Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Nabua Quality Care Home

CHAPTER 100.1

Address:
94-947 Lumihoahu Street, Waipahu, Hawaii 96797

Inspection Date: October 2, 2025 Annual

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).

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18, 12/26/23
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
. BJ [ §15-100.1-3 Ligensing. (BX1X1) PART 1
Application.
In order to obtain a license, the applicant shall apply to the DID YOU CORRECT THE DEFICIENCY?
director upen 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 0&) .
care giver, family members living in the ARCH or 2 h &y ‘}Q'\h “n & Y\V\p
expanded ARCH that have access to the ARCH or A
expanded ARCH, and substitute care givers have no prior *
felony or abuse convictions in a court of law; MQ\, e G e Whir * W ! &Q‘h Q(-
FINDINGS M . .
Houschold Member (HHM) #1 — No documented evidence | 4 ¥V A oo ¥ f\)U‘SW‘ h 65 'YW
indicating person has no prior felony or abuse convictions , o-1 %
in a court of law, on file for department review. ? ¢ :
ror s;b\ov\B by abuse 2018




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b)(1XI) PART 2
Application.
In order to obtain a license, the applicant shall apply to the FUTURE PLAN
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE
demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT
ARCH have met all of the requirements of this chapter. The IT DOESN’T HAPPEN AGAIN?
following shall accompany the application: ’
TO Pheven « [ : .

Documented evidence stating that the licensee, primary care | . ? ¥ W‘s j‘i"m )" “W"h\ “3 aﬁo" n
giver, family members living in the ARCH or expanded " ,‘_,& ) "'Wv(. \"h G )
ARCH that have access to the ARCH or expanded ARCH, hl %“' ! ¢ PCG @i b "9?""
and substitute care givers have no prior felony or abuse Si bt .
convictions in a court of law; +' ch ’“#‘G‘W L "‘*\\ 6 YLV) L Loch rD 1.2 <

FINDINGS

HHM #1 — No documented evidence indicating person has
no prior felony or abuse convictions in a court of law, on
file for department review.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-8 Prmary care giver qualifications. {a)10) PART 1

The licensee of a Type | ARCH acting as a primary care
giver or the individual that the licensee has designated as the
primary care giver shall:

Attend and successfully complete a minimum of six hours of
training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medicat and
behavioral management of residents, discases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS

Primary Care Giver (PCG) — No documented evidence of
six (6) continuing education hours completed within past
twelve (12) months.

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
§11-100.1-8 Primary care giver qualifications. (a)(10) PART 2
The licensee of a Type | ARCH acting as a primary care
giver or the individual that the licensee has designated as the
primary care giver shall: FUTURE PLAN
Attend and successfully complete a minimum of six hours USE THIS SPACE TO EXPLAIN YOUR FUTURE
of training sessions per year which shall include but not be PLAN: WHAT WILL YOU DO TO ENSURE THAT
limited to any combination of the following areas: personal IT DOESN'T HAPPEN AGAIN?
care, infection control, pharmacology, medical and :
behavioral management of residents, diseases and chronic v (.\?6"-}— i s M ; .
illnesses, community services and resources. All inservice TD W H(“s Y hﬂ\}?w\{b OAO“ ” 10 13
training and other educational experiences shall be P '] Ayl Hate YCG \ .
documented and kept current; wm W %W Y, Wi b ! {5YW' 107 Y

FINDINGS
PCG — No documented evidence of six (6) continuing
education hours completed within past twelve (12) months.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1

(a)

All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS

Substitute Care Giver {SCG) #4, HHM #1 — No documented
evidence of a current physical examination clearance by a
physician or advanced practice registered nurse {APRN) on
file.

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
§11-100.1-9 Personnel, staffing and family requirements. PART 2
()
All individuals who either reside or provide care or services
to residents in the Type 1 ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
SCG #4, HHM #1 — No documented evidence of a current T Yv Wy “’"5 %*( om h foqo \ “% 0“69“'\
hysical inati ] b hysici APRN 1 N
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b}
All individuals who either reside or provide care or services
to residents in the Type [ ARCH shall have documented 1D YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
SCG #2, HHM #2 - No documented evidence of a cumrent
tuberculosis cl b hysici APRN on file. N
ulosis clearance by a physician or on file ﬂ' }\G-Y‘L ‘Db‘l""h “‘h) hu-q »\‘v‘ 0.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
)
All individuals who either reside or provide care or services
to residents in the Type 1 ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
SCG #2, HHM #2 — No documented evidence of a current IT DOESN’T HAPPEN AGAIN?
tuberculosis clearance by a physician or APRN on file. )
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
[X] | §11-100.1-9 Personnel, staffing end family requirements, PART |
(eX3)
The substitute care giver who provides coverage for a period
o e are giver DID YOU CORRECT THE DEFICIENCY?
Be currently certificd in first aid; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
SCG #2, SCG #3 — No documented evidence of a current
First Aid cenification on file for department review. 3’ n A M‘ by *& dvcmm &“#{,A
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(eX3)
The substitute care giver who provides coverage for a period FUTURE PLAN
less than four hours shall: _—
Be currently certified in first aid; USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS , IT DOESN’T HAPPEN AGAIN?
SCG #2, SCG #3 — No documented evidence of a current
First Aid certification on file for department review. 19 (\) neVOLY “V;S Sshﬂh ‘\"ﬂﬂ . a .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
{1y
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements DID YOU CORRE THE DEFICIENCY?
specified in subsection (¢) shall:
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in cardiopulmonary resuscitation; CORRECTED THE DEFICIENCY
FINDINGS .
SCG #2, SCG #3 - Ne documented evidence of a current i ho Ve 0 b* A [ A vcl&m ."/J
cardiopulmonary resuscitation certification on file for
department review. e’V‘iALﬂ L & x- a O“Y r 0“ Jﬂ-a -
Puldonery YLSwScdkedim twh - 1
. AV
)?ood-\m for $Cas Lamd SCany |
W

G.QJ Avw) L‘p,s beon 0-}"1-(,-‘ \ﬂ"'b
ﬂb (oha, e ‘MI\M .

12




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(H(1)
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements FUTURE PLAN
specified in subsection () shall:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Be currently certified in cardiopulmonary resuscitation; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
SCG #2, SCG #3 — No documented evidence of a current 3 +& h
cardiopulmonary resuscitation certification on file for n L %—MWV{ hevy, *
department review. ho. ' ? wh '\—E\Ac S(f ™
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PLAN OF CORRECTION Completion

RULES (CRITERIA)
Date
B3 1§1-100.1-14 Food sapitation. (a) PART 1
All food shall be pr(fured, stored, prepared and served
under sanitary conditions. DID YOU CORRECT THE DEFICIENCY?
FINDINGS
USE THIS SPACE TO TELL US HOW YOU

Observed sticky orange residue on silver refrigerator door

shelf where food items are stored. CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-100.1-14 Food sanitation. {a) PART 2
All food shall be procured, stored, prepared and served
under sanitary conditions. FUTURE PLAN
FINDINGS
Observed sticky orange residue on silver refrigerator door USE THIS SPACE TO EXPLAIN YOUR FUTURE
shelf where food items are stored. PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (d} PART 1
Potentially hazardous food shall meet proper temperature
requirements during storage, preparation, display, service,
and transportation. DID YOU CORRECT THE DEFICIENCY?
N USE THIS SPACE TO TELL US HOW YOU
Observed the following expired itemns in silver facility CORRECTED THE DEFICIENCY
refrigerator: “Mayo Buffalo Style Dressing (exp
11/2/2023),” “Dried fruit prunes (exp 2/13/2025),” “Oven
roast turkey (9/17/2025), and “Crab salad {6/1/2025).” &\ .
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RULES (CRITERIA) P1.AN OF CORRECTION Completion
Date

§11-100.1-14 Food sagitation, (d) PART 2
Potentially hazardous food shall meet proper temperature
requirements during storage, preparation, display, service,
and transportation. FUTU PLAN
EINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Observed the following expired items in silver facility PLAN: WHAT WILL YOU DO TO ENSURE THAT
refrigerator: “Mayo Buffalo Style Dressing (exp IT DOESN’T HAPPEN AGAIN?
11/2/2023),” “Dried fruit prunes (exp 2/13/2025),” “Oven
roast turkey (9/17/2025), and “Crab salad (6/1/2025)."
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RULES (CRITERIA}) PLAN OF CORRECTION Completion

Date

] | §11-100.1-14 Food sanitation. (d} PART 1

Potentially hazardous food shall meet proper temperature

requirements during storage, preparation, display, service,

and transportation. DID YOU CORRECT THE DEFICIENCY?

FINDINGS USE THIS SPACE TO TELL US HOW YOU

Observed a bag of molded dinner rolls in silver facility CORRECTED THE DEFICIENCY

refrigeratar.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. (d) PART 2
Potentially hazardous food shall meet proper temperature
requirements during storage, preparation, display, service,
and tram tion. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Obs.erved a bag of molded dinner rolls in silver facility PLAN: WHAT WILL YOU DO TO ENSURE THAT
refrigerator. IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. {(d) PART I
Potentially hazardous food shall meet proper temperature
requirements during storage, preparation, display, service,
o peration. DID YOU CORRECT THE DEFICIENCY?
N USE THIS SPACE TO TELL US HOW YOU
Observed the follewing expired items in white facility CORRECTED THE DEFICIENCY
refrigerator: “Sesame dressing (exp 11/29/2024).”
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-160.1-14 Food sanitation. (d) PART 2
Potentially hazardous food shall meet proper temperature
requirements during storage, preparation, display, service, FUTURE PLAN

and transportation.

FINDINGS
Cbserved the following expired items in white facility
refrigerator: “Sesame dressing (exp | 1/29/2024)."

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
§11-100.1-14 Food sanitation. {d) PART 1
Potentiaily hazardous food shall meet proper temperature
requirements during storage, preparation, display, service,
T on. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Observed the following expired items in facility pantry: CORRECTED THE DEFICIENCY
“Roasted seaweed (1/31/2025),” and “Stuffing mix
(7/3172025)."
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-14 Food sanitation. (d)
Potentially hazardous food shall meet proper temperature

and transportation.

IND
Observed the following expired items in facility pantry:
~Roasted seaweed {1/31/2025),” and “Stuffing mix

{7/31/2025)."

requirements during storage, preparation, display. service,

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

Bq | §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

changes to the label have been made by the licensee, D YOU CORRECT THE DEFICIENCY?
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 controlied work
cabinet-counter apart from either resident’s bathrooms or
bedrooms.

FINDINGS J “ avL rewmgye 0N ey ny

Observed the following medications in white facility

frigerator, unlabeled, and red: 5 1d & flu”
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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 1o the Jabel 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

medications. The storage shall be in a staff controlied work IT DOESN'T HAPPEN AGAIN?

cabinet-counter apart from either resident’s bathrooms or

bedrooms.

EINDINGS Te pRLv oy o g{% he .

Observed the following medications in white facility 1?" 'ﬁ

refrigerator, unlabeled, and unsecured: “Severe cold & flu” : p

capsules & “Robitussin” cough syrup. %Nh + t h ‘{-‘- hh\?‘, a k oYL
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. {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,
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original
labeled container, other than for administration of
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or
bedrooms.

FINDINGS
Observed the following medications in facility pantry,
unlabeled, and unsecured: “Robitussin” cough syrup.

TR

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
§11-100.1-15 Medications. (a) PART 2
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes 10 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_licalions. The storage shgll be in a staff controlled work IT DOESN'T HAPPEN AGAIN?
cabinet-counter apart from either resident’s bathrooms or
bedrooms.
FINDINGS
Observed the following medications in facility pamry, JV\ u L% gv-\'wﬂ, 1 “ -y (J\wu)
unlabeled, and unsecured: “Robitussin™ cough syrup.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
D | §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?

changes to the label have been made by the licensee,
primary care giver or eny 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

Resident #1 — Observed “Muciprocin 2% ointment” 3’ . . .
unlabeled in resident medication bin. Row }\ /vt J"“ WO&‘WDup

V' oindment \uinb labeled |10 4.
1 Fe9 MY Tedicalion bin. | WS
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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
medications. 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 To ?J“VM s ?"M k*ﬁh\\
Resident #1 — Observed “Muciprocin 2% ointment” ] 'a
unlabeled in resident medication bin. C- %o.&n , L% H s{\ﬁlﬂ‘rt ‘l h &y,

Untthied Ly ) dog e YAl

g 7.

T
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$11-100.1-15 Medications. (b) PART 1
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator BID YOU CORRECT THE DEFICIENCY?
shall be properiy labeled and kept in a separate locked
container. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

FINDINGS
Observed the following medications in white facility
refrigerator, unlabeled, and unsecured: “Severe cold & flu” . .
capsules & “Robitussin” cough syrup. a “ m M“Vt \ 4 GLL h‘ta’\ cﬁ/‘ﬂ on

Yure | y W -3

1 abel &lde) Gmd Wes Totc

?\o-u,l in & Yoy wi Hh lothud-
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b) PART 2
Drugs shall be siored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator EUTURE PLAN
shall be properly labeled and kept in a separate locked
container. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS _ T IT DOESN'T HAPPEN AGAIN?
Observed the following medications in white facility
refrigerator, unlabeled, and unsecured: “Severe cold & flu”
capsules & “Robitussin™ cough syrup. -t& \'9“ k“m Q L aye d; J
) e
w - .
WA 1ok Lm0
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b) PART 1
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and PART I
security. Medications that require storage in a refrigerator
shall be properly labeled and kept in 2 separate locked
container. DID YOU CORRECT THE DEFICIENCY?
(P;bl:erved the following medications in facility pantry. USE THIS SPACE TO TELL US HOW YOU
unlabeled, and unsecured: “Robitussin” cough syrup. ' CORRECTED THE DEFICIENCY
I Mo \D-V\( h\f/l; U-anh bdh‘o
Lo 03300 and Wes Peced | 1g-4

moobor Witk logeed.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (b}

Drugs shall be stored under proper conditions of sanitation,

temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator
shall be properly labeled and kept in a separate locked
container.

FINDINGS
Observed the following medications in facility pantry,

unlabeled, and unsecured: “Robitussin™ cough syrup.

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
D<j | §11-100.1-15 Medijcations. (c) PART 1
Separate compartments shall be provided for each resident's
medication and they shall be segregated according to
external or internal use. PID YOU CORRECT THE DEFICIENCY?
S USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Observed topical medications not scgregated CORRECTED THE DEFICIENCY
from oral medications in resident’s medication bin.
A now eyl Yoo indwvia)
en) e ke di oions o 4
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§81-100.1-15 Medjcations. (c) PART 2
Separate compartments shall be provided for each resident’s
medication and they shall be segregated according 1o
external or internal use. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 - Observed topical medications not segregated PLAN: WHAT WILL YOU DO TO ENSURE THAT
from oral medications in resident’s medication bin. IT DOESN'T HAPPEN AGAIN?
° Pry s Yoo Wpue
To Prrveny s rppriry
Lg Wil ?\Mt Kyvned ol in -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e} PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Observed the following medications in CORRECTED THE DEFICIENCY
resident’s medication bin without a physician or APRN
medication order on file: “Losartan potassium 25mg tab,” ; h
“Rosuvastatin calcium |00mg tab,” and “Cetirizine 10mg
- Avye < ’
tab. v LP-?(;“A' é. hyb r{_tné(“,\_
LG Uen 0rder ond
10y

Fhe Logayion \)o-kkﬂ'lm 1Sm6
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (€) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Observed the following medications in PLAN: WHAT WILL YOU DO TO ENSURE THAT
resident’s medication bin without a physician or APRN IT DOESN’T HAPPEN AGAIN?
medication order on file: “Losartan potassium 25mg tab,” ’
“Rosuvastatin calcium 100mg tab,” and “Cetirizine 10mg nevony .
tab.” To ! ) .‘:&“5 S}‘Vﬂ\ L\G\ﬂ)&m‘uﬁé O‘ooa.u\ .
hr the beoning of B mgut, 24
Aﬁublb C,R(.q" k‘&-& Yesh M 1»\\15‘ d‘M\
ordars «n) Chetfe tedh mdﬁw*ws Yo
¥
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-§00.1-15 Medjcations. {f} PART 1

Medications made available 1o residents shali be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS

Resident #1 — “Muciprocin 2% ointment™ was ordered on
10/12/2024, and reordered 4/16/2025. On physician notes
dated 10/12/2024 and 1/18/2025, physician noted to apply
the aforementioned medication onto open sores twice & day
as needed. Medication not documented on October 2024 -
September 2025 medication administration record (MAR).

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
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by w
whom the medication was made available to the resident.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #1 — “Muciprocin 2% ointment™ was ordered on IT DOESN’T HAPPEN AGAIN?
10/12/2024, and reordered 4/16/2025. On physician notes :
dated 10/12/2024 and 1/18/2025, physician noted to apply 2 W
the aforementioned medication onto open sores twice a day A\ Xy, -
as needed. Medication not documented on October 2024 — i "M ¢ )m Yh( vk Hris hﬁ"l\ V_'p .
September 2025 MAR g espin- Duce & heteive aghysi-
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
B | §11-100.1-t5 Medications. {f) PART 1
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's DID YOU CORRECT THE DEFICIENCY?

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY
Resident #1 — “Muciprocin 2% cintment” was ordered on
10/12/2024, and reordered 4/16/2025. On physician notes
dated 10/12/2024 and 1/18/20235, physician noted to apply

the aforementioned medication onto open sores twice a day : h M \'\ o Ve \‘lF‘“b\.?TD U.\h 'l 'jo

as needed. Medication not documented on Octaber 2025
MAR. ; . .
O\Akmun X \D-t,'m.a 03ded \aky
e MAQR ona ?\Au. ¥ LX) LAl
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by FUTURE PLAN
whom the medication was made available to the resident.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
__FRINEINGS , J PLAN: WHAT WILL YOU DO TO ENSURE THAT
esident #1 — “Muciprocin 2% ointment™ was ordered on » 2
10/12/2024, and reordered 4/16/2025. On physician notes IT DOESN'T HAPPEN AGAIN:
dated 10/12/2024 and 1/18/2025, physician noted to apply i
the aforementioned medication onto open sores twice a day | ~{? ? hevewt -\r[ms g;\hp\ l\a ?{“', -
as needed. Medication not documented on October 2025 Tc"— Vo 5 . P “‘3 O-ﬁb'\ n-
MAR. “nr drpetye o ‘)Mrn o S GYaer
. - ]
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-15 Medications. (f) PART 1
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident’s

e el e et i | CoTTECting the deficiency
mowes after-the-fact is not
Resident #] — “Muciprocin 2% ointment” was ordered on pl'actical/appropriate_ For

10/12/2024, and reordered 4/16/2025. On physician notes
dated 10/12/2024 and 1/18/2025, physician noted to apply . .
the aforementioned medication onto cpen sores twice a day thlS deﬁClency, Only a fl.ltll re
as needed. No documented evidence that medication was - .
administered, refused by, or is ne longer applicable to the plan 18 requ]red.
resident from 10/12/2024 — 10/2/2025.

42




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS

Resident #1 — “Muciprocin 2% ointment” was ordered on
10/12/2024, and reordered 4/16/2025. On physician notes
dated 10/12/2024 and 1/18/2025, physician noted to apply
the aforementioned medication onto open sores twice a day
as needed. No documented evidence that medication was
administered, refused by, or is no longer applicable to the
resident from 10/12/2024 — 10/2/2025.

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
§11-100.1-17 Records and reports. (bX3) PART 1

During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall inciude observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #] — “Muciprocin 2% ointment” was ordered on

10/12/2024, and reordered 4/16/2025. On physician notes
dated 10/12/2024 and 1/18/2025, physician noted to apply
the aforementioned medication onto open sores twice a day
as needed. No documented cvidence in resident progress
notes of any open sores on resident’s skin or any application
of “Muciprocin 2% ointment” on file. Muciprocin ointment
tube appeared to be open and used in medication bin.

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
§11-100.1-17 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 DOFESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed ’
immediately when any incident occurs; . . .
Ohtt & mednceom hes been O'th”l oy

FINDINGS ) Lo .
Resident #1 — “Muciprocin 2% ointment” was ordered on Q,Mwh&j '}WCA . STHY (Mmeda 0{’0{13 oo -
10/12/2024, and reordered 4/16/2025. On physician notes .
dated 10712/2024 and 1/18/2025, physician noted to apply | nepf 1nX® Koo Map ond TvM,rcss o e o} lo- 1% 2¢

the aforementioned medication onto open sores twice a day
as needed. No documented evidence in resident progress
notes of any open sores on resident’s skin or any application
of “Muciprecin 2% ointment™ on file. Muciprocin ointment
tube appeared to be open and used in medication bin.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Recerds and reports. (bX3) PART 1

During residence, records shall include:

Progress notes that shall be wnitten on & monthiy basis, or
more often as appropriate, shall include observations of the
resident’s response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury.
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — No documented cvidence of the resident’s
response 1o the plan of care of care and/or a plan of care
documented in progress notes from October 2024 - January
2025.

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
§11-100.1-17 Records and reports. (b)3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or w
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;
n M R’\«-‘*\Wt v prevun VB
FINDINGS TR Hans }b"""
Resident #1 — No documented evidence of the resident’s . -
response to the plan of care of care and/or a plan of care hb"v ?M\ h‘o & (i A % Und OX' W w\b
documented in progress notes from October 2024 — January .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (f{4) PART 1
General rules regardimg records:
All records shall be complete, accurate, current, and readily 1D YOU CORRECT THE DEFICIENCY?
available for review by the department or responsible
placement agency. USE THIS SPACE TO TELL US HOW YOU
N CORRECTED THE DEFICIENCY
Resident #3 - No documented evidence of a current
“Resident Emergency Information™ form complete in the : .
event of an emergency, on file for department review. None oyt 4'(/ -8 4
found in resident or facility binder. i \\ v o to A “t' l&‘}&
12 - gunie Frlremen s, 070
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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:
All records shall be complete, accurate, current, and readily FUTURE PLAN
available for review by the department or responsible
placement agency. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
w ) IT DOESN’T HAPPEN AGAIN?
Resident #3 -- No documented evidence of a current
“Resident Emergency Information” form complete in the
event of an emergency, on file for department review. None hey . . .
found in resident or facility binder. TD P IR %“h" h‘ﬂ ‘W‘”‘V\‘b Créean
T Hhe same Lmb ol o Yesidnls o -
omeon e wy coie ygme - 4 Wil (a-
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports, (FK4) PART 1
General rules regarding records:

DID YOU CORRECT THE DEFICIENCY?

Al records shall be complete, accurate, current, and readily

available for review by the department or responsible
placement agency. USE THIS SPACE TO TELL US HOW YOU ‘

NG CORRECTED THE DEFICIENCY
FINDINGS

Resic!enl #] — No documented gvinience of a current
e gy B et |3 have eheofed o Cowreny
5i7/2024. Medications not updated. - . .
TLes duny © hwrcr.h Tn "W)ﬂ%
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and repocts. (T4} PART 2
General rules regarding records:
FUTURE PLAN

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

E

Resident #1 — No documented evidence of a current
“Resident Emergency Information” form in the event of an
emergency, on file for department review. Last update
§/7/2024. Medications not updated,

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
1T DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (d) PART 1
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of ————-LJ_L_DID YOU CO CT THE DEFICIENCY?
resident’s possessions.
USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY
Resident #1 — No documented evidence of a current
inventory of belongings on file. Last update was 2/6/2024.
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RULES {(CRITERIA) PLAN OF CORRECTION Completion :
Date |

§11-100.1-19 Eesident sccounts, (9) PART 2 |
An accurate writien accounting of resident’s money and :
disbursements shall be kept on an ongoing basis, inchuding FUTURE PLAN [
receipts for expenditures, and & cumrent inventory of ‘
resident’s possessions.

USE THiS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS . PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #1 — No documented evidence of a current IT DOESN'T HAPPEN AGAIN?

inventory of belongings on file. Last update was 2/6/2024.
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RULES (CRITERIA) PLAN OF CORRECTION Completion | |

Date
" TX] [§11-100.1-21 Residents’ and primary care jvers' rights and PART ! !
esponsibilities. (a)} 1XC) |

Residents' rights and responsibilitics DID YOU CORRECT THE DEFICIENCY?
Written policies regarding the rights and responsibilities of
residents during the stay in the Type [ ARCH shall be USE THIS SPACE TO TELL US HOW YOU l

established and a copy shall be provided to the resident and CORRECTED THE DEFICIENCY
the resident’s family, legal guardian, surrogate, sponsoring
agency or representative payee, and to the public upon
request. The Type { ARCH policies and procedures shall

provide that cach individual sdmitted shall: a Lﬁ—ﬂ. J" %W\v\/} W‘t "W)'l'!‘n\ﬂ
Be fully informed orally and in writing, prior to or at th . -
time o{?' a?nggon.i:d)('i:;ngmsl\:; t:;'gsc!::li?:::soa::i!:ablzm rML 1 d“»n'o m ?m rm; rﬂ%

or through the Type | ARCH and of related charges,

T;gﬂggbzi%smfo;::vimmwovmhytheTypel %« RWM a‘ 0-”3 AW h\% \0 \b
EINDINGS Compleje) Hhe Siqped uwd) | Tois

Resident #1 — Signed General Cperating Policy, dated
1/4/2023, by PCG and resident, docs not indicate monthly

rate for adult residential care home (ARCH) services or any bqur’-“ wo ?"\/l 1 . m ‘U’ ﬁ” <

prorated rates in “Rates for Service™ section. liems were left
Ha YA O Gopy .

blank.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care givers' rights and PART 2
responsibilities. (a)(1)(C)
Residents' rights and responsibilities: FUTURE PLAN
Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
established and a copy shall be provided to the resident and PLAN: WHAT WILL YOU DO TO ENSURE THAT
the resident’s family, legal guardian, surrogate, sponsoring IT DOESN’T HAPPEN AGAIN?
agency or representative payee, and to the public upon
request. The Type | ARCH policies and procedures shall
provide that each individual admitted shall: . ) )
To Pravl Mg R‘\Hp\»\qﬁw\% C}nb\n .
Be fully informed orally and in writing, prior to or at the . ;) o
time of admission, and during stay, of services available in O )/PM ‘, o - i) Qg, Lol oA
or through the Type I ARCH and of related charges, u? on % W ,Mj
including any charges for services not covered by the Type | )\7 * | % . 7/5

ARCH's basic per diem rate;

FINDINGS

Resident #1 — Signed General Operating Policy, dated
1/4/2023, by PCG and resident, does not indicate monthly
rate for ARCH services or any prorated rates in “Rates for
Service” section. ltems were left blank.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
g §11-100.1-23 Physical environment. (gX3XD) PART 1
Fire prevention protection.
Type 1 ARCHs shall be in compliance with, but not limited DID YOU CORRECT THE DEFICIENCY?
to, the following provisions:
USE THIS SPACE TO TELL US HOW YOU

Each resident of a Type | home must be certified by a CORRECTED THE DEFICIENCY
physician that the resident is ambulatory and capable of
following directions and taking approptiate action for self-
preservation under emergency conditions, except that a J k Db} .
maximum of two residents, not so certified, may reside in o
the Type | home provided that either: v ¢ *An L A o wvrm*
FINDINGS Co?kb P\r Sd)" ?'tB“'r Yodyop
Resident #1 — No documented evidence of a current self- . ]g -3 K .
preservation evaluation by a physician or APRN on file. . '
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(1} PART 2
Fire prevention protection.
Type | ARCHs shall be in compliance with, but not limited FUTURE PLAN
to, the following provisions:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Each resident of a Type I home must be certified by a PLAN: WHAT WILL YOU DO TO ENSURE THAT
physician that the resident is ambulatory and capable of IT DOESN’T HAPPEN AGAIN?
following directions and taking appropriate action for self- )
preservation under emergency conditions, except that a .
maximum of two residents, not so certified, may reside in Yo YR‘VM m5 M \\A X .
the Type I home provided that either: ?Y""“V\b &‘ﬁ“ n.
e Y oLy :
FINDINGS U o/ NAUwS Odtrs B )9: Wil 014 ¢

Resident #1 — No documented evidence of a current self-
preservation evaluation by a physician or APRN on file.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-23 Physical environment. (WX 1XB)

The Type | ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers.

Housckeeping:

After discharge of any resident, the bed, bed fumishings,
bedside fumniture and equipment shall be thoroughty
cleansed prior fo subsequent resident admission;

FINDINGS
Bedroom #3 — Observed unused maxi pads and dispesable

pull-up underwear in bedside table drawer.

PART 1

bib YOU CO CT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (h)(1)(B} PART 2
The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers. E-MEP—LA—D—I
Housekeeping: USE THIS SPACE TO EXPLAIN YOUR FUTURE
_ ' o PLAN; WHAT WILL YOU DO TO ENSURE THAT
Af’ter_ cllschal"ge of any regldent, the bed, bed furnishings, IT DOESN’T HAPPEN AGAIN?
bedside furniture and equipment shall be thoroughly
cleansed prior to subsequent resident admission; ,T,D . .
2N s M v Unn O-toA N -
FINDINGS » ? TSy { M ) NZS L
Bedroom #3 — Observed unused maxi pads and disposable bV\C_L O > Yo 35 NoC oA | a .
pull-up underwear in bedside table drawer. b w1
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Licensee’s/Administrator’s Signature: O%D

Print Name: L] 'ZA N i H AQUA

Date: LO N 7,8 ' ?/O-Lf
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Licensee’s/Administrator’s Signature: :\/A/‘ﬁn—\,
Print Name: L\ tls ﬂ N&aﬂﬁ _
Date: IZQ] : ‘ za[zs




