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:
1439 Middle Street, Honolulu, Hawaii 96819

Inspection Date: April 26, 2024 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF C

ORRECTION, IF IT IS NOT, YOUR PLAN OF

CORRECTION WILL BE RETURNED TQ YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN
3(e)(2). IF IT IS NOT RECEIVED WITHIN TEN (10) WORKING DAY

TEN (10) WORKING DAYS PER HAR 11-100.1-
§, YOUR STATEMENT OF DEFICIENCIES WILL

BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER T

HE PLAN OF CORRECTION COULD RESULT IN

REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3).

08/16/16, Rev 09/09/16, 03/06/1 8, 04/16/18, 12/26/23




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

D<] | §11-100.1-15 Medications. (a) PART 1
All medicines prescribed by physicians and dispensed by
pharmacists shall be deemed properly labeled so long as no

changes to the ave been made e licensee, 3 ]
prial:llsry ct::re gil\?:: :):1 an)e/ ;RCH?]'depz;};d lARCSH staff, CorreCtlng the defiCIen cy
and pills/medications are not removed from the original aft er_th e_fa Ct i S No t

labeled container, other than for administration of

medications. The storage shall be in a staff controlled work pra cti ¢ al/approp riate. F or

cabinet-counter apart from either resident's bathrooms or

pedioms. this deficiency, only a future
FINDINGS . .
1. One bottle of Refresh Eye drops with no label plan 18 l'eqllll‘ed.

found on bedside table in Bedroom #2.
2. One Albuterol label for Resident #1 found
unsecured in closet of Bedroom #3.

Primary caregiver (PCG) removed and secured the
medications during the time of inspection.




RULES (CRITERIJA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (a) PART 2
All medicines prescribed by physicians and dispensed by 04/26/24
pharmacists shall be deemed properly labeled so long as no FUTURE PLAN

changes to the label have been made by the licensee,
primary care giver or any ARCH/Expanded ARCH staff,
and pills/medications are not removed from the original
labeled container, other than for administration of
medications. The storage shall be in a staff controlled work
cabinet-counter apart from either resident's bathrooms or
bedrooms.

FINDINGS
1. One bottle of Refresh Eye drops with no label
found on bedside table in Bedroom #2.
7 One Albuterol label for Resident #1 found
unsecured in closet of Bedroom #3.

PCG removed and secured the medications during the time
of inspection.

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

Complete inventory of all belengings upon admission.
Any meds shall be properly labeled and safely stored in
the locked medication cabinet.

Family were also told not to leave any medications at
bedside.

| also typewritten above and added to my reminder
binder so as to not commit the same mistake again.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

D} | §11-160.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made availabie as ordered

by a physician or APRN. Correcting the deficiency
FINDINGS after-the-fact is not

Resident #1- Physician ordered on 3/5/24 for “Cerave anti-

itch lotion to face/chest/body after every bath. Apply lotion p ra Cti ca l/ app r Op ri at e. F or

first, then topical prescription”; however, no documented
idence that th dication de availabl th . .

f:;df:atiotll atdm?nlir;:r;tiotl rec‘;?; m). eonte thlS d@ﬁClency, Ollly a flltlll'e

plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins, 04/26/24
minerals, and formulas, shall be made available as ordered FUTURE PLAN

by a physician or APRN.

FINDINGS

Resident #1- Physician ordered on 3/5/24 for “Cerave anti-
itch lotion to face/chest/body after every bath. Apply lotion
first, then topical prescription”; however, no documented
evidence that the medication was made available on the
MAR.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
Typewritten reminder to transcribe all physicians orders
into the MAR was added to my reminder binder,
| will write on my To Do List if time constraints.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1

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 oceurs;

FINDINGS

Resident #1- No documentation of effectiveness in the June
2023 progress notes for “Sennosides/Docusate Sodium PRN
for constipation” given on 6/ 1, 6/2, 6/4, 6/6, 6/8, 6/10, 6/12,
6/14, 6/16, 6/18, 6/20, 6/22, 6/24, 6/26, 6/28, and 6/30.

Correcting the deficiency
after-the-fact is not
practical/appropriate. For

this deficiency, only a future

plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. {b)(3) PART 2
During residence, records shall include: 04/26/24
FUTURE PLAN

Progress notes that shall be writtcnon 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

Resident #1- No documentation of effectiveness in the June
2023 progress notes for “Sennosides/Docusate Sodium PRN
for constipation” given on 6/1, 6/2, 6/4, 6/6, 6/8, 6/10, 6/12,
6/14, 6/16, 6/18, 6/20, 6/22, 6/24, 6/26, 6/28, and 6/30.

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

Reminder typewritten as Document resident’s response
to medication given immediately when any incident

occurs.
Also leave space on the MAR for that day for E for
effective and IE for ineffective.




The conditions under which the primary care giver agrees to
be responsible for the resident's funds or property shall be
cxplained to the resident and the resident’s family, legal
guardian, surrogate or representative and documented in the
resident's file, All single transfers with a value in excess of
one hundred dollars shall be supported by an agreement
signed by the primary care giver and the resident and the

resident’s family, legal guardian, surrogate or representative,

FINDINGS
Resident #1- No documented evidence of a financial
statement in the resident’s file,

Please provide a copy of the financial statement with
your plan of correction.

DID YOU CORRECT THE DEFICIENCY?
———=INAL1 18K DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Financial statement completed and signed by resident
and placed in her binder.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
Xl | §11-100.1-19 Resident accounts, (a) PART 1 04/26/24




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (a) PART 2
The conditions under which the primary care giver agrees to 04/26/24
be responsible for the resident's funds or property shall be FUTURE PLAN

explained to the resident and the resident’s family, legal
guardian, surrogate or representative and documented in the
resident's file. All single transfers with a value in excess of
one hundred dollars shall be supported by an agreement
signed by the primary care giver and the resident and the
resident’s family, legal guardian, surrogate or
representative.

FINDINGS
Resident #1- No documented evidence of a financial
statement in the resident’s file.

Please provide a copy of the financial statement with
your plan of correction,

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

IT DOESN’T HAPPEN AGAIN?
Reminder typewritten To always go through the

admission checklist and added to my reminder binder.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care givers' rights and PART 1 04/26/24

responsibiljties. (a)(1)

Residents’ rights and responsibilities:

Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be
established and a copy shail be provided to the resident and
the resident’s family, legal guardian, surtogate, sponsoring
agency or representative payee, and to the public upon
request. The Type I ARCH policies and procedures shall
provide that each individual admitted shall:

FINDINGS
Resident #2- Written policies not updated since 11/5/22.
Last admission was 12/11/23.

Please provide a copy of the updated signed written
policies with your plan of correction,

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
Resident’s husband was asked to sign an amended

consent which he did.




st — i A —————— L
RULES (CRITERIA) PLAN OF CORRECTION Completion
§11-100.1-21 Resid d pri d Date
-100.1- esidents' and primary care givers' rights an PART 2
responsibilities. (a)(1) o 04/26/24
Residents' rights and responsibilities: FUTURE PLAN

Written policies regarding the rights and responsibilities of
residents during the stay in the Type ] ARCH shall be
established and a copy shall be provided to the resident and
the resident’s family, legal guardian, surrogate, sponsoring
agency or representative payee, and to the public upon
request. The Type ]l ARCH policies and procedures shall
provide that each individual admitted shall:

FINDINGS
Resident #2- Written policies not updated since 11/5/22.
Last admission was 12/11/23.

Please provide a copy of the updated signed written
policies with your plan of correction.

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

IT DOESN’T HAPPEN AGAIN?

Againa typewritten reminder to always review,
amend signed consent with every readmission and
place it in my binder with my other reminders.

11



Editha Magsanide

Licensee’s/Administrator’s Signature:

Print Name: Editha Magsanide

Date: May 7,2024




