Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Josephine Cabal CHAPTER 104.1

Address: Inspection Date: May 27, 2025 Annual
2322 Awapuhi Street, Hilo, Hawaii 96720

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). ~
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(b)

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

FINDINGS

Substitute Care Giver (SCG) #1 & SCG #4 - No
documented evidence of a current annual tuberculosis
clearance by a physician or advanced practice registered
nurse (APRN) on file.

PART 1

DID YOU CORRECT THE DEFICIENCY?

Ay X A e e ——————

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

Yes, Substitute Care giver (SCG) #1 did her TB Screening.

Signed by her primary
Physician.

Yes, Substitute Care Giver (SCG) #4 obtained a copy of
her TB clearance signed
By the physician/APRN.

06/20/2025

06/20/2025




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services FUTURE PLAN

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

FINDINGS

Substitute Care Giver (SCG) #1 & 5CG #4 —No
documented evidence of a current annual tuberculosis
clearance by a physician or advanced practice registered
nurse {APRN) on file.

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 recurring, | will review

my substitutes TB

Clearance for accuracy and completeness and develop
a checklist reminder

For my record.

~2

=




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
| | §11-100.1-13 Nutrition. (i) PART 1

Each resident shall have a documented diet order on
admission and readmission to the Type ] ARCH and shall
have the documented diet annvally signed by the resident’s M()—-—m‘ﬁ-}—m-—m
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written USE THIS SPACE TO TELL US HOW YOU
confirmation by the attending physician or APRN shall be CORRECTED THE DEFICIENCY

i ing th ffice visit. . . X .
obtained during the next office visit Yes, Resident #1, Resident #2 — | obtained a diet order | 06/20/2025

from their Physician/APRN 06/23/2025

FINDINGS
Resident #1, Resident #2 — No documented evidence of a
current annual diet order by a physician or APRN on file.




RULES (CRITERIA)

PLAN 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 1 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 #1, Resident #2 — No documented evidence of 2
current annual diet order by a physician or APRN on file.

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 prevent this deficiency from recurring, | will review
the diet orders of my

Residents’ physician/APRN for accuracy and
completeness. | will also develop

A checklist of reminders for proper documentation of
physician/APRN diet orders.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
(c)(6}
Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or wm]wz
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO TELL US HOW YOU
’ g CORRECTED THE DEFICIENCY
Coordinat iver training, hospital discharge, ite, . . . .
e trensts oo o ung, hospital discharge, respi Yes, Case Manager give caregiver training for Resident | 06/17/2025

home transfers and other services as appropriate. Facilitate,
advocate and mediate for expanded ARCH residents, care
givers and service providers to ensure linkages and
provision of quality care for the optimal function of the
expanded ARCH resident;

FINDINGS
Resident #1 — No current care giver training for the
following topics specified by case manager: Aspiration
Precautions, Oral Medications, Thickened Liquids,
Suppository Administration, and Pureed Diet.

#1 on aspiration, Oral medications, Thickened Liquids,
and the Puréed diet.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
{c)6)
Case management services for each expanded ARCH FUTURE PLAN

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:

Coordinate care giver training, hospital discharge, respite,
home transfers and other services as appropriate. Facilitate,
advocate and mediate for expanded ARCH residents, care
givers and service providers to ensure linkages and
provision of quality care for the optimal function of the
expanded ARCH resident;

FINDINGS

Resident #1 ~ No current care giver training for the
following topics specified by case manager: Aspiration
Precautions, Oral Medications, Thickened Liguids,
Suppository Administration, and Pureed Diet.

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

To avoid this issue in the future, | will coordinate with
the case manager to

Give us proper training for the following topics on
Aspiration Precautions, Oral medications, Thickened
Liquids, and Puréed Diet. This item will be included in
my checklist reminder.




Licensee’s/Administrator’s Signature: 9~ %2

Print Name: Josephine Cabal

Jun 25, 2025

Date:




