Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Magsanide’s Care Home, L.L.C. CHAPTER 100.1
Address: Inspection Date: April 12,2023 Annual
1439 Middle Street, Honolulu, Hawaii 96819

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 (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Persennel, staffing and family requirements.
(b)

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

FINDINGS
Substitute Caregiver (SCG} #1 — Initial and annual
tuberculosis clearances unavailable for review.

PART 1

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
@ §11-100.1-9 Personnel, staffing and family requirements. PART 2
(b
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type | ARCH shall have documented
evidence of an initial and annua! tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE ™7 - 28

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute Caregiver (SCG) #1 - Initial and annual IT DOESN'T HAPPEN AGAIN?

tuberculosis clearances unavailabie for review.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(eX3)
The substitute care giver who provides coverage for a period
less than four hours shall: DID YOU CORRECT Tlég DEFICIENCY?
Be currently certified in first aid; USE THIS SPACE TO‘?ELL US HOW YOU H: P(a i %3

FINDINGS
SCG #1 - Valid first aid certification unavailable for review

CORRECTED THE DEFICIENCY
S &Gt — s 0o \Oﬁtﬁer—

Q,MI%KO\JQJ :




RULES (CRITERIA} PLAN OF CORRECTION Colr;)pl:tion
e

BJ | 513-100.19 Personnel saffing and family requirements. PART 2
(e)3}
The substitute care giver who provides coverage for a period FUTURE PI AN
Yess than four hours shall:

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT |- [I'23
EINDINGS IT DOESN'T HAPPEN AGAIN?

SCG #1 - Vahd first aid certification unavailable for review
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-14 Food sanitation. (a) PART 1
All food shall be procured, stored, prepared and served
under sanitary conditions. DID YOU CORRECT THE DEFICIENCY?
FINDINGS
Two (2) boxes of Ensure Nutrition Shake store on the floor USE THIS SPACE TO TELL USHOW YOU
in bedroom closet. CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
D<I | §11-100.1-14 Food sapitation. (a) PART 2
All food shall be procured, stored, prepared and served
under sanitary conditions. FUTURE PLAN
FINDINGS
USE THIS SPACE TO EXPLAIN YOUR FUTURE - tl- N3

Two (2) boxes of Ensure Nutrition Shake store on the floor
in bedroom closet.

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-14 Food sanitation. (f)

Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other peisons, shall be properly
labeled and securely stored apart from any food supplies.

FINDINGS

Cleaning agents (e.g. Comet powder cleaner and Lysol
disinfecting spray) stored unsecured in bathroom cabinet
under sink

PART 1

DID YOU CORRECT THE DEFICIENCY?

£S
USE THIS SPACE TO TEIL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-14 Food sanitation. {f} PART 2
Toxic chemicals and cleaning agents, such as insecticides,
fertilizers, bleaches and all other poisons, shall be properly
labeled and securely stored apart from any food supplies. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Cleaning agents (e.g. Comet powder cleaner and Lysol PLAN: WHAT WILL YOU DO TO ENSURE THAT
disinfecting spray) stored unsecured in bathroom cabinet IT DOESN’T HAPPEN AGAIN?
under sink
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RULES (CRITERIA)

§11-100.§-15 Medications. (a)

All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no
changes to the labe! have been made by the licenses,
primary care giver or any ARCH/Expanded ARCH salff,
and pills/medications are not removed from the original
labeled container, other than for administration of
medications. The storage shall be in a staff controlied work
cabinet-counter apart from either resident's bathrooms or
bedrooms.

EINDINGS

Resident #1 - Physician’s order dated 4/6/23 states, “change
Lexapro 1o 10mg PO daily for restlessness”; however,
medication iabel states, “Escitalopram Smg tablet. Give |
tablet by mouth one time a day for resthessness”. Medication
label does not reflect physician®s order.

PLAN OF CORRECTION Completion
Date
PART 1
DID YOU CO THE D IENCY?
USE THIS SPACE TO TELL US HOW YOU T-1-4 '3

CORRECTED THE DEFICIENCY
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FLAXN OF CORRECTION
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

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

FINDINGS

Resident #1 — No documented evidence the following
conflicting medication orders dated 3/29/23 were clarified
with physician;

*  Acetaminophen 500mg tablet — Give 1,000mg by
mouth three times a day for back pain do not
exceed 3 grams/day

s  Acetaminophen 325mg tablet — Give 2 tabs every 4
hours as needed for pain/temp >100°F, Max 3 gms
Tylenol/day”

PART 1

PID YOU CORRECT THE DEFICIENCY?
2L
USE THIS SPACE TO TELL-US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION Completion

Date
§11-100.1-15 Medications. (&) PART 2
All medications and supplemnents, such as vitamins,
minerals, and formulas, shal] be made available as ordered FUTURE PLAN

by a physician or APRN.

Resident #| - No documented evidence the foliowing
conflicting medication orders dated 3/29/23 were clarified
with physician:

s Acetsminophen 500mg 1ablet - Give 1,000mg by
meouth three times s day for back pain do not
exceed 3 grams/day

«  Acetaminophen 125mg tablet - Give 2 tabs every 4
hours as needed for pain/temp >100°F, Max 3 gms
Tylenol/day”

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT uE n -:5}

IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(7) PART 1
During residence, records shall include:
Recording of resident's weight at least once a month, and
more often when requested by a physician, APRN or
responsible agency; L( - r 8 -

FINDINGS
Resident #2 — No documented evidence of monthly body

weight measurements obtained from 4/2022-4/2023, except
for £/2023.

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA) - PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b}(7) PART 2
During residence, records shall include:
FUTURE PLAN K- 23

Recording of resident's weight at least once a month, and
more often when requested by a physician, APRN or
responsible agency;

FINDINGS

Resident #2 — No documented evidence of monthly body
weight measurements obtained from 4/2022-4/2023, except
for 1/2023.

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