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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:
A regi : ‘ DID YOU CORRECT THE DEFICIENCY?
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 USE THIS SPACE TO TELL US HOW YOU
to residents as needed to implement their care plan; CORRECTED THE DEFICIENCY
FINDINGS The deficiency was corrected. Made an appointment with RN, CM to 10/30/25

Resident #1 — No documented evidence caregivers were
provided training by the case manager on resident’s
personal and specialized care

Submit evidence of completed training with plan of
correction.

set up a date for education training and inservices for the PCG and
staff. A date was set for RN, CM to give the training inservices and to
review the completed 'Plan of Care' created especially for Resident
#1. Informed and emphasized to staff that education training and
inservices, reviewing the care plan is a part of the
Admission/Readmission of an E-ARCH resident, an integral part for
the complete assessment of the well-being of the resident.




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:
A registered nurse other than the licensee or primary care FUTURE PLAN
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care USE THIS SPACE TO EXPLAIN YOUR FUTURE
to residents as needed to implement their care plan; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN? 10/30/25

FINDINGS

Resident #1 — No documented evidence caregivers were
provided training by the case manager on resident’s personal
and specialized care

Submit evidence of completed training with plan of
correction.

1. Had an open discussion of the importance and purpose of
personal and specialized care for the elderly. And that is to ensure
that they remain healthy and that their well-being is supported.
2. Proper training ensures high quality, safe care for the elderly;
equips CGs to handle complex needs ie. mobility issues and
support high risk chronic conditions, such as dysphagia.

3. RN, PCG and RN, CM concurred that supporting the education
and training of the staff ensures that they can deliver the best
possible care, creating healthier, more sustainable environment
for both the staffs and residents. CM, RN will make sure that the
education training will be done as soon as the 'Care Plan' is
created.

4. RN, PCG and a designated substitute CG will check the 'Nursing
Delegation Sign-In Sheet' during the first 5-days on admission of
the E-ARCH resident to ensure that education training has begun.
To notify RN, PCG and RN, CM if it has not been done.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
(©)(2)
Case management services for each expanded ARCH
resident shagll be chosen by the residentI? resident's family or DID YOU CORRECT THE DEFICIENCY?
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
Develop an interim care plan for the expanded ARCH
resident within forty eight hours of admission to the 10/30/25

expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a comprehensive
assessment of the expanded ARCH resident’s needs and
shall address the medical, nursing, social, mental,
behavioral, recreational, dental, emergency care, nutritional,
spiritual, rehabilitative needs of the resident and any other
specific need of the resident. This plan shall identify all
services to be provided to the expanded ARCH resident and
shall include, but not be limited to, treatment and medication
orders of the expanded ARCH resident’s physician or
APRN, measurable goals and outcomes for the expanded
ARCH resident; specific procedures for intervention or
services required to meet the expanded ARCH resident’s
needs; and the names of persons required to perform
interventions or services required by the expanded ARCH
resident;

FINDINGS
Resident #1 — Current medication orders not reflected in
care plan

Submit a copy of revised care plan with plan of correction.

The deficiency was corrected.

The RN, CM was notified of deficiency cited by DOH Consultant
during Annual Inspection of Hokulaki Senior Living E-ARCH care
home regarding 'Plan of Care' created but was not updated with
current medications ordered by Resident #1's PCP.

The RN, CM updated the 'Plan of Care' of the resident during her
monthly visit of the resident in the care home, in where she added
medications where they needed to be listed under the category of
"Interventions". Plan of Care was then reviewed with RN, PCG and
staffs present during the inservice training.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
(©)(2)
Case management services for each expanded ARCH
resident shagll be chosen by the residentI? resident's family or FUTURE PLAN
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
Develop an interim care plan for the expanded ARCH IT DOESN’T HAPPEN AGAIN?
resident within forty eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a 1. Open discussion done with RN, PCG, RN, CM and staffs placing 10/30/25

comprehensive assessment of the expanded ARCH
resident’s needs and shall address the medical, nursing,
social, mental, behavioral, recreational, dental, emergency
care, nutritional, spiritual, rehabilitative needs of the
resident and any other specific need of the resident. This
plan shall identify all services to be provided to the
expanded ARCH resident and shall include, but not be
limited to, treatment and medication orders of the expanded
ARCH resident’s physician or APRN, measurable goals and
outcomes for the expanded ARCH resident; specific
procedures for intervention or services required to meet the
expanded ARCH resident’s needs; and the names of persons
required to perform interventions or services required by the
expanded ARCH resident;

FINDINGS
Resident #1 — Current medication orders not reflected in

care plan

Submit a copy of revised care plan with plan of correction

emphasis that a resident's care plan is a written legally required
document, fundamental for providing high quality, person-
centered, ensuring consistent, individualized and safe treatment.
Care Plan should be created within 48 hours of admission to
ensure compliance.

2. And most importantly, the group discussed the importance of
updating the care plan to reflect changing needs, prevents
decline, improve outcomes, enhances quality of life and reduces
risks. Regular reviews, monthly or after significant changes are
crucial to ensure the care plan addresses the resident's current
condition. Rn. CM will continue to do monthly updates to care
plan during visits.

3. PCG and staff substitute agreed to check the presence of a
created 'Plan of Care' within 48 hours of an 'Expanded Level of
Care' resident admission and that the Plan of Care




Myriam Tabaniag

Licensee’s/Administrator’s Signature:

Print Name: Myriam Tabaniag

Date: 01/26/26



https://stateofhawaii.na1.adobesign.com/verifier?tx=CBJCHBCAABAAedTShAKY3ZsJxu0AWFtzs3OYolWvNrOC

	Custom Field 1: The deficiency was corrected. Made an appointment with RN, CM to set up a date for education training and inservices for the PCG and staff. A date was set for RN, CM to give the training inservices and to review the completed 'Plan of Care' created especially for Resident #1. Informed and emphasized to staff that education training and inservices, reviewing the care plan is a part of the Admission/Readmission of an E-ARCH resident, an integral part for the complete assessment of the well-being of the resident.
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