Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Raguindin Malama Kauhale ARCH CHAPTER 100.1

Address: Inspection Date: September 18, 2024 Annual

94-088 Awamoku 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 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).

08716716, Rev 09/049/16, 03/06/18, 04/16/18, 12/26/23




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
S11-100.1-3 Licensing. (b1 PART 1

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 o
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chaprer.
The Toltowing shall accompany the application:

Documented evidence stating that the licensee. prinary
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 4 court of Taw:

FINDINGS

No documentation of two (2) consecutive fingerprinl

hackground check clearances for the following individuals:

o Primary caregiver (PCG) - completed 9/ 19/22

o Substitute caregiver (SCG) #1 - completed
9/19/22

e SCG #2 - completed 10/26/22

e SCG#4 — none on file

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
Date
§41-100.1-3 Licensing, (b} 13D PART 2

Application.

In order to obtain a license, the applicant shall apply 1o 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, fumily members living in the ARCH or expanded
ARCH that have aceess to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or ghuse
convictions in a court of law:

FINDINGS
No documentation of two (2) consecutive {ingerprint
background check clearances (or the following individuals:

s Primary carcgiver (PCG) - completed 91922

¢ Substitute caregiver {(SCGY #1 — completed 9/19/22
¢  SCG#2 - completed 10/26/22

¢ SCG #4 - none on file

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

Completim
Date

$11-H00.1-9 Personnel, stalting and family reguirements. PART 1
[F))]
All individuals whu either reside or provide care or services DID YOU CORRECT THE DEFICIENCY?

1o residents in the Type LARCH. shall have documented
evidence that they have been cxamined by a physician prior

w0 their first contact with the residents of the Type | ARCH. USE THIS SPACE TO TELL US HOW YOU
and thercatter shall be examined by a physician annually. to CORRECTED THE DEFICIENCY
certify that they are free of infectious discases.
FINDINGS SN e b o) SNITCT N
SCG #4 - No documentation of physical examination (PE). wilTr 7‘ - KI Sl {* “) L
SCG #4 was identified as an SCGon PCG s leave Co 7 . 7 Lo
notification plan in December 2023 \_'.f. (/’ S '.r'j_-z/ foe s/ T ‘f
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, stafling and lamily requirements.
(hy

All individuals wha either reside or provide care or services
to residents in the Type [ ARCH shall have documented
evidence of an initial and annual wberculosis clearance.

FINDINGS

SCG #4 — No documentation of initial and/or current
tuberculosis (TB) clearance.

SCG #4 was identified as an SCG on PCG's leave
notification plan in December 2023

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, statfing and family requirements. PART 2
(h)
All individuals who either reside or provide care or services rye
to residents in the Type § 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
SCG #4 — No documentation of initial and/or current IT DOESN'T HAPPEN AGAIN?
tuberculosis (TB) clearance. : )
SCO #3 was identilied as an SCG on PCG's leave \ ' ”,!“ ’ P

notification plan in December 2023
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$11-100.1-9 Personnel, staffing and family requirements. PART 2
tit)
All individuals who either reside or provide care or services "
16 residents in the Type T 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 1 ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shatl be examuned by a physician annually. 10 PLAN: WHAT WILL YOU DO TO ENSURE THAT
certily that they are free of infectious diseases. IT DOESN'T HAPPEN AGAIN?
FINDINGS . / , _ L
SCG $4 - No documentation of physical examimanon (PE). " AT i 11,/' .ﬁ.‘{;. LY ;/ L{.‘.}/L{' L L’) [ /‘/ L
SCG #4 was identificd as an SCG on PCGs leave LUy AL / G TEC
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

$11-100.1-9 Personnel, staffing and fumily requirements.
(e

The substitute care giver who provides coverage lor a pertod
less than tour hours shall:

Be currently certitied in first aid:

FINDINGS

SUG #4 — No documentauon of tirst aid certitication.
SOG #4 was identilied as an SCG on PCG's leave
notification plan in December 2023

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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fess than four hours shall:
Be currently certified in first ard;

FINDINGS

SCG #4 - No documentation of first wd certification.
$CG #4 was identified as an SCG on PCGs leave
notilication plan in December 2023

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
§1E-100.1-9 Personnel, statfing and family requirements. PART 2
i3
The substitute care giver who provides coverage for a period FUTURE PLAN

9




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel slaffing and family requirements. PART |}
| (e)4)
“The substitute care giver who provides coverage for a period “ - .
less than four hours shalk: DID YOU CORRECT THE DEFICIENCY?
Be trained by the primary care giver (© make preseribed USE THIS SPACE TO TELL US HOW YOU
medications available 10 residents and properly record such CORRECTED THE DEFICIENCY
action,
FINDINGS ! ] j- /l;{‘
SCG #4 - No documentation of PCG training o make o S d L) Y Doy et s LOLON, TR
medications available w the residents. S G S e ceToe >y - P J
SCG #4 was identificd as an SCG on PCG's leave _ . S N o ! L J. 4
| natification plan i December 2023 T A R R { (il LY LA Pt
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

$11-100.1-9 Personnel, staffing and family reguirements. PART 2

The substitute care giver who provides coverage ior a period FUTURE PLAN

less than Tour hours shall:

Be trained by the primary care giver 10 make presceribed
medications available 1o residents and properly record such
aeton.

FINDINGS

SCG #4 — No documentation of PCG training to make
medications available to the residents.

SCG #4 was identified as an SCG on PCG's leave
notification plan i December 2023
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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, stafling and tamily reguirements. PART 1

(e}

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specilied in subsection (¢) shall;

Be currently certitied in cardiopulmonary resuscitation:

FINDINGS

SCG #4 - No documentation of cardiopulmonary
resuscitation (CPR) centification,

SCG #4 was identified as an SCG on PCG’s leave
notification plan in December 2023

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, statTiog and family regquirements.
(e h

The substitute care giver who provides coverage for a period
arcater than four hours in additon o the requirements
specitivd in subsection (¢) shall:

Be currently certified in cardiopuimonary resuscitation:

FINDINGS

SCG #4 - No documentation of cardiopubmonary
resuscitation (CPRY certification.

| SCG #4 was identified as an SCG on PCG's leave
notification plan in December 2023

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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PLAN OF CORRECTION Completi(ﬂ
Date
$11-100,1-10 Admission policies. () PART |
Type 1 ARCHs shall admit residents reguiring care as stated
in section 11-100.1-2, The level of care needed by the - R .
resident shall be determined and documened by that DID YOU CORRECT THE DEF ICIENCY?
residient’s physician or APRN prior to admisston.
[nformation as to cach resident’s level of care shall be USE THIS SPACE TO TELL US HOW YOU
ohtained prior to a resident’s admission w a Type TARCH CORRECTED THE DEFICIENCY
and shaft be made available for review by the depariment, v IS
the resident. the resident’s legal guurdian, the resident’s k[‘; {.‘rgl.’tu L,r 7! ; ,L_,;, /
responsible placement agency. and others authorized by the P et R R ; V - . ¥ .
resident o review it : g N
\ FINDINGS
: Resident #4 — The level of care form signed by the physiciun
‘ was not definitive, as hoth ARCH and 1CIF were checked | . r A s
off. Clpede T |
Submit docwmentation of revised and corrected LOC with ' . ‘ :
vour POC, I f',
\ |
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission pelicies. () PART 2
Type 1 ARCHs shall admut residents requinng care as stated
in section 11-100.1-2. The fevel of care needed by the Ay T
resident shall be determined and documented by that FUTURE PLAN
resident’s physician or APRN prior 1o admission. _
Information as 1o cach resident’s level of care shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
obtained prior 1o a resident’s admission t a Type 1 ARCH PLAN: WHAT WILL YOU DO TO ENSURE THAT
and shall be made available for review by the department, IT DOESN’T HAPPEN AGAIN?
: . )

ihe resident. the resident’s legal guardian. the resident’s
responsible plucement agency. and others authorized by the

resident (o review it

FINDINGS
Rewrdent #4 — The level of care form signed by the
physicun was not delinitive. is both ARCH and [CF were

checked oft.
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\ RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

B | 811-100.1-13 Nutrition. (a)
‘ The Type I ARCH shall provide cuch resident with an
appetizing, nourishing. well-balanced diet that meets the
duily nutritional necds and diet order prescribed by state and
pational dietary guidelines, To promote a social
enyironment, residents, primary care givers and the primary
care giver's family members residing in the Type | ARCH
shall be encouraged to sit together at meal umes. The same
quality of Toods provided to the primary care givers and
their family members shall be made avatlable 1o the
residents ualess contrwndicated by the resident’s physician
or APRN. resident’s preference or resident’s family.

FINDINGS

Resident #2 — Readmission dict dated 1729424 indicates.
“Pureed dysphagia dict IDDL level 4 mildly thick liguids.”
Physician order on 577523 added instructions, "He can cat
regular food if tlerated: i he chokes. gu back to purced
diet.”” Order was not clanfied w indicate the specitic diel
texture when offering regular diet. Resident is at high risk

for asparation.
U Clarify the added diet instructions from the physician and
| swbmir documentation with vorr POC.

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

S11-100.1-13 Nutnton. ()

The Type | ARCH shall provide cach resident with an
appetizing, nourishing. well-balanced dict that meets the
daily nuiritional needs and diet order prescribed by state and
national dietary guidelines. To promote a social
cnvironment. residents, primary care givers and the primary
care giver's family members residing in the Type [ ARCH
shall be encouraged 1o sit together at meal umes. The samu
quality of foods provided w the primary care givers and
their family members shall be made available o the
residents unless conraindicated by the resident’s physician
or APRN, resident’s preterence or restdent’s famnly.

FINDINGS
Resident #2 — Readmission diet dated 1/29/2-4 indicates.
“Purced dysphagia diet IDDL level mildly thick liguids.”
Physician vrder on 5/25/24 added instructions, "He can cal
regular foud 1 tolerated: if he chokes. go hack 10 pureed
diet.” Order was not ¢larified to indicate the specitic diet
texture when offering regular dict. Resident is at high rish
(or aspiration.

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 Nuuriton. (b

Menus shatl be writlen at least one week in advance, revised
periodically, dated. and followed. If eyele menus are used.
there shall be a minimum of four weekly menus.

FINDINGS

The menu indicates a turkey sandwich for lunch: however,
four residents were served with i tuna sandwich, and one
resident was served with pinakbet and rice. Per SCG.no
ingredients are available to make the tuna sandwich. Menu
was not being followed.

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
§11-100.1-13 Nutrition. (b) PART 2
Menus shall be written at least one week in advance, revised
periodically. dated, and followed. If cyele menus are used. -
there shall be a minimum of four weekly menus. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
The menu indicates a turkey sandwich for lunch: however. PLAN: WHAT WILL YOU DO TO ENSURE THAT
four residents were served with a na sandwich. and one IT DOESN'T HAPPEN AGAIN?
resident was served with pinakbet and rice. Per SCG. no '
ingredients are available w make the wna sandwich. Menu ) | !
was not being {ollowed. -1 ; : kA g Yo ) -~
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

$11-100L1-13 Nutrition, («)
Substitutes offered 10 residents who refuse food served shall
he of similar nutritive value and documented.

FINDINGS

Resident #1 was served with pinakbet and rice. Per SCG.
resident refused the wna sandwich. Record of the menu
substitution not available.

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
$T1-100.1-13 Nutrition. (¢) PART 2
Substitutes ofiered o residents who retuse Tood served shall
be of similar nutrttive value and documented. FUTURE PLAN
FINDINGS
Resident #1 was served with pinakbet and nee. Per SCG. USE THIS SPACE TO EXPLAIN YOUR FUTURE
resident refused the tina sandwich. Record of the menu PLAN: WHAT WILL YOU DO TO ENSURE THAT
substitution not avatlable. IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

]

Date
S11-100.1- 15 Medications. (b) PART 1
Drugs shall be stored under proper conditions of sanitation,
lcmpgralure. Ii_ghl.‘ mc?ismre, vcplilalinn. sc'gn‘:g_uliv(jn. L‘l.l’]d DID YOU CORRECT THE DEFICIENCY?
security. Medications that require storage 1n a relrigerator
shall be properly Tabeled and kept in a separate locked _
container. USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY
FINDINGS . ;
Three (3) boxes of Latanoprost eye drops and 2 boxes of N t Qo _L;f E_f A
bisacodyl suppositories unsecured in refrigerator. {/{ ) (,[15 [, e \J }}’L ( ]\\} {4 L i
!
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

A R Date
D | s11-100.0-15 Medications. {b) PART 2
Drugs shall be stored under propet conditions of sanitation,
wemperaiure, light, mosture. ventilation. segregation. and Ay 1
seeurity. Medications that require storage 1n a refrigerator FUTURE PLAN
shall be properly labeled and kept in a separate locked
container. USE THIS SPACE TO EXPLAIN YOUR FUTURE
1 B PLAN: WHAT WILL YOU DO TO ENSURE THAT
,lthDlN(:S ‘ _ 1T DOESN'T HAPPEN AGAIN?
IMiree £3) boxes of Latanoprost eye drops and 2 hoxes o 1 ;o ’
hisacodyl suppositorics unsecured i refrigerator. ," Voo e TN A S I ‘/-_ ’/((‘ rii ")
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
811-100.1-15 Medicauons, (¢} PART 1
All medications and supplements, such as vitamins,
minerals. and formulas, shall be made avaitable as ordered N
ol Al Al ALV )
by a physician or APRN. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 - The medication list signed by the physiciun CORRECTED THE DEFICIENCY
dated 7718724 states, “Acetaminophen 3000 1-2 wabs @ 6-8
hours PRN pain/fever does not exeeed 6 tabs ¢ 24 hours.” - ) .
However, current (September 2024) medication . . 4 A, Iy R ] .
tion 1 5 - TR VIR WY N 00 L o
administration record (MAR) staies, " Acetaminophen 500 ot e - - I
mg -2 tabs Q 6 hours PRN AND the medication botle . ; ’ . P
label states. "Acetaminophen 50+ mg 2 wbs every 8 hours oy Nf' ; ’;_‘ o b b £ v {
I)RN“’ ' ] b L
Clarify the specific dosage and frequency with MD and S ; o, g
siubmie documentation with your POC. TARTY SRR % S A T A
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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, shail be made available as ordered
by a physician or APRN.

FINDINGS

Resident #1 = The medication list signed by the physician
dated 7/18/24 states. “Acctaminophen 500 1-2 tabs @ 6-8
hours PRN pain/fever does not exceed 6 tabs y 24 hours.”
However, current {September 2024) medication
adminisiration record (MAR) states, “Acetaminophen 560
mg 1-2 tabs Q 6 hours PRN AND the medication hotile
Label states. “Acctaminophen 500 mg 2 tabs every 8 hours
PRN.”

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

S11-100.1-17 Records and reports. ()

Unusual incidents shall be noted in the resident’s progress
potes. An incident report of any bodily injury or uther
unusuitl circumstances affecting i resident which oceurs
within the home. on the premises, or elsewhere shall he
made and retained by the licensee oF primary care aver
under separate cover, and shall be made available to the
department and other authorized personnel. The resident’s
physician or APRN shall be called immediately it medical
vire may be necessury.

FINDINGS
No sncident report was gencrated (or the following. is noted
in the resident register:
e Resident #2 — hospitalizations on 1/6/24 and
[/16/24
e Resident #4 — hospitalization on 6/25/24

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. (v) PART 2
Unusual incidents shatl be noted in the resident’s progress
notes. An ineident report of any bodily injury or other . .
unusual circumstances aflecting a resident which occurs FUFTURE PLAN
within the home. on the premises. or elsewhere shall be
e and retained by the licensee or primary care giver USE THIS SPACE TO EXPLAIN YOUR FUTURE
under separate cover, and sh_all he made available m.ihu PLAN: WHAT WILL YOU DO TO ENSURE THAT
department and other authorized personnel. The resident’s IT DOESN'T HAPPEN AGAIN?
physician or APRN shali he called immediately if medical i ’
care may he necessary.
‘ - 3 4 "- Y i Lo
FINDINGS HPEITERVS R O ST R /,ril."- Ly
No meident report was generated for the following, as noted ' T - 3 / ' ;o vy
1 the Tesident register: , r o (ke Pl ,
+ i the resident register: i o L w  yrubhdaTd “ /
e Rosident #2 — hospitalizations on 1/6/24 and v A T Piaeers
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RULES (CRITERIA)

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

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

FINDINGS

Resident #2 — PCG assessment form duked 1729724 was
incomplete — missing fields/sections, such as activities and
psvehological assessment. were lelt blank.

PLAN OF CORRECTION

Completion
Date

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY




Completion

RULES (CRITERIA) PLAN OF CORRECTION
Date
£11-100.1-17 Records and reports. (hi4y PART 2
General rules regarding records:
All records shall be complete, accurate. current, and readily FUTURE PLAN
availuble for review by the department or responsible
Dlacement agency. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS | IT DOESN'T HAPPEN AGAIN?
Resident #2 — PCG assessment form dated 1/29/23 was
incomplete ~ missing tields/secuons. such as acuvities and .
ssychological assessment, were left blank. ' Lo ; o S
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
Date

§11-100.1-23 Physical ¢nvironment. (h) PART 1

The Type [ ARCH shall maintain the entire facihty and

cquipment in 4 sate and comtortable manner (o minimize “ Ip— - A S

hazards to residents and care givers. DID YOU CORRECT THE DEFICIENCY?

FINDINGS USE THIS SPACE TO TELL US HOW YOU

Living room — approximately six (6) inches hole in the wall. CORRECTED THE DEFICIENCY

tuped with white paper. o :




[ RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
@ $11-100.1-23 Physical environment. (h PART 2
‘The Type 1 ARCH shall maintain the entire facility and
cquipment in a safe and comfortable manner o minimize - -
¢ hazards 1o residents and care givers. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Living room — approxim ately six (6) inches hole in the watll, PILAN: WHAT WILL YOU DO TO ENSURE THAT
taped with white piaper: IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
§11-100.1-23 Physical environment. (hy PART |
‘I'he Type 1 ARCH shall maintain the entire Tacility and
equipment 1 a sale and comtortable manner W muinimize “ g T
hazards 1o residents and care givers, DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident bathroom - peeling paint on the wall. CORRECTED THE DEFICIENCY
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Completion

RULES (CRITERIA)

PLLAN OF CORRECTION

Date

$11-100.1-23 Physical environment. th)

The Type [ ARCH shall maintain the entire facility and
and comfortable manner 10 mininize

eyuipment in a safe
hayards (o residents and care givers.

FINDINGS

Resident bathroom — peeling puint on the wall.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THA'
IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA)

SL1-000.1-23 Physical environment. th)
The Type | ARCH <hall maintatn the entire facility and
cquipment 1n a wafe and comfortable manner 1o mininize
lazards to residents and care SIVETS.

FINDINGS
Resident bedroom #1 - door scraping/rubbing the floor.
unable to freely open/close the door.

|
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PLLAN OF CORRECTION

Completion
Date

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
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RULES (CRITERIA) PLAN OF CORRECTION Completion |
Date
§11-100.1-23 Physical environment. (T PART 2
The Type ! ARCH shall maintain the entire Tacility and
equipment in a safe and comfortable manner t mininize
hazards to residents and vare givers, FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident bedroom #1 - door scraping/tubbing the tloor. PLAN: WHAT WILL YOU DO TO ENSURE THAT
unable o freely openfclose the door. IT DOESN'T HAPPEN AGAIN?
. J‘ ! ) .“|: “ ’ /1‘ . r L k lﬁ
iy o ! e fé‘_:_- }
’ . 3 gt A RIS
SRR I ’ S
¥ A ’
: ‘ ! |
P f ! ""‘- / l
Co
N vt
} AT
1 sy ~ ’
A Y :
‘1;‘:.”,,.‘:"}'_ AL E ! 'I-‘ ‘
? ) J R ad HE {¥
‘ R T L - AT LR o
o 13 N b ;;_ : ; L
' N ’ ¢ »/.l uo- : ‘ . /" g
4 . 1/ !'il F I T ) ’ (L 0 " fL s 1
fen -




RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
$11-100,1-23 Physical environment. th) PART 1
The Type § ARCH shat! maintain the entire facibty and
cyuipment in a safe and comtortable manner to mimmize - T - g «
hazards to restdents amd care givers, DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Lvidence of termile damage on cach resident’s bedroom CORRECTED THE DEFICIENCY
door and door frame, and baseboard in the facility hallway.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
$11-100.1-23 Physical environment, (hy PART 2 '
The Type 1 ARCH shalt maintain the entire facility and
cquipment in a safe and comfortable manner Lo minimize N 5
hazards o residents and care givers., FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Lvidence of wermite damage on each resident’s bedroom PLAN: WHAT WILL YOU DO TO ENSURE THAT
door and door frame. and basebuard n the facitity hallway. IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

$11-100.1-83 Personnel and stafting reguirements, | 1y
in addition to the requirements in subchapter 2 and 3

A registered nurse other than the licensee Of primary care
siver shall train and monitor primary care givers and
substitutes in providing datly personal and \pLlell/Ld care
(o residents as needed to implement their care plan:

FINDINGS

Resident #1 - No documentation PCG, SCG #1, SCG#2,
SOG #3. SCG #4. and SCG #5 were trained by the
registered nuese (RN) case manager {CM) to monitor and
observe resident for edema: care plan states to elevate
resident’s legs it + edema. Dunng the inspection. resident’™s
[eet are swollen. and the legs were not elevated.

Submit documentation with vour POC.

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
2649 | §11-100.1-83 Personnel and stalfing requirements. (1) PART 2
@ [n addition to the requirements in subchapter Yand 3:
A registered nurse other than the licensee or primary care FUTURE PLAN
giver shall ram and monitor primary care givers and
<uhstitutes in providing daily personal and specialized care USE THIS SPACE TO EXPLAIN YOUR FUTURE
1o residents as needed 1o implement their care plan: PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS GAl
Resident #1 - No documentation PCG. SCG #1. SCG #2. ‘
QUG #3. SCG #4, and SCG #5 were wrained by the . f ) ) ( '
registered nurse (RN) cuse manager (CM) to monitor and | ] }\ RN Lo st L
observe resident for edema: care plan states o elevate LLhU ! P !
resident’s legs i + cdema. During the inspection, resident’s r ! PV ; "’ PRl ! L / P
feet are swollen, and the legs were not elevated. o L N i
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