Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Ai ARCH CHAPTER 100.1
Address: Inspection Date: December 4, 2025 Annual
1329 Ala Aolani Street, Honolulu, Hawaii 96819

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
§11-100.1-3 Licensing. (b)(1)I) PART 1
Application.
RRE 9
In order to obtain a license, the applicant shall apply to the DID YOU CO CY THE DEFICIENCY®
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO TELL US HOW YOU
demonstrate that the applicant and the ARCH or expanded CORRECTED THE DEFICIENCY
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, 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 a court of law; ) \9\\5 >
FINDINGS \\D
Primary Care Giver (PCG)— Red light determination Vo Mo \n = A )
background check from 1/4/2024. No documentation of Bt kY -
exemption. NIENG S S N = \Nﬁét-r?“\\\«\ \ oY
= WS\ T l\uee:q%m-\cg
Qews—esax kW
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-3 Licensing. (b)(1)T)
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 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, 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 a court of law;

FINDINGS

Primary Care Giver (PCG)— Red light determination
background check from 1/4/2024. No documentation of
exemption.

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
§11-100.1-15 Medications. (a) PART 1
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no DID YOU CORRECT THE DEFICIENCY?
A A A

changes to the label have been made by the licensee,
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original USE THIS SPACE TO TELL US HOW YOU
labeled container, other than for administration of CORRECTED THE DEFICIENCY
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or

bedrooms.

FINDINGS L . . L oud W 5 bg
Resident #1—Medication Administration Record (MAR) T Wy Solaace. W WO N \D\ -
states “Atenolol 50mg tab, 1 tab po QD Hold if SBP less “\g\ - Q ‘6@\_\% QO Yo Qm\\

than 110.” However, Physician order dated 7/15/25 and
10/15/25 state “Atenolol 50mg 1 tab po QD hold SBP AN WO Q‘M \W\b \\ \l\“\

>110.” Physician order inconsistent with MAR instruction.
Clarification from physician not obtained regarding order. 9% “% < \\\ \p,_\ \\ ,

2 O\ O™ QJ\Q\R_Q\\ SDs\o s
C/bv\—&(‘;(b
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 2
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the label have been made by the licensee, FUTURE PLAN
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original USE THIS SPACE TO EXPLAIN YOUR FUTURE
labeled container, other than for administration of PLAN: WHAT WILL YOU DO TO ENSURE THAT
mec_lications. The storage shall be in a staff controlled work IT DOESN’T HAPPEN AGAIN?
cabinet-counter apart from either resident's bathrooms or
bedrooms.
FINDINGS ¢ & .
Resident #1—Medication Administration Record (MAR) T A AuNiaee . VWOQ W\ R
states “Atenolol 50mg tab, 1 tab po QD Hold if SBP less _
than 110.” However, Physician order dated 7/15/25 and A \70&0 ~3 N ‘—&Q“r M ox \9\\%\')5
10/15/25 state “Atenolol 50mg 1 tab po QD hold SBP * N\
>110.” Physician order inconsistent with MAR instruction. V\Q’\V Q’Q\Q&\ \\‘W\ < O \Q‘N\x
Clarification from physician not obtained regarding order. N N .
VU LA T \\@CX ~Seemd
Resypon W R\ \R\D\Q O N~ W\\.\
WOSRN-,
RECEIVED
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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 written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, : 3
any changes in condition, indications of illness or injury, CorreCtlng the deﬁCIency
behavior patterns including the date, time, and any and all _ " :
action taken. Documentation shall be completed after the faCt 1S nOt
immediately when any incident occurs; . o
practical/appropriate. For
FINDINGS N .
Resident #1—Multiple monthly progress notes do not thls dEﬁClency, Only a futu re
include observation of resident’s response to medication. = :
plan is required.
REC
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs;
FINDINGS G\
Resident #1— Resident #1—Multiple monthly progress a :\B'“\ W ‘_&\-\M% \N\\-\ \“\\‘NY\&\\\ V\)U\JLS
notes do not include observation of resident’s response to e -
medication. pregi Vs \.\\ \Q/\Qb./% QL SQ,Q_,L,N\d Q&\r% L
Aetadiie. X WO Syt ™ 1 D\ES
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-17 Records and reports. (¢) PART 1
Unusual incidents shall be noted in the resident’s progress
notes. An incident report of any bodily injury or other DID YOU CORRECT THE DEFICIENCY?

unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be

made and retained by the licensee or primary care giver USE THIS SPACE TO TELL US HOW YOU
under separate cover, and shall be made available to the CORRECTED THE DEFICIENCY

department and other authorized personnel. The resident's
physician or APRN shall be called immediately if medical
care may be necessary.

FINDINGS e &Ny 2w N wodad WSS
Resident #1—No incident report for 3/25/2025 ER visit. \Q-L\B V\ . _%& -g,\\.:?, 6 - .
AU Con TG RORY |
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (c) PART 2
Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other FUTURE PLAN

unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be
made and retained by the licensee or primary care giver
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 if medical
care may be necessary.

FINDINGS
Resident #1— No incident report for 3/25/2025 ER visit.

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
§11-100.1-87 Personal care services. (c)(1) PART 1
The primary care giver shall, in coordination with the case
manager, make arrangements for each expanded ARCH
o i wl DID YOU CORRECT THE DEFICIENCY?
Annual physical and dental examinations; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Resident #1—No documented arrangements were made for
an annual dental exam within the last twelve (12) months. e W, O : \\_\ Ny ; N v
v Wy C,OE‘X\\.\(Q dnch SO \«C.?S
B QN\%W\:—\.\AD?S bQ\? \(‘OQ“‘\-Q\\—’L
Ottowen, NoXann «+ \\w \Q.—Q,Q_,C}‘
V- WU SRR
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
[X] | §11-100.1-87 Personal care services. (c)(1) PART 2
The primary care giver shall, in coordination with the case
manager, make arrangements for each expanded ARCH
resident to have: FUTURE PLAN
Annual physical and dental examinations; USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS IT DOESN'T HAPPEN AGAIN?
Resident #1—No documented arrangements were made for
an annual dental exam within the last twelve (12) months. N\ .
g i‘\U\v\QS'.QQV\OQNB\ = Wi\ _ =
- Dig|aS
QO™ SN\ M Cusvew) ol
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S M
Licensee’s/Administrator’s Signature: &%:‘* \x :
S OC
Print Name: _“X5-ZN% \od S
Date: _ID\18) 3035
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