Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Lusitana CHAPTER 100.1
Address: | Inspection Date: September 9, 2016 Annual
1925 Lusitana Street, Honolulu, Hawaii 96813

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§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 1 ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

PCG no evidence of annual tuberculosis screening. Please
submit evidence of annual tuberculosis screening with your
plan of correction.

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

RULE # §11-100.1-9(b)

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. (b)(6)
During residence, records shall include: DID YOU CORRECT THE DEFICIENCY?

All recordings of temperature, pulse, respiration as ordered

%)

by a physician, APRN or as may appear to be needed. USE THIS SPACE TO TELL US HO%’ YOU
Physician or APRN shall be advised of any changes in CORRECTED THE DEFICIENCY
physical or mental status promptly;
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

X | RULE # §11-100.1-17(b)(6)

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

§11-100.1-88 Case management qualifications and services.
(©3)

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:

Review the care plan monthly, or sooner as appropriate;
FINDINGS

Resident #1 nursing care plan not updated/reviewed by case
manager since February 2016.

DID YOU CORRECT THE DEFICIENCY?

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

PL AN OF CORRECTION Completion
Date
] | RULE # §11-100.1-88(c)(3)
FUTURE PLAN
USE THIS SPACE TO EXPLAIN YOUR FUTURE q/
PLAN: WHAT WILL YOU DO TO ENSURE THAT | ?/ / &

IT DOESN’T HAPPEN AGAIN?
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