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C’—iO will perform routine medication reconciliation
o ensure availability of all medications
as prescribed.

Physician parameter instructions will be listed in

the medication records. CHO will be using her

own medication adrminisiration record given

by OHCA 1o avoid any discrepancies made
by the pharmacy.

CHO will make sure the medication is made available

as soon as it is prescribed. For these medicaiions

with a delay, necessary documentation will be

noted as o reason for delay (pharmacy closed/not deliverad,
other circumstances that are not under the control of the CHO).
~delays will be communicated to physician in a timely

manner and docurnented in chari.

records for uu,h z'eomuzt. On admi.asi(;ﬁ,
transfer of a resident there shail be w
licensee or primary care giver for the

agency with dress and te ephone mi"'iht:'f D!’.ECG orf source
from which admitted, physician, APRN, dentist,
f)i ha mnloﬂr‘ optomet irist, psychimrisi,and :‘di othe:

Upon admission, readmission, or transfer of a resident,

sident emergency inforn Nas CHO will update and complete the resident’s
wcomplete and did not contain the resident’s current emergency information, including medication
medication list and diagnoses, lists and diagnosis.




§11-100.1-17 Records and reports. (b}(3)
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
miore 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, bebavior patterns including the date, time, and any
and all action taken. Documentation shali be

completed immediately when any incident occurs;

FINDINGS

CHO will document reason/indication for medication
including diagnosis and monitor symptoms, and
response to medications in the progress notes. 08/03/15
CHO will update notes accordingly. e

Licensee/Administrator’s Signature: 72f g&z=—

’

Vicky Cadiz Bagain EARCH

Prnt Name:

Date: /¢ — rg—/5




Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Bagain Cadiz Care Home

CHAPTER 100.1

FINDINGS

No documentation that the prima
substitute care givers (SCG
prescribed medications available.

care giver (PCG) provided
raining to make

$
R
&

Address: Inspection Date: May 11, 2015 Annual
94-1381 Hiaai Place, Waipahu, Hawaii 96797
Rules (Criteria) Plan of Correction Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. D /- /02 -/- 7¢2) C )
©@) f .
The substitute care giver who provides coverage for a period oL Al grrate
less than four hours shall: ’ s & & )
a el %W Ly~
Be trained by the primary care giver to make prescribed A / o g
medications available to residents and properly record such 2t el W )G
action. ezl w7 cepve T overed Mﬁ%?" é’?ﬂ /

§11-100.1-15 Medications. (e) 7222037 L Jufwe
All medications and supplements, such as vitamins, minerals, m eZeert eiee

and formulas, shall be made available as ordered by a
physician or APRN.
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FINDINGS

§11-100.1-17 Records and reports. (a)(3)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of date of referral and admission, referral
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next ofkin, legal guardian,

surrogate or other legally responsible agency;

FINDINGS
—esident emergency information sheet was
mcomplete and did not contain the resident’s current

medication list and diagnoses.

3) ry d/ﬂ@’}"/’? (”)(/3)
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] | §11-100.1-17 Records and reports. (b)(3)
During residence, records shall include:

Progress notes that shall be written on a monthly 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

Licensee/Administrator’s Signature: %(/é;«, 2. W pped
Print Name: £7 &f/? OO I2 RSP Rin EHR EH

Date: &7(02'/5__






