Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Mana's Adult Care [CHAPTER 1001
I

Address: llns_mééﬁdlrﬁalg()ﬁbﬁr“ﬁ. 2004 Annoat

92-1177 Puconani Street Kapolei, Hawaii 96707 |

THIS PAGE MUST BE SUBMITTED WITH YOUR PEANOF CORRECVION B FE N0 Mol /b 2™t
CORRECTION WILL BE RETURNED TO YOU, U NREVIEW b

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (1) WORKING DAYS I IT 8 NOW

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINL,
WITHOUT YOUR RESPONSE.
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- . i
RULES (CRITERIA) PLAN OF CORRECTION Completion -

Date
E §11-100.1-9 Personnel, staffing and family requirements. PART 1 '
(a) |
All individuals who cither reside or provide care or services :CT THE DEFICIENCY?
to residents in the Type | ARCH, shall have documented DID YOU CORREC -
evidence that they have been examined by a physician prior
to therr first contact with the residents of the Type | ARCH. USE THIS SPACE TO TELL US l‘!()w YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY

to certify that they are free of infectious discases. 5/2),‘/26
4 :
FINDINGS bl Can Grver # 2 Al

!
Substitute care giver #2: No documented evidence of g - ,/ . :
annual physical exam. p F wal M ’2/5 ZC/ !
i
i

2




to residents in the Type I ARCH. shall have documented
evidence that they have been examined by a physician prior
to therr first contact with the residents of the Type L ARCH,
and thereafter shall be examined by a physician annually. to
certify that they are free of infectious diseases.

FINDINGS
Substitute care giver #2: No documented evidence of annual
physical exam.

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, staffing and farmly regumrements PART 2 |

(a) | [
Al individuals who enther reside or provide care or services FUTURE PLAN i
|
|




RULES (CRITERIA)

PLAN OF CORRECTION

Completion |

f l)l -100.1-9 Personnel, staffing and family requirements.

a

All m_divtduals who erther reside or provide care or services
to residents in the Type [ ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH,
and thereafter shall be examined by a physician annually, 10
certify that they are free of infectious diseases.

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

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

§11-100.1-9 Personnel, staffing and famly requirements.
(a)

All individuals who erther reside or provide care of services
to residents 1n the Type 1 ARCH, shall have documented
evidence that they have been examined by a physician pnor
to their first contact with the residents of the Type I ARCH.
and thereafter shall be examined by a physician annually. to
certify that they are free of infectious discases.

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

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 I Completion :

Date

§11-100.1-9 Personnel, staffing and family reguirements
(a)

All individuals who either reside or provide care or services
1o residents in the Type [ 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 phywician annually, 1o
certify that they are free of infectious discases.

FINDINGS
Resident #5: No documented evidence of annual physical
exam.

DID YOU CORRECT THE DEFICIENCY?

PART 1

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION | Completion ,

[ Date i

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

(a) 1 '

Allindividuals who either reside or provide care or services 1 d | r

to resrdents 1n the Type [ ARCH, shall have documented FUTURE PLAN 1 \

evidence 1hat they have been examined by a physician pnior . \

1o their first contact with the residents of the Type I ARCH. USE THIS SPACE TO EXPLAIN YOUR FUTURE 9 |

and thereafier shalk be examined by a physician annually, 10 | PLAN: WHAT WILL YOU DO TO ENSURE THAT ! 1

certify that they are irec of infections discases. IT DOESN’T HAPPEN AGAIN? | :

FINDINGS ! |
Resident #5: No documented evidence of annual physical . v !
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§1£-100.1-9' Personnel, staffing and family requirements. PART 1

()
Allindividuals who either reside or provide care or services

to resadents 1n the Type 1 ARCH shall have documented
evidence of an inmal and annual wberculosis clearance.

FINDINGS

Resident #1: no documented evidence of annuai TB
clearance

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Rivident # | Aol T7%
ilisrane. pme A

daled  [o/22/2024 .




RULES (CRITERIA) PLAN OF CORRECTION Completion ;
Date :
§t: 1-100.1-9 Personnel, staffing and family requirements PART 2 !
(b) ; '
Alt individuals who either reside or provide care or services |
1o 1esidents in the Type 1 ARCH shall have documented FUTURE PLAN ! l
evidence of an imitial and annual tuberculosis clearance . |
USE THIS SPACE TO EXPLAIN YOUR FUTURE ; i
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT i
Residem #1° no documented evidence of annual TB IT DOESN'T HAPPEN AGAIN? ‘ .
clearance.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

(Qt: 1-100.1-9 Personnel, staffing and family ICquItements, PART 1 !
) 1'
Al individuals who cither reside or provkle care or services . : C \
to residents in the Type 1 ARCH shall have documented RID YOU CORRECT THE DEFICIENCY? j
evidence of an inival and annual wberculoss clearance. i
USE THIS SPACE TO TELL US HOW YOU |
FINDINGS CORRECTED THE DEFICIENCY g |
-?%bsululc care giver #1: no documented evidence of annual f !
clearance. —_— . ‘ !
gw‘wwh. (3444, CﬂVw4 / J |
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RULES (CRITERIA) PLAN OF CORRECTION T Completion |
. Date |
(§bl}l- 100.1-9 Personnel, saffing and family requirements PART 2 i
t
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 imual and annual toberculosts clearance. J
USE THIS SPACE TO EXPLAIN YOUR FUTURE f
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT | |
Substitute care giver #1: no documented evidence of annual IT DOESN'T HAPPEN AGAIN? | :
TB clearance. ’ ‘ ‘
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RULES (CRITERIA) PLAN OF CORRECTION Completion '

Date !
§bl 1-100.1-9 Personnel, staffing and famuly requirements PART 1 | |
(b) i
All individuals who either reside or provide care or services DID YOU CORRECT THE DEFICIENCY?

to residents in the Type 1 ARCH shall have documented
evidence of an initial and annual tubcerculosis clearance.

USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY

Substitute care giver #2: no documented evidence of annual |

TB clearance. ‘q 4!'{ [,u &M é’bf(/t#z
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Ao dated ©fi1)2
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RULES (CRITERIA) PLAN OF CORRECTION Completion :
Date |
§11-100.1-9 Personnel, stalfing and {amily reguirements. PART 2 .
(b) ‘
All individuals who etther reside or provide care or services FUTURE PLAN 3
to residents in the Type I ARCH shall have documented —_— | i
evidence of an inival and annual tuberculosis clearance. USE THIS SPACE TO EXPLAIN YOUR FUTURE i w;
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT | ;
Substitute care giver #2: no documented evidence of annual IT DOESN'T HAPPEN AGAIN? { i
TB clearance. ‘ |
T wl] de a cledlisT l
;“,,,,7_\ C:Lu._ﬁaww.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1

During residence, records shall include:

Progress notes that shall be weitien on a monthly basis, or
more often as appropniate, shall include observations of the

resident’s response o medication, treatments, diet, care plan,

any changes in condition, indications of sliness or injury,
behavior patierns including the date, tme, and any and all
action taken. Documentation shall be completed
immediately when any incudent oceurs;

FINDINGS

Resident #4: No documented evidence of progress notes for
the year 2024,

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

§11-100.1-17 Records and reporis. (bX3) PART 2

Duning residence, records shall include: '
J < PLLAN
Progress notes that shall be writien on a monthly basis, or FUTURE PLAN ! E
more often as appropriate, shall include observattons of the . . ~ 1
resident’s response to medication, treatments, diet, care plan, USE THIS SPACE TO EXPLAIN YOUR FUTURE i :
any changes in condition, indications of Wlness or njury. PLAN: WHAT WILL YOU DO TO ENSURE THAT !
behavior patterns including the date, ume, and any and all IT DOESN'T HAPPEN AGAIN? ‘ :
action taken. Documentation shall be completed !
immediately when any incident occurs; :
— ) n/ M %‘_‘q— I
FINDINGS 4 / st |
Resident #4. No documented evidence of progress notes lor i
the ycar 2024, 7 (/Mr// 060 h"y"' % '
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RULES (CRITERIA) PLAN OF CORRECTION Con;)plehon
ate

§11-100.1-17 Records and reports. (b)(3) PART 1
Duning residence, records shall include:

g ? DEFICIENCY?
Progress notes that shall be written on a monthly basis, or w&w—_—'—"l‘_
more often as appropriate, shall include observations of the s - . :
resident's response 1o medication, treatments, diet, care plan, USE THIS SPACE TO TELL US HOW YOU |
any changes in condition, indications of ilingss or injury, CORRECTED THE DEFICIENCY '
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed

immediately when any incident occurs; MM ‘-F 5 /f‘lﬂ
FINDINGS 7uw AL ap ch
Resident #5: No documented evidence of progress notes for Z(’[ % ‘6‘

the year 2024,
)qqml,&(jr P ¢ M.ﬂf -:5/2q/?,5
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RULES (CRITERIA) PLAN OF CORRECTION | Completion
. Date
§10-100.1-17 Records and reports. (b3 PART 2 F
Durtng residence, records shall inctude: i
FUTURE PLAN E

Progress notes that shafl be writien on a monthly basis, or
more often as appropriate, shatl include observations of the
resident’s response 10 medication, treatments, diet, care plan,
any changes in condition, indications of 1llness or njury,
behavior patterns including the date, ime, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #5: No documented evidence of progress notes for
the year 2024,

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 |

§11-100.1-17 Records and repurts. (b))
Duning residence, records shall include:

Progress notes that shall be wrutten on a monthly basis, or
more often as appropnate, shall include observanions of the

resident’s response 1o medication, treatments, diet, care plan,

any changes in condivion, indications of iliness or injury,
behavior patierns including the date, ume, and any and all
action taken. Documentation shall be completed
immediately when any ncident oceurs:

FINDINGS
Resident #1: no documented evidence of progress notes for
the month of Scptember 2024,

PART 1 ;
|
|

DID YOU CORRECT THE DEFICIENCY? i

USE THIS SPACE TO TELL US HOW YOU |
CORRECTED THE DEFICIENCY ;
7. v :
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RULES (CRITERIA)

PLAN OF CORRECTION

Com pletia:f

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 appropriale, shall include observations of the

resident’s response (o 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
ymmediately when any incident occurs;

FINDINGS
Resident #1: no documented evidence of progress notes tor
the month of September 2024.

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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Completion '

RULES (CRITERIA) PLAN OF CORRECTION
Date !
§11-100.1-13 Nuinon. (i) PART 1 7

Each resident shall have a documented diet order on
adnussion and readmission to the Type | ARCH and shall
havc_lhc documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and writien
confirmation by the atiending physician or APRN shall be
obtained during the next office visit.

FINDINGS
Resident #4: No annual diet order.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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PLAN OF CORRECTION Completlon

F

RULES (CRITERIA)
Date |
§11-100.1-13 Nutrtion. (1) PART 2 |
Each resident shall have a documented diet order on i
admission and readmission 1o the Type I ARCH and shall FUTURE PLAN ‘

havc.ll}c documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and wnien
confirmation by the attending physician er APRN shall be
oblained during the next office visit.

FINDINGS
Resident #4:; No annual diet order.

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

J

IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Conl;l;l;!w"
$11-100.1-13 Nurition. (i) PART 1
Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shali DID YOU CORRECT THE DEFICIENCY?
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be 5
recorded on the physician order sheet and written USE THIS SPA(‘:E ']:O TELL US‘ P!Ow YOU
confirmation by the attending physician or APRN shall be CORRECTED THE DEFICIENCY
obtained during the next office visit.
FINDINGS /& g;, T ? :
Resident #5: No annual diet order. /‘9 C (7 3 / ? : ‘
Kigident 7S y | |
A LY, ST « At J
< 7 - _
2y

7/61/ 2y
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+ :C Completion
RULES (CRITERIA) PLAN OF CORRECTION Dla)ue |
§11-100.1-13 Nutruon, () PART 2 !
Each resident shall have a documented diet order on
admission and readmission to the Type T ARCH and shall FUTURE PLAN
have the documented dict annually signed by the resident’s I
physician or APRN. Verbal orders for dicts shall be ~ ! TURE
recorded on the physician order sheet and wntten USE THIS SPACE TO EXPLAIN YSN%I:JEE, Fl'l‘lleT |
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENS JRE ! 1
obtained during the next office visit, IT DOESN’T HAPPEN AGAIN? : l
FINDINGS . . Lo oo |
Restdent #5: No annual diet order. I W// m'—/"" 4 ;
Unetlonr s Aeomind W |
A phuecde i ‘Ao F S
Hommal At prsbie fom
" N /Y
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Completion T

RULES (CRITERIA) PLAN OF CORRECTION |
§11-100.1-15 M I Date |
-1001-15 Medications. (N P :
ngdlca!lmns -;nhad; available to residents shabl be recorded on ART1 l i
owsheet. The flowsheet shall contain the resident's name.  DEFTCTENG |
name of the medication, ;'c;u‘:.nn:c;nt:.:l;l:ldilr::‘u: :;g:ﬁ:; DID YOU CORRECT THE DEFICIENCY? ‘ !
the medication was made available to the resident. } {
F USE THIS SPACE TO TELL US HOW YOLU | |
FINDINGS CORRECTED THE DEFICIENCY ‘ !
Resident #4: October MAR blank from the 1 to the 17, : i
W}?\/ m .
sfafs”

10 /134 .
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RULES (CRITERIA) PLAN OF CORRECTION | Completion |
: Date i
§1 1-100.1-15 Medications. (f) PART 2 | i
Medl:‘:lanol;s made available 1o residents shall be recorded , i
on a flowsheet. The flowsheet shall contain the resident’s ; | |
name, name of the medication, frequency, time, date and by FUTURE PLAN i ;
whom the medication was made available to the resident. : i
USE THIS SPACE TO EXPLAIN YOUR FUTURE |
FlNDlNGS PLAN: WHAT WILL YOU DO TO ENSURE THAT |
Resident #4: October MAR blank from the 1* to the | 7. IT DOESN’T HAPPEN AGAIN? \
pannind ) Fr el
¢ So S Aedd B Ao
i -
T il Jevicws ,%OWCL |
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RULES (CRITERIA) PLAN OF CORRECTION Conlr)plletion ¢
ate %
§11-100.1-15 Medications. (f) PART 1

Medications made available (o residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident’s namw,
name of the medication, frequency, time, date and by whom

the medication was made available to the resident.

FINDINGS
Resident #5: October MAR prefilled.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Jr6 (wsudedd  fetideniy o

Oclab MAA - A alect

16/1¥ /24 .
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RULES (CRITERIA)

PLAN OF CORRECTION T Completion
| Date

§11-100 1-15 Medwcauons. {0

Medications made avalable to residents shall be recorded
on i flowsheet. The Nowsheet shall contan the ressdent’s
name, name of the medication, frequency, ime, date and by
whom the medication was made available to the residemt

FINDINGS
Resident #5: October MAR pretilled,

PART 2 !

FUTURE PLAN

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

T il Ao M‘{"’.H
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RULES (CRITERIA) PLAN OF CORRECTION _ Completion
Date

PART 1

E §11-100.1-17 Records and repurts. (h)4)
During restdence, records shalt include:

DID YOU CORRECT THE DEFICIENCY?

Entries describing treatments and services rendered:

FINDINGS USE THIS SPACE TO TELL US HOW YOU

Resident #4- No documented evidence of services rendered CORRECTED THE DEFICIENCY 9 :

to restdent for the 2024, no progress notes from December

2023 to Octoher 2024 0 6 dendt H g ﬂ/\g.?fud Aeler.
| Gﬁy,«,. Dee. 2012 h O 2004
| ?’,ul(,u( ool (ornecle .
a e Flau » Lak
/ Fuapreche 3/24/25
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion i

Date

§11 TIOO.]- 17 Records and reports. (b)4)
During residence, records shall include:

Entries describing treatments and services rendered;

FINDINGS

Resu.l_enl #4: No documented evidence of services rendered
10 resident for the 2024, no progress notes from December
2023 1o Ocrober 2024,

PART 2

FUTURE PLAN

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

IT DOESN’T HAPPEN AGAIN?

P0G walk /U, [T,
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[ RULES (CRITERIA) PLAN OF CORRECTION Completon |
ale _‘:

E §11-100.1-17 Records and reports. (b)4) PART 1
During residence, records shall include:

DID YOU CORRECT THE DEFICIENCY? :

Enines descnbing treatments and services rendered; !

FINDINGS USE THIS SPACE TO TELL US HOW YOU ' ;
Restdent #5: No documented evidence of services rendered CORRECTED THE DEFICIENCY i ;
1o resident for the 2024, no progress notes from December . ) '
2023 10 October 2024. LWM é] g’ OCC . }0 3 J_p |

T Nelia .
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RULES (CRITERIA) PLAN OF CORRECTION COﬂll)PlteliOH
ate
DX 1 §11-100.1-17 Records and reports. (b)(4) PART 2
During residence, records shall include: |
. . FUTURE PLAN '
Entries describing treatments and services rendered;
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE‘
Resident #5: No documented evidence of services rendered | PLAN: WHAT WILL YOU DO TO ENSURE THA' l |
to resident for the 2024, no progress notes from December IT DOESN’T HAPPEN AGAIN? ! :
2023 10 October 2024, ! |
| i
_/ A /LL(/, o Al eeds :
L v My bagaa ot
' S A2d/2>

31




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§E1-100.1-17 Records and reports. (A(1) PART
General rules regarding records:
All entries in the resident’s record shall be written 1n black DID YOU CORRECT THE DEFICIENCY?
|_nk. or typewritlen, shall be legible, dated, and signed by the !
individual making the entry; USE THIS SPACE TO TELL US HOW YOU i
CORRECTED THE DEFICIENCY E
FINDINGS |
Resident #4: White out used in September MAR. E
White sod frr Reo 4
Copr - MBE . o Lie
ob M\ . 2ul2s
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RULES (CRITERIA)

PLAN OF CORRECTION Completion |
Date

§11-100.1-17 Records and reports. ¢N(1)
General rules regarding records:

All eninies in the resident’s record shall be writen in black
ink, or typewnitien, shall be legible, dated. and signed by the
wdividual making the entry,

FINDINGS
Resident #4: White out used in September MAR.

PART 2
FUTURE PLAN
USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?

ﬂCG wtll e o CM,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. {pX(5) PART 1

Miscellaneous:

Signaling devices approved by the depariment shall be
provided for resident’s use at the hedside, in bathrooms,
toilet rooms, and other areas where residents may be lefi
alone. In Type I ARCHs where the primary care giver and
residents do not reside on the same level or when other
signaling mechanisms are deemed 1nadequate, there shall
be an electronic signaling system.

FINDINGS
No signaling device in an bathroom #1.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Peé W /‘MW&MM‘}

Sigratdy Davitee o BT
Wi oS u

date - (10fr3 [/ )

e —

/2425




RULES (CRITERIA) PLAN OF CORRECTION COT)l;';tmn ‘!
1
§11-100.1-23 Physical environment. (p)(5) PART 2 ;
Miscellancous: |
ignali FUTURE PLAN
Signaling devices approved by the department shall be i
provided for resident’s use at the bedside, in bathrooms, . . !
toilet rooms, and other areas where résidents may he kefl USE THIS SPACE TO EerLAlN YOI,J.R F I{TURE‘ ‘
alone. In Type I ARCHs where the primary care giver and PLAN: WHAT WILL YOU DO TO ENSURE THA1
residents do not reside on the same level or when other IT DOESN’T HAPPEN AGAIN?
signaling mechanisms are deemed inadequate, there shall be
an electronic signaling system. — . }MMIM
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