Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Lita Soria (ARCH/Expanded ARCH) CHAPTER 100.1

Address: Inspection Date: October 16, 2025 Annual
94-346 Hene Street, Waipahu, Hawaii 96797

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. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

X

§11-100.1-14 Food sanitation. (f)

Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies.

FINDINGS
Lysol disinfectant spray was left unsecured in the bathroom

closet. Corrected on site.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-14 Food sanitation. () PART 2

Toxic chemicals and cleaning agents, such as insecticides,

fertilizers, bleaches and all other poisons, shall be properly FUTURE PLAN

Jabeled and securely stored apart from any food supplies.

FINDINGS
Lysol disinfectant spray was left unsecured in the bathroom

closet. Corrected on site.
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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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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (f}(4) PART 1

General rules regarding records:

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency,

FINDINGS

Resident #2 - Annual physical exam did not reflect the
correct self-preservation status of Resident #2.

Submit documentation with your plan of correction (POC).

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 reports. (f}(4) PART 2
General rules regarding records:
FUTURE PLAN

All records shal] be complete, accurate, current, and readity
available for review by the department or responsible
placement agency.

FINDINGS
Resident #2 - Annual physical exam did not reflect the
correct self-preservation status of Resident #2.

Submit documentation with your plan of correction (POC).
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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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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 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
to residents as needed to implement their care plan;

FINDINGS

Substitute Care Giver (SCG) #1 and #2 did not have
documented evidence that the RN case manager provided
the required training to care for Resident #1,

Submit documentation with your POC.
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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 (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Pers ; i PART 2
In addition to the requlremeuts in subchapter 2 nnd 3
FUTURE PLAN

A 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
to residents as needed to implement their care plan;

FINDINGS
Substitute Care Giver (SCG) #1 and #2 did not have

documented evidence that the RN case manager provided
the required training to care for Resident #1.

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
§11-100.1-83 Personnel and staffing requirements. (5) PART 1

In addition to the requirements in subchapter 2 and 3:

Primary and substitute care givers shall have documented
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent
to the management of an expanded ARCH and care of
expanded ARCH residents.

FINDINGS
SCG #2 did not have the required twelve (12) hours of
continuing education courses.

Submit documentation with your POC.
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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 (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (5) PART 2
In addition to the requirements in subchapter 2 and 3:
FUTURE PLAN

Primary and substitute care givers shall have documented
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent
to the management of an expanded ARCH and care of
expanded ARCH residents.

FINDINGS
SCG #2 did not have the required twelve (12) hours of
continuing education courses.

Submit documentation with your POC.

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

§11-100.1-88
(cX2)

Case management services for each expanded ARCH
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:

Develop an interim care plan for the expanded ARCH
resident within forty eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shail be based on a comprehensive
assessment of the expanded ARCH resident’s needs and
shall address the medical, nursing, social, mental,
behaviorul, recreational, dental, emergency care, nutrmonal
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
AFRN, 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;

EINDINGS
Care plan dated 09/12/2025 did not reflect the following
supplement/medication ordered:

¢  Ensure 2 cans daily
Tylenol 325mg, 1 tablet po every 6 hours as needed
for pain/fever

Submil the revised care plan with your POC.

PART 1

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
§11-100.1-88 Case management qualifications and services. PART 2
{cX2)
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:

Develop an interim care plan for the expanded ARCH
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 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
Care plan dated 09/12/2025 did not reflect the following
supplement/medication ordered:
* Ensure 2 cans daily
e Tylenol 325mg, 1 tablet po every 6 hours as needed
for pain/fever

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: ‘FQ'\’%’Q/“‘E R\ /Q/'@"/

Print Name: %\MCJ@ G A S O4( o~

Date: [ L /9‘4 /Jwr

12




Licensee’s/Administrator’s Signature: JJ(’V»C‘;Y\)/&\%Z‘ “R' )VQUAA
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