from hospital or

other facility.

L2




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements, (1) PART 1
In addition to the requirements in subchapter 2 and 3:
DID YOU CORRECT THE DEFICIENCY? 07/29/2024

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 — Physician order for “Nectar thickened
liquids,” however no documented evidence that training was
warte for thickening dquids.

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Yes

| have spoken to my case RN case manager that | need
n...sing deiegation fo. nectar consistency "anids. RN
case manager did the nursing training delegation
(07/29/2024) for nectar consistency liquids.




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 07/29/2024

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 — Physician order for “Nectar thickened

liquids,” however no documented evidence that training was
dane for t_orening liguids.

e

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

IT DOESN’T HAPPEN AGAIN?

To prevent this deficiency from happening again, | will
add in my admission checklist that ail thickened liquids

need documented evidence of training or nursing
delegation.




Juliet santiago

Licensee’s/Administrator’s Signature:

Print Name: Julietsantiago

Date: 07/29/2024




