Office of Health Care Agsurance

state Liconsing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

| Faciity’s Name: Joi Adult Residentinf Care Home CHAPTER 1001

M

Agdresss Inspection Date: December 11,2024 Annual

1719 Perry Street, Honolulu, Hawaii 96819 [

|
|
|
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THIS PAGE MUST BE SCBMITTED 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 PERHAR 111001~
3(e)(%). FE IT IS NOT RECEIVED WITHIN TEN (16) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

FATLURE T@ 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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| Application,

| Tnoncer to ebtain o Heense, the applicant shiall apply 1o the
. cirecter upen forms provided by the department and shall

U provide omy informotion required by the department to

, demonsfrate that the applicant and the ARCH or expanded
{ ARCH have met ol of the requirements of this chapter.

{ Tha following shall accompany the application:

Documanted evidence stating that the Heensee, primary
care giver, family members living inthe ARCH or
expanded ARCH that have access to the ARCH or
axpanded ARCH, and substitute care givers have no prior
{ felony orabuse convictions ina court of law;

e

! FINDINGS

Primary Care Giver (PCG), Substitute Care Giver {(8CG)
21, 8CG £ ~ No documented evidence that
cforementionad care git ers have no felony or abuse

'j comvictions in a court of law on file.
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DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL 1’5 HOW YOU
CORRECTED THE DEFICIENCY
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" Aplicaton,
|

r Inarderto obtain s leense, the applicant shall apply to the

. dirsetor upon forms provided by the department and shall

1 provide any information required by the department fo

{ demonstrate that the applicant and the ARCH o expanded

{ ARCH have met all of the requirements of this chapter, The
i fol'owing shall accompany the application;
i

Documented evidence stating that the licensee, primaty care

« giver. family members living in the ARCH or exparided \\“Q\\;&Nﬂ\ m\\\m%\w(u

ARCH that have access to the ARCH or expanded ARCH,

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN*T HAPPEN AGAIN?

and substifute care givers have no prior felony or abuse N . &5 9&
!g convictions in a court of Iaw; \mi\ &W\Nﬁo{ Q\w N e

PCG. SCG #1, 8CG #2 —No documented evidence that
| aferementioned care givers have no felony or ahuge
comvictions in acourt of Jaw on file.
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; Regtdent #3 — No doctmented evidence of a current &
digr ordzr by 1 physician or advance practice registere

Em}} wesideni shall have o documented diet order on
admission and veadmission to the Type I ARCH and shali
h:m‘ﬂ_zz documented diet animally signed by the resident!
shysicianor APRN, Verbal oxders for dtets shatl be
tecorded on tha physician order sheat and written

] mn‘iinnaﬁoniay the attending physician or APRN shall be
T dhtained during the vext office visit, .

FINDINGS

nirres (APRN) on file,
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ROLES (CRITERIA) PLAN OF CORRECTION Completion
- Pate
@ F11-100.4413 Nudtion, PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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’Ev‘fc 1 resident shall ave a documented diet onder on
aimuss.on und readmission to fe T pe T ARCH and <hall
2 the documented diet anpually sipned by the resident’s
\l Physician or APRN. Verbal erders for diets shall be
, XerGad on the physician order sheet and written
 bonfirmation by the attending pho sician or APRN shall be
1 obtainzd doring the next oftice visit,

| FINDINGS
/ Rcsidant #3 ~ No documented evidence of a current annual
i diet orderby a physitian or APRN an file.
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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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~100,1-13 Medications
| Thers shall be %n%;::te s

RULES (CRABRIA)

PLAN OF CORRECTION

E Completion ;

Dite

® A ptab?e procedund 1o separately sscure
anor dispose of discontinued medications,

FIN DINGS
Resident #1 - Physician ordeted “Hydmoxyzine 30mg

medicatt

] Zabiets:“ and “Omeprazole 20mg OTC tablets.” Observed
Following expired medications in resident medication bin,
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DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY
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RULES (CRITERTAS

ere shall be an aceeptable
nedication ordispose of discontinued metications,
FI!\II)INGS
Resident #] Physician ordered “Hydroxyzine 50mg

tablets;' angd “Omeprazole 20mg OTC tablets.” Observed
fellmvmg expired medications in resident medication bin,

IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

v

the resident's medication tecord, with date,
osage initialed by the care giver,

FINDINGS

Resident #1

tablets,” and *Omeprazole 20m g OTC tablets.” Medications

= Physician ordered “Hydroxyzine S0mg

are nof documented on December 2024 medication
administration record {MAR).

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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| ST S Medioations. () PART 2
| All medicotions and supplements, such as vitamins,
ainatals, and formulas, when taken by the resident, shatl be FUTURE PLAN
recorded on the resident's medication recard, with date, -
fime, name of drug, and dosage Iritialed by the care piver. USE THIS § PACE TO EXPLAIN YOUR FUTURE
i FINDINGS PLAN: WHAT WILL YOU DO TO ENSURET HAT
: Resident #1— Physician ondered *Hydroxyzine S0mg IT DOESN’T HAPPEN AGAIN? "
w tlblets,” mnd“Om;gnazge 20n}1) g C;’ggdtabicéts.”&\dedications e
] are notdocumented on December imedication - .
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Reodent 3 — Ko documented avidence of & current ann

Anmal ph} Ginel excmination and other periodic
xaminctions, perinent immunizations, evaluatlons,

FTogTess potes, relevant Jaboratory reporis, and a epart of

o] reevoluation Yor uberculosis:
FINDINGS,

physed examinstion clearance by a physician or APRN

15_5.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY
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During vesidencs, véconds shall include:
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& } LTI Reeaisandmporie @i T

. Dusing residence, recomds shall neludes

 Antual phvsieal svamination and vther periodic
Damingt s, pertivent immunizations, esaluations,

| Frogress notes, releyant laboratory reports, and a reporl of

'; cnrus re-evaluation for twberculosts;

1 EINDINGS

Resifent #3 - No documented evidence of a current annual

; il:h} sieal examination elearance by a phy sician or APRN on

file,
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FUTURE PLAN :
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USE THIS SPACE TO EXPLAIN YOUR FUTURE ?
PLAN: WHAT WILL YOU DO TO ENSURE THAT |
IT DOESN'T HAPPEN AGAIN? f
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RULES (CRITERTA) PLAN OF CORRECTION Cnnl";pleﬂon
te
I B [ §11700.1-17 Rocords and reperts, 0D PART 1 E

During tesidence, revords shall include:
Arnuil physieat examination and other perodic

| examiinations, periinent itamunizations, evaluations,
| propresendtes, televant loboratory reports, and a report of

onntd re-evdluzion for tuberenlosis:

FINDYNGS

Redidem #3 - No-documented evidence of a current annual

level of cure evaluation by a physician or APRN on file.
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DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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B TR R T -
i j‘§13:’1“@ 117 Ropende g
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igports. (b )

1

| Al e o exammation and other periodic
CXROPUIIONS, Deitrent Immunizations, esaluations.
PIOgRess tvies, relevant laboratery veports, and a report of

el eeveluaton tor tubercutosis:

t FINDINGS

Recidenm #3 ~ No docomented evidence of @ current annual

C PLAM OF CORRFC 10O

T TTPART2
FUTURE PLAN
USE THIS SPACE TO EXPLAIN YOUR FU TURE

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

Complstion '
e bate

?
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+ Tevel o care evaluation by a physician or APRN on file.
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RULES (CRITERTA)

PLAN OX CORRECTION

Complefion
Date

Pt

Y

§13-200.3-17 Records and reports, {O)X1)

]l Dauring residence, records shall include:

Annu_a! physical examination and other periodic
Sxaminhitions, pertinent immuizations, evaluations,
j Progress noles, relevant laboratory reports, and a report of
| onnual re-evaluation for tuberculosis;

FINDINGS

Resident #3, Resident #4 — No documented evidence o

<urrent anmisl fuberculosis clearance by a physician or
APRNon file,

LT -

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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; | Duning residonce, records shall include; , Jt
IJ Arntal physical SXamination ard other petiadic YUTURE PLAN ' ‘
| Suaminations, pertinent immunizations, evaluations, . ‘ ;I

| PIORIess notes, relevant laboratory reports, and a report of USE THIS SPACE TO EXPLAIN YOUR FUTURE | !
| 1‘ Anmal re-evaiuation for tuberculosis: PLAN: WHAT WILL YOU DO TO ENSURE THAT f
! A IT DOESN'T HAPPEN AGAIN? ] '
. . FINDINGS
: 't Resident #3, Resident #4 - No g d evl £ 2 :
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i:f}-n@l =16 chdem accounts, 1d)

SACCERE wtter aovonnting of wesident's money and
* distrarsernorts shail ba
Cmeeptstor T expenditures, and a current Inventory of
wesident's pestessiogs,

|

. FINDINGS

1 Res:dent #1, Resident #2, Resident #3, Resident #4 - No

Locumented evidence of a current im entory of belongings

1 b file For department review.
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TPLAN OF CORRECTION
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T PART I

DIDYOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL U5 HOW YOU
CORRECTED THE DEFICIENCY
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a;'nw COCLIate writtest acooumting of resident's money and
1Sf§:rsemantn shau"be kept onan ongoing basis, including
TRCIpts Yor evpendditures, and a current iny entory of

Tes denm's possessions,

FINDINGS

Residert 41, Resident #2, Resident #3, Resident % — No
Socumented evidence of & turrent inventory of belongings

e dile for department review.

PLAN OF CORRECLTION

-, - e

Completion
Date

|

" TPART 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
s Daic
X3 | $11-100293 Physical epvironiment, @)E)D) PART 1
Fire prevention protection,

| Tellowing directions and taking appropriate action for self-

! FINDINGS
:4 Resident #3 ~ No decumented evidence of a current a
] self-preservation evaluation by a physician or APRN onjifis8

TypeTARCHS shali be Incompliance with, but not limited
to, the following provisions:

Each resident of' 2 Type | home must be certified by a
physicianithat the resident is ambulatory and capable of

preservation under smergency conditions, except that 2

mdiminn of two residents, not so certified, may reside il
the Type I home provided that either: '

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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5 Py ecal snvironment, @i
1 Fire prevention protection,

i Type T ARCHs shall be incompliance with, but not limited
10, the following provisions:

Eachresident of o Type [home must be certified by a
Physician that the resident is atbulatory and capable of
foliowing directions and taking appropriate action for self-
| preservation under emergency conditions, encept that a

y maximum of two residents, not so certified. may reside in
] the Type I home provided that either:

| Frnmies
| Resident #3 — No documented evidence of a current annual

i self-preservation evaluation by a physician or APRN on file.
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PART2

FUTURE PLAN !

-—

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