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4000 11-84.1 Initial Comments © 4000

A State re-licensure survey was completed on :
9/05/16. The resident census at the time of entry |
was 115,

4102 11-94.1-22(d) Medical record system L4102

(d) Records to be maintainad and updated, as i
necessary, for the duration of each resident's stay
shall also include:

(1) Appropriate authorizations and consents
for medical procedures;

(2) Records of all periods, with physician orders,
of use of physical or chemical restraints with
justification and authorization for each and
documentation of ongoing assessment of

resident during use of restraints;

(3) Copies of initial and periodic
examinations and evaluations, as well as
progress notes at appropriate intervals:

(4) Regular review of an overall plan of care
setting forth goals to be accomplished through
individually designed activities, therapies, and
treatments, and indicating  which professional
services or individual is responsible for providing
the care or service:

(5) Entries describing all care, treatments,
medications, tests, immunizations, and al|
ancillary services provided; and

(6) All physician's, physician assistant's, or
APRN's orders completed with appropriate
documentation (signature, title, and date).
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4102 Continusd From page 1 4102
This Statute is not net as evidenced by
Based on record 12 VI—~"\ obs swations. and
intervisws the facilit ty failed to maintain compiets
and accurate clinical information for 2 of 37

residents in the Sta age 2 revisw. (P\esidents 7125
and £144)

HZAD NURSE (N}, CHARGE NURSE {CN,, RA!
COORDINA TOR, A"D/";_PD'SC':‘L/‘
VILL lz.P.'.Eﬂ/'_;‘h COF?I?..
CTED BY THIS PRA

HEAD N ua*sg (HN), CHARGE NURSE (CN), RA
COORDINATOR, AND INTERDISCIPLiNAR Y T:"M (IDT)
Y/ILL ASSESS OTHER RESIDENTS HAYVING THE
POTENTIAL TO BE AFFECTED BY THs PRACTICE,
INCLUDING:

. RJS N"n:w"ﬁ are

(

:}
U
a

=2
:5
- 20 -
Q
"f
"I
0]

O

o)
]

tifled E'T 'DT W

lanto accurataly reflect

DOuT for upper and/or | (o]

. IN/ CN will raviay with

and importance of accyr t
ntervaniions providad

Rasidant Care Rsvorf‘

o

Ofiice of Hzain Care As :
STATE FORM 8235



‘S-:h 2O

L4102

HEAD NURSE (HN), NURSING SUPERVISOR (SRN),

[ | SUMMARY STATEMENT DIFICIENCIES {D PROVIDER'S PLAN OF CORRECTION |
| PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SCHOULD BE CROSS. |
TAG | REGULATORY ORLSCIDENTIFYING INFORMATION) | Tae | REFERENCED TO THE APPROPRIATE DEFICIENGY) |
| i i
f f f
i \ Continued From Page 2 i

| |

DIRECTOR OF NURSING (DON) WILL IMPLEMENT
MEASURES TO ENSURE THAT THIS PRACTICE DOES
NOT RECUR, INCLUDING:

* Resident Care Racord (RCR) will be ravisad
to include upper and lower extremities in the
ROM ssction for CNAs to chack location
ROM is provided.

* In-servics on ths RCR for ali CNAs will be
presentad {o revizw how to complets ths
forms to refiect cars provided to the
residents accurataly and on a timely basis.

+ CN/HN will monitor Residant Care Record
to ensure CNAs are documenting ROM
accurately and on a timsly basis.

DIRECTOR OF NURSING (DON), NURSING SUPERVISOR
(SRNj, HEAD NURSE (HNj, AND QUALITY ASSESSMENT
PERFORMANCE IMPROVEMENT COMMITTEE (QAPY)

WILL MONITOR CORRECTIVE ACTIONS TO ENSURE
THE EFFECTIVENESS OF THESE ACTIONS, INCLUDING:

* SRNs and HNs will conduct monthly audits
checking the cars plans for ROM and that
ROM is documantad accurately on the
Resident Care Record.

»  Montnly audit by HN will bs submitted to the
DON for raview of any deficienciss. Findings
will be shared in Nursz Managers and siaf
meetings in order to improva this practice.
DON will report findings to QAPI committse
on a quarterly basis for further discussion
and appropriate intarvantions.

MEDICAL DIRECTOR (MDj, ADMINIS TRATION (ADMIN),
DIRECTOR OF NURSING (DON), AND HEAL TH
INFORMATION MANAGEMENT (HIN) WILL IMPLEMENT
CORRECTIVE ACTIONS TO ADDRESS THIS PRA CTICE,
INCLUDING:

* Medical Dirsctor — sent email to MD#1 on
5/24/16 advising of importance of
legibility in all documentation and asking for

icoopera:ion in this matter. MD #1

acknowledged receipt of email on 524118

* Meadical Director and Administrator — foliow
up letter will be sant to MD#1 reviewing the
Summary of Deficiencies in regard to
legibility of Il discharge summaries ang
orders, with an initial proposal for [ lreview
and input.  MD#1 will be asked to type all
orders and discharge summaries.

| MEDICAL DIRECTOR (MD), ADMINISTRATION (ADMIN),

DIRECTOR OF NURSING (DON), HEALTH INFORMA TION
MANAGEMENT (HIM) WILL ASSESS OTHER RESIDENTS
HAVING THE POTENTIAL TO BE AFFECTED 8y THIS
PRACTICE, INCLUDING:

» Medical Director and Administration —
general lettsr will be sent to all providers at
Maluhia, regarding citation and importance of
legibility of all documentation and orders.

* Medical Records Committee (MRC} will also
identify other providers that have consistent
legibility issues in their documentation of
orders and discharge summaries. A
separate letter to these providers notifying
them of this issue and the requirement of
improvement will be sent by the Medical
Director and Administration.

Complzts by
05-05-18

Start
05-31-16 ~
Compiste by
058-08-18
Start
05-058-16 —
On-going

Start
058-13-16 —
On-going

Start
05.17-15 —
On-going

Completad
05-24-15

Complete by |

06-18-16

Start
06-13-16 -
On-going
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| PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFIX | (EACH CORRECTIVE ACTION SCHOULD BE CROSS-
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION} | TAG ! REFERENCED TO THE APPROPRIATE DEFICIENCY)
| | |
i i ' L
f 4102 | Continued From Pzags 2z

.

i
1

INFORMATION SYSTEMS (IT), HEALTH INFORMATION
MANAGEMENT (HIM), MEDICAL DIRECTOR (MD),
ADMINISTRATION (ADMIN), AND DIRECTOR OF
NURSING (DON) WILL IMPLEMEN T MEASURES TO
ENSURE THAT THIS PRACTICE DOES NOT RECUR,
INCLUDING:

IT will provide Compuier access on each unit
for any provider identified in the future as
having consistent issues with legibility.
These computers wiil be usad by providers
to access, typs and print MD ordars on each
of their residents,

HIM wilt create a foldar for MD order shest
end dischargs summariss.

MD#1 will type; print out a copy and orders
while [l visiting residents in the facility.

Soft copy of discharge summary form will ba
set up for uss by MD#1 and any othzar
provider identified with consistent legibility
issues. They wili bs asked to type thair
dischargs summeary, print, sign and fax back
to facility.

Providers that have besn idantified by the
MRC will have another jstier sent to ihem
specifically addressing the iliegibility of their
documeniation and regussting improvamant,
If they do not show improvement they will be
asked to type thair dischargz summarizs and
orders,

Maluhia Administration is in the process of
requesting for proposals for an EMR system
to be used in Maluhia.

1
!
| MEDICAL DIRECTOR (MD), ADIMINISTRATION (ADAIN),
| DIRECTOR OF NURSING (DON), AND QUALITY

| - ASSESSMENT PERFORMANCE IMPROVEMENT
COMMITTEE (QAP)) WILL MONITOR CORRECTIVE
ACTIONS TO ENSURE THE EFFECTIVENESS OF THESE
ACTIONS, INCLUDING:

Medical Records Committes (MRC) 'will do
monthly chart audits for the naxi 8 months of
MD#1's (and any other providers identified)
documentation of MD orders and discharge
summaries to ensure compliance with
legibility.

HIM to report deficiencies to the quarterly
QAPI committes meetings, who will refar
findings to Medical Director and
Administration for further corractive
intarventions,

i
|
|
|
|
|
iﬁ
|
|
|
|
|

Completad
06-03-16

Caompletad
05-03-16
Stert
08-13-16 —
On-going
Completad
08-03-16

Start
05-13-16 -
On-going

Start
05-06-16
On-going

Start
06-13-16 -
On-going

Start
06-17-16 —
On-going
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4102 ]

4102 Continuad From 2qe

4138 11-94.1-30 Resident care 4138

The facility shall have written policies and
procedures that address all aspects of resident
care needs to assist the resident to attain and
maintain the highest practicable health and
medical status, including but not limited to-

(1) Respiratory care including ventilator use:
(2) Dialysis:
(3) Skin care and prevention of skin breakdown:
(4) Nutrition and hydration;

Office of Health Care Assurance
STATE FORM 3393 TLTW11 If continuation shest 3 of 14
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Continued From p=ge
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nsss of car-:p»*'" 1t

HN), CHARGE NURSE (O‘J RA

C-./OR’D.HA *ov AND INTERDISCIPLINARY /Fm,f (07

//.LL ASSESS RESIDENTS HAVING THE FOTENTIAL TO
CTED BY THIS rPAf‘A/Cc INCLUDIN

4159 11-94.1-41(a ) Storage and ha andling of food 4

-
&)}
(s]

(a) All food shall be Procured, stored, prepared,

Ofiice of Health Cara 2 Assurance
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AMENDED BOG— : :
Loxa SUMMARY STATEMENT.  DIFICIENGCIES ! D PROVIUER'S PLAN OF CORRECTION (X5)
| PREFIX ! (EACH DEFICIENCY MUST B2 PRECEDED BY FULL 3 PREFIX f (EACH CORRECTIVE ACTION SCHOULD BE CROSS- ; COMPLET)
| TAG I REGULATORY ORLSC IDENTIFYING INFORMATION) | TAG f REFERENCED TO THE APPROPRIATE EFICIENCY) | N
? | | DaTE
| | ] |
14135 | Continusd From Page 8 |
i ; , | HEAD NURSE (HN), CHARGE NURSE (CNj, NURSING ;
! | ; | SUPERVISOR (SRN), DIRECTOR OF NURSING (DONj WiILL |
| i | IMPLEMENT MEASURES TO ENSURE THAT THIS s
| | i | PRACTICE DOES NOT RECUR, INCLUDING: |
; ! ! | * DON/SRNwill attend Resident Counail ! Completed
| | | | meeting to encourage residants to participate | 05-18-15
‘ | | in their care plan mestings and communicate |
f f f f with care givers their preferences and f
| | ; ; concerns. 5
| | ‘ i ¢ HN/CNwil encourage resident to attend Care : ~ Startﬂ
| | | | Plan mestings to share their preferences, | 05-16-16 -
! f’ f' | interpreters will be used if neadad. Atthe Care ,’ On-going
f i ! | Plan meetings, IDT will ask resident’s family !
| ! i ! for suggestions, preferences and past f
! ! | f practices to determine ways to provids the |
| i I care which may be more acceptable for the g
| ;' | resident. |
g | l »  HNwill ask CNAs to give input regarding issue | Start
; | ; | ! problems providing activities of daily living [ 06-06-16 -
; i j {f care to residents prior to CP mestings. This ! On-going
] i i | information will be used by the IDT to review |
i | ‘ i and update resident’s care plan to reflact !
| i { ‘ resident's needs and issuss relatad to refusal
| | i | of care. i
| | * CN/HNwill monitor Residzant Care Record & | Stant
: | fj Behavior/intervention Monthly Flow Chart for | 05“00'35 -
] ! | refusal patterns, update care plan and | On-going
i : ! complete the MDS (E0800) Rejection of Care. !
j | | |+ CN/HNwill explain to resident/family | Start
j f | importance of care / treatment / intervantion. ; 05-16-16 —
;‘ ‘ | | risk and benefits and consequences for 5 On-going
‘ } ! ’ refusing / rejecting care. |
j ! 5 DIRECTOR OF NURSING (DON), NURSING SUPERVISOR |
! | | {SRNJ, HEAD NURSE (HN), AND QUALITY ASSESSMENT ;
! | i PERFORMANCE IMPROVEMENT COMMITTEE (QAPH wWILL |
| | I MONITOR CORRECTIVE ACTIONS TO ENSURE THE
] ; EFFECTIVENESS OF THESE ACTIONS, INCLUDING: :
i ! ; *  SRN/HN will conduct monthly audits checking Start
5’ ,‘ Behavior/intervention Monthly Flow Chart, 06-13-16 —
z | Resident Care Record, completed Stop and i On-going
i ! Watch forms for refusal of care and carz plan |
| ! addresses this. i
| [ g + Monthly audit will be submitted to the DON for | Stat
| I | review of any deficiencies. Findings will be | 06-17-18
if ! ’ shared in staff meetings in order to improve | On-going
g f | this practice. DON will report to QAP ;
!’ | f committee quarterly for further discussion and |
! | appropriate interventions. i
| | | |
| | |
| |
| | |
| : | f
| |
! !
| |
| 5
| |
| |
| i
e
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4159 ¢ 15¢
undasr sznitary conditions
¢ stored
e i M not subjsct
to seepags or wastawater backilow, or
contamination by condansation. lzakages,
rodents, or vermin: and
(2) Perishablzs foods st 2li be stored at ths
proper temperatures to conssrva nuiritive valus
and prevent spoilage.
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FAZAD NURSE (HN), NURSING SUPZRVISOR (SRM; AND
DIRECTOR OF NURSING (DON) WILL 1MMPLEMENT
CORRECTIVE ACTION WITH FOR R %93 AFFEC TEDBY
THIS PRACTICE INCLUDING: :

* Immediately ravis

infection practi " Completed
Nandling eating utensils w ' 05-06-16
maintaining sanit ¥ conditicn
* HN/SRN znd DON immad Completed
with CNA ( who was obssrvag in the dining 05-06-16

roomarea s

and placemats

before passing a maz! tray) to pari

h ne prior to passing each maz! tray
NURSING SUPERVISOR (SRN), HEAD NURSE (HNj AND
DIRECTOR OF NURSING (DON} WILL ASSESS
RESIDENTS HAVING THE POTENTIAL TO BE AFFECTED
BY THIS PRACTICE, INCLUDING:

* HN/SRN will raview hand hygizsns durin
meal ssrvice, and infact n
for handling gating utan
maintaining sanitary cond
* Observe compliance with proger hand
wasning and maintaining sanitary condition
of eating utensils during mea! sarvics.

ng up tadlsclo

nagki

and not washing hznds

yge

7LTW 11
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4159 Continuzd From Pags 7
EDUCATION COORDINATOR (£C) AND INFECTION

CONTROL COORDINATOR (ICC) WILL IMPLEMENT
MEASURES TO ENSURE THAT THIS PRACTICE DOES
NOT RECUR, INCLUDING

*  Conductin sarvices on h

ihe 5 Moments of Hand

; ISOR (SRN),
ALITY ASSURANC,
131PR0

WILL MONITOR

EFFECTIVENESS OF THESE ACTIONS, IN

+ Conduciing maninly dining ot

WiIn emp
4173 11-04 4. sciplinary care process 4173
(@) Acomprehznsive éssessmeant shall be
completed for each resident by an
interdisciplinary team  at lzast annually and
updated as appropriate, basad on the residant's
condition.
This Statute is not met as evidenced by:
Based on record review interviews, and
bservations the facility failed to d
observ .‘l?m. the f f” ti/ . ‘d oﬂcﬁoﬂaA HEAD NURSE (HN}, CHARGE NURSE (CN) wiLL
comprenensive, accurate, standardized IMPLEMENT CORRECTIVE ACTIONS FOR RES 298
reproducible assessment for 1 of 37 residenisin . AFFECTED BY THIS PRACTICE, INCLUDING:
the Stage 2 Census Sample. (Resident #98) * CNcontacted Res #98's 2 " Completed
- ﬂntmuec us2 of 05-06-16
Findings include: * Altending physician visitsd rasident and Fipcigs
ordered to discontinue medication when >-Cr-18
current supply is deplated Complatad
. Rssident'ﬂlas informed and agreed OS_’}%?{;
with discontinuing this medication. -
Office of Hazltr
STATE FORM s3zg TLTW 11 If centnuaticn snest 25f 14



Lo c . o] PROVIUER'S PLAN OF CORRECTION ;
I PREFIX i (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX f (EACH CORRECTIVE ACTION SCHOULD BE CROSS- ,
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' REFERENCED TO THE APPROPRIATE DEFICIENCY) i
'
f !
i F 173 | Continued From Pags 8 '

I
:
§ *  Quarterly essessment and IDT comprehensive
i revisw and revision of care plan were
| completed.
|+ Additional review and discussion of rasidenis
| other medication with HN and Hospice RN was
! done. HN will follow up with attending MD.
HEAD NURSE (HNj), CHARGE NURSE (CN), RAI
COCRDINATOR, AND INTERDISCIPLINARY TEAM (IDT)
WILL ASSESS OTHER RESIDENTS HAVING THE f
POTENTIAL TO BE AFFECTED BY THIS PRACTICE, |
INCLUDING: i
*  HN/CN will review ail current hospice ;
residents' medication list and the most f
recent comprehensive assessment to g
ensure appropriatensss to hospice |
diagnosis and resident's condition. }
|
|
|
i
1
|
|
I
|
1
1

Compleied
06-03-18

Completed

* i medication is not relatad to hospice Jmpiete
06-03-16

|

|

]

|

|

{ diagnosis, atiending physician will bs
I ; consulted with to determine need to

I continue or discontinus medications, and
; document findings.

g HEAD NURSE (HN), CHARGE NURSE (CNJ, NURSING

; SUPERVISOR (SRN), RAI COORDINATOR,

i ! INTERDISCIPLINARY TEAM (IDT), AND DIRECTOR OF
| | NURSING (DON) WILL IMPLEMENT MEASURES TO
ENSURE THAT THIS PRACTICE DOES NOT RECUR,
INCLUDING:

+  DON/SRN revizwed with HN and RA! that
all medications and treatmant must be
reviewed as part of the comprenensive
assessment when resident is admitied to
hospice services or when completing a

! significant changs assessment,

;' e When a residant's level of care changes to

| | hospice care, the CN / HN wili review all

{

i

i

H

1

Completad
05-12-18

Start
06-06-16 —
On-going

medications and treatments by completing
a new Admissions order form (except for
f ! the TB and vaccination section). The nurss
| will confirm these ordars with the attending
physician/provider. When resident is
discharged from hospice sarvices a
complete review of medications and
treatment will be done by completing a new |
Admission order form. !
*  HN/CN will collaborate with hospice |
services for new admission orders. !
H
1
|
i

Start
08-06-16 —
On-going

Start
05-16-16 -
On-going

¢ HN/CN will complete a thorough
assessment and evaluation of residents on
admission, quarterly, annually, if with
i significant change, and as needad. Start
*  During scheduled IDT conference, a 05-168-16 —
thorough evaluation and assessment will | On-going
be done on each resident to ensure that the |
resident's care plan accurately reflects the
neads / condition of the resident.
DIRECTOR OF NURSING (DONj), NURSING SUPERVISOR
(SRN), HEAD NURSE (HN), RAI COORDINATOR, AND
QUALITY ASSESSMENT PERFORMANCE IMPROVEMENT
COMMITTEE (QAPI) WILL MONITOR CORRECTIVE
ACTIONS TO ENSURE THE EFFECTIVENESS OF THESE
ACTIONS, INCLUDING: Start

. RAl will monitor that comprehensive 05-16-16 —
assessment including medication review on-going
will be completed for residents admitted to
facility on hospice services and residents
admitted to hospice services dus to decline
in condition. !

1
if continuaticn sheet page 8a of 14
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4174 11-04 1-43(b) lntardiscip!inary care process 4174

(0) Anindividualized. interdisciplinary overall plan

of care shall be developed to address prioritized
resident neads including nursing care, social

WOrK services, meadical services, rehabilitative
services, restorative care, preventative care,

dietary or nutritional requirements, and

Office of Health Care Assurance

STATE FORM 3232 7LTW 11 If continuation shest § of 14




STREZT£DD

1027 HALA D

05/05/2016

This Statute is not mat as evidenced by:
Basad on bservation, staff interviews, and
record revisws, the facility failed to davelop

comprehensive ca

D NURSE (HN), NURSING SUPER

CHARGE NURSE (CN), RAI COORDINA TOR, AND
INTERDISCIPLINARY TEAM (IDT) WiLL IIPLEMENT
CORRECTIVE ACTIONS FOR RES #53 AFFEC TED BY

THIS PRACTICE, INCLUDING:
* HN/RAlrs j

Cars plan

VISOR (SR,

i2n Completed
05-086-16

Office of Haallh ]
STATE FORM 4333

7LTW11
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NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS. UITY. STATE. Zip CODE
N | 1027 HALA DRIVE
| MALUHIA : HONOLULU, HI 956817
Coxy SUMMARY STATEMENT OF DIFICIENCIES | 1D PROVIDER'S PLAN OF CORRECTION | (X3)

H DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFI i (EACH CORRECTIVE ACTION SCHOULD BE CROSS- ; COMPLETIC
i

5

=aC
REGULATORY OR LSC IDENTIEYING INFORMATION) | TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) | N

| Dpate

i
s’
| continued From page 10
e« IDT mat j | Complated

Stal ourage, as nesded !
Communicais by using hand g |

pariicipation. | refuses, re- approach
again and offer any tims of the day.

]

i

|

; | orts to enhance

HeUak
outing visits and as naC .
Consult with OT to assess uss of assistiva
davice if necassary in improving or refraining f
Or @ss=ssing bility to participatz in |
f or nead for assistive dsvic
! rainaie/communicate with family and

explain conssguences of refusal to hav*
‘nd explore further on past routine an i

| | preferences ;

E ‘ | = HNwill obtain interprter to explain in the | Completed

language that Ras #83 ypdarstands . 05-31-18
importance o."-

Ces If not done and |

family regarding residsn

elicit suggestions and p

mily, explain consequences of

e S 'S preferences

vill be explora

] with resident and family. {

| i+ HNwill review revised care plan with CNAs i Start

! i | and give instructions to report refusal to 05-31-16 -~

: i Charge Nurse. Refusal will be documentad on On-going

‘f ! the Behavior/Intervention Monthly Flow Chart

4

4]

|
|

i{s |
ast |

for continuous monitoring for effectiveness of
care plan interventions.
HEAD NURSE (HN), CHARGE NURSE (CN), RAI
COORDINATOR, AND INTERDISCIPLINARY TEAM (IDT)
WILL ASSESS OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY THIS PRACTICE,
i INCLUDING:
i I« HN/CN will instruct CNAs to complete Stop & Completad
! Watch communication form to report to Charge ] 05-08-15
I
!

Nurse/Head Nurse when rasidents have

| tendency to refuse Refusal will be
, i documented by CN/HN on the

i Behavior/Intervention Monthly Flow Chart for
continuous monitoring.

If continuation shest 10a of 14



AMENDED POC

€ss intervantions for staf {o

(a5
=

updated to ad

SUMMARY STATEMENT DIFICIENCIES ' 1D PROVIVER'S PLAN OF CORRECTION ; (X3)

{EACH DEFICIENCY MUST BE PRECEDED BY FULL ; PREFIX EACH CORRECTIVE ACTION SCHOULD 8E CROSS- | COMPLET

REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG REFERENCED TQO THE APPROPRIATE DEFICIENCY) i N
| | ot

| 4174 Continuad From Page 102
* Rasidents who are refusing care will ba j 05 ?_;ffe

identified and care plan will be reviewsd / [ vo-to-1G-
o | On-going

-

i

i

|

i

|

|

i

|

]' follow whean activities of daily living care is _
i refussd by residents. IDT will continue fo
! revisw/update care plan for residenis refusing |
[ care. J
| HEAD NURSE (HN}, NURSING SUPERVISOR (SRNJ, l
{ CHARGE NURSE (CNj, AND DIRECTOR OF NURSING !
! (DON) WILL IMPLEMENT MEASURES TO ENSURE i
| THAT THIS PRACTICE DOES NOT RECUR, ‘
|

i

|

|

{

i

!

l

|

[

|

INCLUDING:

+ DON/SRN will attend Residznt Council Complstad

importance of care/treatment/intarvention, risk | 05-18-15 -
On-going

i i i
mesting to encourags residents to participats | 05-18-16
i in their care plan mestings and communicate |

! with care givers their prefarences and |

i concerns. '

! * HN/CN will encourage resident to atiend Care Start

! Plan mestings to share their preferences. [ 05-18-16 -
] interpraters will be usad if neaded. At the Care Il f-going
i Pian mestings, IDT will ask resident's family |

| for suggestions, preferences and past |’

! practices to dstermine ways to provide ths !

' care which may bs more accepiable for the f

:I residant.

*  HNwili ask CNAs to give inout regarding | Start

‘? ; issue/problems providing are to ! 05"*"3'1:7’ -
| residsnts prior to CP meatings. This | On-going
| ’ information will bs used by the IDT to review |

! ! and update resident's care plan to refiact |

! | resident’s needs and issues ralatad to refusal |

| of care. {

i ! *  CN/HN will monitor Residant Care Record & | Start

| ! Behavior / Intsrvention Monthly Fiow Chart for | 06-06-16 -
f refusal patterns, update care plan and . On-going
! complsis the MDS (E0800) Rejection of Care. |

! * CN/HN will explain to resident/family | stan

! 1

|

|

| and benefits and consequences for refusing /
i rejecting care.

DIRECTOR OF NURSING (DON), NURSING SUPERVISOR
(SRN), HEAD NURSE (HN), AND QUALITY ASSESSMENT
PERFORMANCE IMPROVEMENT COMMITTES (QAPY) WILL
MONITOR CORRECTIVE ACTIONS TO ENSURE THE
EFFECTIVENESS OF THESE ACTIONS, INCLUDING.

¢ SRN/HN will conduct monthly audits checking |
Behavior/intervention Monthly Fiow Chart,
Resident Cars Record. compieted Stop and
Watch forms for refusa!l of care and care plan
addresses this.

* Monthly audit by HN will be submitied to the
DON for revisw of any deficiencies. Findings
will be shared in the Nurse Managers and staff
meetings in order to improve this practice.
DON will repart to QAP] committee quarterly
for further discussion and appropriats
interventions.

Start
06-13-16 -
On-going

Start
06-17-16 -
On-going

if continuation sheet fdb of i4



1027 HALA DRI
HONOLULU, Hi

HZAD NURSE (FN}, CHARGE Nu, RSE (CN), RAI
COORD, DINATOR, A D INTERDISCYS LIA‘/AF"/ TE. ":‘/!(J—}
APLEMENT CORRE ECTIVE ACTIONS FOR RES
#1135 "/:F,-::CT:D BY THIS PRACTICE, ,‘.'CLU:';‘V”--

/ RAI mat with IDT and r2

vl\

HEAD NUR’S: (HV' CHARG‘- NJRS‘: (L,Nv RA/
COORDINATOR, AND INTERDIS CIDLuNAR‘/ TEAM (10T}
W/ILL ASSESS OTHE ER RESIDENTS HA VING THE
POTENTIAL TO B AFFECTED BY THIS PRACTICE,
INCLUDING:

Normalized R
monthly lab tas!
such és bwf

Jifice of Hzaitn
STATE FORM

7LTW11 If centnuation sheat

o




(X4 | SUMMARY STATEMENT . DIFICIENCIES i 10 | PROVIDER'S PLAN OF CORRECTION ] (X5)
| PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACHCORRECTIVE ACTION SCHOULD BE CROSS- | COMPLET
.~ TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG | REFERENCED TO THE APPROPRIATE DEFIC ENCY) | N
i ‘ ! DATE
;‘ ! ! ‘

| | ,‘ i

4174 ! | 4174 ' Continued From Pags 11

‘ ; HEAD NURSE (HN), NURSING SUPERVISOR (SRA), RAI
? j - COORDINATOR, INTERDISCIPLINARY TEAM (10T),
i i | DIRECTOR OF NURSING (DONj WILL IMPLEMENT
] i ! MEASURES TO ENSURE THAT THIS PRACTICE DOZS NOT
i | { RECUR, INCLUDING:
| | . * Davelop and raviss / vhen Start
i ‘ 05-1

resident is placed on and othar
imedica-.zcns, are plan will

inciy S8uec agent, diagnosis for uss of
the if with Cournadin INR
goaliranges and monthly i sids
effects to monitor

a Will ensure that care plans are reviawsad /
updated and complste with all required
information in addition to signs and symptoms

for in atv=ntions when residant '
are o edications, i
DIRECTOR O ING (DON), NURSING SUPERVISOR ;‘

(SRN), HEAD NURSES (HN), RAI COORDINATOR, AND

| QUALITY ASSESSMENT PERFORMANCE IMPROVEMENT

COMMITTEE (QAPIj V/ILL MONITOR CORRECTIVE
ACTIONS TO ENSURE THE EFFECTIVENESS OF THESE
ACTIONS, INCLUDING:

+  RAI/HN will incorporatz in their monthly QA
audits that care plans are comprehansive and
inciude anticoagulant, diurstics. and
insulin/diabstic medications, as indicatad,

*  SRN/DON will conduct Spot chacks of
Medication Administration Record and
Physician Order Shest for residants on
anticoagulanis, diuretics, insulin / diabetic
medications and ensure cara plan addresses
these medications. f

* RAI/HN monthly audits will be submitted to |
the DON for review of any deficiencies.

Findings of QA audit reviews will be reportsd

to the Nurse Managers meeting and quarierly |
P&T and QAPI commitiess for i
recommendations and improvement. i

Stert
05-16-16 —
On-going

Start
08-13-16 -
On-going

Start
06-16-18 —
On-going

tart
06-17-16 —
On-going

If continuaticn sheat 11a of 14
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11-94.1-53(2) Infaction

(2) Thzre shall be appropriat
brocedures writien and impl

brevention znd controf of infa
that shall be in comp!
laws of the St

relating to inf

M

[(]

This Statuiz s ot mst es evidanesg by
Basad on observations. interviaws, record and
policy ravisws the facilin

|

disease and infection for 2 o] residsnts in tha
Stags 2 census sample. (Residant #150 znd
#119)

Findings includs:

Jfiice of Health Care Assurance
STATE FORM

X

LODREZR pity

,,,,, P
NSTRUCTION

=SS CiTY 8T

1027 HALA DRIVE
HONOLULU, HI ¢5817

HEAD NURSE (M), NURSING Sypem VISORS (SaNj,
AILL IMPLEMENT CORRECTIVE Ac TIONS FOR
RESIDENTS R #160 AFFECTED By THIS PRACTICE,

INCLUDING:
*  HNraviswad ths Propsr procedirs for hang
i /ention of cross
ing madication
2dministration
HEAD NURSE (Hi), NURSING SUPERVISORS (SRN)
YWILL ASSESS OTHER RESIDEN TS HAVING THs
POTENTIAL TO BE AFFECTED 8Y THIS PRACTICE,
INCLUDING:
¢ HN/SRN will obssrve all Licensad N 388
(LN} on eac ES
they zdmi 1asis
0n hand hygien tion

EDUCATION COORDINATOR (ECj AND INFECTION

CONTROL COORDINATOR (ICC) WILL IMPLEMENT

MEASURES TO ENSURE THAT THIS PRACTICE DOES

NOT RECUR, INCLUDING

+ Cenducting in services on hand hygisne and

infection control practices for madication
administration: upon hire, at ths annua!
education fair, and justin time training

7LTW11

Completed
05-06-16

tart
05-08-16 -
On-going
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RESS CITY

(w]

1027 HALA DRIVE
HONOLULU, HI 9581

Continuad From Pags 12

DIRECTOR OF NURSING (DON}, NURSING

SUPERVISOR (SRN), HZ4D NURSE (HN}'S,

INFECTION CONTROL COORDINATOR {icC)
“MONITOR CORRECTIVE ACTIONS TO ENSURE THAT

Q
EFFECTIVENESS OF THESE ACTIONS, INCLUDING. DAL
. tng rendom hand hygisn ° -

READ NURSE (HN) WILL IMPLEMENT CORRECTIVE
ACTION V/ITH PCTE1 FOR R #1139 AFFECTED BY THIS
PRACTICE INCLUDING
¢ Reviswing ha
precautions procedurs that
10 wash hands and uss glovss
HEAD NURSE (HNj, NURSING SUPZR VISORS (SRN)
WILL ASSESS OTHER RESIDENTS HA VING THE
POTENTIAL TO BE AFFECTED BY THIS PRACTICE,
INCLUDING:
*  HN/SRN will raview hand nygienz and
I

standard pracautions policies and

Completed
05-08-16

procedures with all nursing staff, and
emphasize proper hang y ing and
gloving bafors tou {sxin Start
¢+ O liance with propar hand 05-09-18 -
f F during dir On-going
Office of Heath
STATE FORM 233 7LTW11 IFcontauation shest 13 of 14
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. Com ingin
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Ur”b’—S (4\ A‘IJ
ECTION CONTROL COO i.’) NATOR (/VC"/""

/‘,'3‘17'0? CORRECTIVE ACTIONS TO ENSURE
EFFECTIV: "—SSO Tn’:c"ﬁvlw IS, INCLUDING:
)
. 1

L ]
{
flicz of Hazith Cara Assurance
STATE FORM 2 7LTW 1
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