Office of Health Care Assurance
State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Yaying House ' | CHAPTER 100.1
Address: Inspection Date: March 12,2015 Annual
3285 Olu Street, Honolulu, Hawaii 96816

Rules (Criteria) Plan of Correction Completion
Date
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] | §11-100.1-9 Personnel, staffing and family requirements. (a)

All individuals who either reside or provide care or services to
residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior to
their first contact with the residents of the Type I ARCH, and
thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.
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FINDINGS
Household member —~ No annual physical examination.
Submit a copy with the plan of correction (POC.)

] | §11-100.1-9 Personnel, staffing and family requirements. (b)

All individuals who either reside or provide care or services to
residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.
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FINDINGS
Household member — No annual tuberculosis clearance.

Submit a copy with the plan of correction (POC.) -
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] | §11-100.1-15 Medications. (€)

All medications and supplements, such as vitamins, minerals,
and formulas, shall be made available as ordered by a
physician or APRN.

{ l/?/»?,/gg

FINDINGS

T e futive,
i +0

PR ND When L et The Visit Strim

= oik At iom, ondl s s | o

- £ A /e
((aridgeq et 0 fet I
«Eé&ﬁﬁ{é\;?:‘ neot M i‘iﬁ;{ kil

7.0
X] | §11-100.1-15 Medications. (m) Sy &V N (
All medications and supplements, such as vitamins, minerals, ﬂ?"f’é /JM‘/Z:“" s ave freLe. R
and formulas, when taken by the resident, shall be recorded S Ay V//é/\a/x Wg&/r -..em.’;é/ éﬂe&é@\ﬁm oM

on the resident's medication record, with date, time, name of |2y b, Klepy €0 m alee seera €o ‘ﬁ;\f/vz
0

drug, and dosage initialed by the care giver. _ho medicatiom 7 ?“’\"/“Q' - ﬁuﬁ? Z Heec 5_
7 N»Q:"M,f({
64‘.@& prifse Lf afoer SpSrp ch
‘ 7 ) €ial




Rules (Criteria) Plan of Correction Completion
Date

FINDINGS Jliedecatson Racorl LA ‘ez Ao 3/ /
oh 1/

Resident #1 —~ “Lipitor 40 mg i tab po daily” was ordered on N , - - /
12/23/14; however, the December 2014 medication record Ww I wwrite «do tane p ;f whe
7 f(’&y

was not initialed when taken by the resident 12/23/14 to 7 ﬁ :[,»;g /%.Qoéz)a:écf@u a/vwf} o >
( +o

12/31/14. The primary care giver stated that she gave the 7A L/ 5.
medication. Hy ek W(e Cé@:f;(/ Prigf 5, A
I Stz 2z U he & ?w P
p 4 - . N s

> & Rations G AR VA CHCH
}Q&égfyp«( e niestses: & )
P patio RecorK 1ol cemeet é@u‘f‘{/‘)’fc

Hoame of-eltees pud dosap? pnd it @

B

> | §11-100.1-83 Personnel and staffing requirements. (1)

In addition to the requirements in subchapter 2 and 3:

A registered nurse other than the licensee or primary care 7 / ? / <
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) l — No documentation of
training by the case manager in providing daily personal care
and specialized care to the resident. The document on file
with the SCGs name was dated -prior to the SCGs
date of hire.

> | §11-100.1-88 Case management qualifications and services.
©@®

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:
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Update the caré plan as changes occur in the expanded ARCH
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Licensee/Administrator’s Signature:
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> | §11-100.1-9 Personnel, staffing and family requirements. (a)

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

FINDINGS
Household member — No annual physical examination.
Submit a copy with the plan of correction (POC.)

DX] | §11-100.1-9 Personnel, staffing and family requirements. (b)

All individuals who either reside or provide care or services to
residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
Household member — No annual tuberculosis clearance.
Submit a copy with the plan of correction (POC.)
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> | §11-100.1-9 Personnel, staffing and family requirements. (a)
All individuals who either reside or provide care or services to
residents in the Type I ARCH, shall have documented
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