Office of Health Care Assursnce

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Eility‘s Name: Island Promise ARCH

CHAPTER 100.1

dress; " o o lnspemon Date: March 11, 2025 Anaual
30 Laakes Street, Homolubu, Hawaii 96818

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 (160) WORKING DAYS PER HAR 11-100.1-
K2). IF IT IS NOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

L.

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).
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ISLAND PROMISE ARCH I

4330 Laakea St., Honolulu Hawaii 96818

STATEMENTS OF DEFICIENCIES AND PLAN OF CORRECTION

INSPECTION DATE : March 11, 2025

11-100.1-13 Nutrition {1}

Resident # 5- No documented evidence of 2 current Annuat Diet Order by a physician or sdvanced
practice registered nurse { APRN)

Man of Correction:

Part ! : This CHO notified 5t. Francis Hospice Nurse about the discrepancy of the written diet of the
resident on the Annual PE Record This CHO Emailed the Annual PE Form to the hospice nurse and
nformed the nurse regarding the discrepancy. The Hospice nurse returned the corrected form to this
CHO after the ST. Francis Hospice APRN corrected the Resident Annual PE Form.

Part. 2: This CHO created a checklist to check when the resident’s Annual PE Form that the M.D. or APRN
DO THEIR Annua! PE Assessment to the resident. The following checklist created:

1) Correct Patient’s Name
2) Resident’s DOR

3) Correct Diagnosis

4} Correct Diet

5) Correct Self Preservation
6) Updated Level of Care

7) Annual TB Clearance
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RULES (CRITERIA) o PLAN OF CORRECTION | Completion
o Date
T si‘l:-ll_('ll. 1-1% mi—l] S o P-{RT Vl” B
Each reswdent shait have a documentcd dxet order on
adimismon and readmission to the Type | ARCH and shail DID ] T Yy
have the documenied dict anmally signed by thie resident s : :
physician or APRN. Verbal orders foc dicts shal) be
recorded on the physician order sheet and wnilien USE THISSPACE TO TELL US HOW YOU /M 'F A
canfinmuation by the atiending physician or APRN shali be CORRECTED THE DEFICIENCY
obtained durisg the ncxt office visit % 1 10 I 79
Resadetit #5 — No documented evidence of a curent annual
dict order by a physician or advanced practice regisiered
nurse (APRN) i
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~ RULES (CRITERIA)

LT

Each resrden: shal, have g docunicived dict order on
admission und readmission o the Type | ARCH and shall
have the documented diet nmAlly signed by the resident’s
physician or APRN. Verbal orders for diets sha.l be

,  tecorded on the physician crder shecs and writtes

|' BT 31100073 Runwen

confinnation by the stiending physician or APRN skall be
obtussed dusing the next effice visit

' FINDINGS
Resident £8  No documented eviderce of a cirremt annagl
diet oeder by a physician or APRN.
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~ PLANO¥ CORRECTION " Completion
. N . S . . g Date |
PART 2 . 1; ﬁ?l,x
FUTURE PLAN ’5/30171

oy

USE THIS SPACE TO EXPLAIN YOUR FUTLRE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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ISLAND PROMISE ARCH #

4330 Laakea St., Honolulu Hawail 96818

STATEMENTS OF DEFICIENCIES AND PLAN OF CORAECTION

INSPECTION DATE : March 11, 2025

11-100.1-15 Medication {e)

Resident # 1 Physician Ordered “Bisacodyl 10 mg supp, 1 supp PR as needed for no BM X 3 days,
Medication not Availabie in facility for resident use.

Ptan of Correction

Part | : This CHO obtained the ordered Bisacodyl 10 mg from the mearby pharmacy as OTC. The above
medicine was labeled with the fesident’s name, medicine name, route, frequency and right dose and
placed this medicine in the resident’s medicine Bin inside the locked medicine Cabinet.

Part 2: The CHO placed a reminder note Infront of the medicine cabinet and in the bulletin board to
check alf resident’s medication bins to make sure all the ordered medications are written in the MAR
and availabie to use for the resident as ordered at all times.
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I RULES(CRITERIA) |~ PLAN OF CORRECTION " Completion |

R 1811400115 Miedicatons, @ 1 PART | T
All medscations and supplements, such as vilamms,
minerals, and formulas, shill be made availabie as ordered
by a physiciaz or APRN DID e THE DEFIC] 'f f Y
FINDINGS USE THIS SPACE TO TELL US HOW YOU /fh‘x »&f‘
Resident #1 - Physican ordered “Bisacody? 10mg supp. | CORRECTED THE DEFICIENCY o /w v
supp PR as ncodod for no BM x 3 days ™ Medication not r”j §

avadabic in facilnty for resident use.

Sec ellacted




" "RULES (CRITERIA) PLAN OF CORRECTION Completion

!
i _ ) Date
TR 111100 151% Mcdianoss. ie) PART 2
! AH medicatrans and supplements, such as vitammns,
nuncrals, and formulas, shall be made availablc as ordered FUTURE PLAN
by a physician or APRN.

FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resadem #1 - Physscaan ordered “Bisacodyt 10mg supp, | PLAN: WHAT WILL YOU DO TO ENSURE THAT
supp PR as noxded for no BM x 3 dﬂ)’ﬁ,“ Medication not | l-r DOESN T HAPPEN AGA'N?

sa Fidpe #

available in faciliy for ressdent use, : (,
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ISLAND PROMISE ARCH I

4330 Laakea 5t., Honolulu Hawali 96818

STATEMENTS OF DEFICIENCIES AND PLAN OF CORRECTION
INSPECTION DATE : March 11, 2025
11-100.1-17 Records and Reports {b) (1}

Resident #3 and # 5, no documented evidence of a current Annual Level of Care Evaluation by a
physician or APPRN

Plan of Correction:

Part | : This CHO notified St. Francis Hospice Nurse about the discrepancy on the resident’s Level of Care
Evaluation on the Annual PE Form. This CHO Emailed the Annual PE Form to the hospice nurse and
informed the nurse regarding the missing check off of the Level of Care on the Annual PE Farm. The
Hospice nurse returned the corrected form ta this CHO after the ST Francis Hospice APRN corrected the
Resident Annual PE Form

Part. 2: This CHO created a checklist to check when the resident’s Annual PE Form that the M.D. or APRN
DO THEIR Annual PE Assessment to the resident. The following checklist created:

1) Correct Patient’s Name
2) Resident’s DOB

3} Correct Diagnosis

4] Correct Diet

5} Correct Self Preservation
6} Updated Level of Care

7} Annual TB Clearance

AL,

Anita Felipe, RN
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T T Ruiks @mimERIA) PLAN OF CORRECTION Completion
t ! , L N Date
o L ] 91100 117 Records andporis ki) T T PART |
! During residence, records shall inc hade- i
. i d
Annuazl physxal exanunation and other periodic DID ¥ : FICIENCY:
exanunalions. peninent imaunizations, cvahuations, .
progress notex. relevant laboratory reports, and a report of USE THIS SPACE TO TELL US HOW YOU
annual re-cvahation for lubescubosis: CORRECTED THE DEFICIENCY
| EINDINGS ﬁ\:ﬁ /)
" Rowdent ¥ & Residens a5 - No documcnicd evidence of / E“‘f" EL(
- cumment annuai level of care evahmtion by a physiun o '
AR AT /79 "

| | See it




T RULES (CRITERIA) ! ’ " PLAN OF CORRECTION [ Completion

_Date |
E §11-100'1-17 Reyords and fcports, (b 1) o f o PART 2
|
|
!

Dunng residence. records shall inchude:
TU N

Annuat physical eximnination and other penodxe
CXAMNRLIONS, pertinen! invnunwalions. cvaluations,
progress noies, relevant laboratory reports, and a report of
annoual re-cvalaation for uberculosis;

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

& ! v IT DOESN'T HAPPEN AGAIN?

| FINDINGS

! Resident #3 & Resident #5 - No docwinensed cvidence of o -

f current annual level of care evaluation by a physiciun or : /‘ ﬁ_}:ﬁ r_,_; ‘Pd
APRN. i ~ ¥ - |

5‘ "?,/'3c /w"r

See (e A




ISLAND PROMISE ARCH 1I

4330 Laakea St., Honolulu Hawaii 96818
STATEMENTS OF DEFICIENCIES AND PLAN OF CORRECTION

INSPECTION DATE : March 11, 2025

11-200.1-17 Records and Reports (b) (1)

Resident ¥3 & ¥ 5 - No documented evidence of a current Annual Tuberculosis clearance by a physician
or APRN

Plan of Care

Part 1 : This CHO notified the St Francis Nurse regarding the required TB Assessment Clearance as
required by DOM for all Care Homes. The hospice nurse was able to provide this CHO for the updated TB
Assessment clearance signed by the APRN.

1) Correct Patient’s Name
2} Resident’'s DOB

3) Correct Diagnosis

4) Correct Diet

5) Correct Self Preservation
6) Updated Leve! of Care

7) Annual TB Clearance

, ™~
1o Yy

A e o
Anita Fellpe, RN

3/30/2025 "




RULES (CRITERIA)

lﬁn 400117 Records and repons, (b 1)
During residence, records shall include

f Annual physial examinatios and other periodic
CAAMUNAIIONS, pevtinent immunizabons. evatuati 0ns,

| IOgress notes, relevant laboraiory reports, and a repon of
J annual re-evaluanon for fuberculoss,

Resident #3 & Resident ¥4 No documented evidence of a
curent annual wibcrculoss clearsnce by a physician or
APRN.

PLAN OF CORRECTION

| Completion

Date

" PART!

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

5 (K1)
Duning residence, records shall include:

Annual physical examination and other penodic
cxamunations, pertinent immunizations, cvaluations,
progress noics, relevant laborgtory reponts_ and # report of
anmuat re-cvahsation fior tuberculoss;

FINDINGS
Resdenr #3 & Resident £5 - No docuinaniced cvidence of 3
current annual tuberculosas clearance by o phwsician or

APRN.

PLAN OF CORRECTION

[ Completion |

Date

 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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ISLAND PROMISE ARCH it

4330 Laakea St., Honolulu Hawaii 96818

STATEMENTS OF DEFICIENCIES AND PLAN OF CORRECTION

INSPECTION DATE : March 11, 2025

11 100.1 23 Physical environment {g) (3) (1)

Resident ##t & #5 — No documented evidence of a current self-preservation evaluation by a physician or
APRN.

Plan of Care

Part 1 : This CHO notified the St. Francis Hospice Nurse regarding the discrepancy on the Annual PE
Form. The PE Form was emailed to the nurse and informed the nurse regarding the missing

Check off of the seif-preservation evaluation of the residents. The hospice nurse returned the updated

PE form indicating the current self-preservation evaluation to this CHO 35 signed by the APRN and
inputted the updated form in the resident’s folder

Part 2 : Part. 2. This CHO created 2 chechlist to check when the resident’s Annual PE Form that the M.D.
or APRN do their Annual PE Assessment to the resident, The foliowing checklist created:

1} Corvect Patient's Name
2} Resident’s DOS

3} Correct Diagnosis

4} Correct Diet .
S} Correct Self Preservation B oA
6) Updated Leve! of Care T
/) Annual T8 Clearance -
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RULES (CRITERIA)

|

" $11-101-2% Physical environment, (e XD

| Fire prevention protection

|
,’ Type { ARCHs shall be in compliance with, but not limted
' 10, the following provisions

% Each reswdent of a Type [ home must be ceriefied by a

| physician that the residen is ambulatory and capable of

i following directions and taking appropruse acuron for scli-
. preservation wnder emergeicy conditons, cxoept that a

i maximum of wo residents, not so centified. may reside in

|
. the Type I home provided that cither

i

|

i Resident #3 & Resident #5 - No documented evidence of a
- current seif-preservation cvaiustion by a physicum of

| APRN

PLAN OF CORRECTION

(‘omplﬂon
_ Date

PART |

DID Y DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Cec otfacly

P\‘i




§11-100 1-23 Physicyl envirpament. (g 3xl)
Fre prevention prosection

Type | ARCHs shall be in compliance with, bat not imted
[ 10, the followmg provisions:

Each resident of u Type | bome st be cermified by a
| physacian 1ha the ressdent s ambtlatory and capabic of
| following dircctions sod takng appropnale action for self-

 RULES(CRITERIA) I

| prescrvation under cinergency conditions, cxcept that a
| maxiumum of wo residents, mou so certified, Ay resade in
| the Type 1 howe provided that esther:

| FINDINGS
; Resident #3 & Resident #4 - No documented cvidence of a

| current sclf-preservation evahation by a physician o
| APRN

|
1

" PLAN OF CORRECTION

Completion
Date

PART 2

FUTURE PLAN

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

See ettacey
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Licenscee s’ Administrator's Slgnalurc%w' ,,,,, FL~

Print Name:

Date: __________‘ 1Y
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