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: July 26, 2024 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.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IFIT 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
§11-100.1-15 Medications. (m) PART 1

All medications and supplements, such as vitamins,
minerals, and formulas, when taken by the resident. shall
be recorded on the resident's medication record, with date,
time, name of drug, and dosage initialed by the care giver.

FINDINGS

Resident #1 — December 2023 progress notes indicate that
Calmoseptine cream was administered for lower back
rashes, but the time the cream was administered and the
caregiver's initial are not recorded on the medication
..dministrq‘tion roeorg (M, &)

Correcting the deficiency
aiter-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (m) PART 2
All medications and supplements, such as vitamins, 07/27/2024
mincrals, and formulas, when taken by the resident, shall be FUTURE PLAN

recorded on the resident's medication record, with date,
time, name of drug, and dosage initialed by the care giver.

FINDINGS _
Resident #1 — December 2023 progress notes indicate that
Calmoseptine cream was administered for lower back
rashes. but the time the cream was administered and the
careginur's initiai are no:gecordad on the medicaiion
administration record (MAR).

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

I will make a reminder note to sign/document MAR

'(medication admin:stration record), stick it on

resident's binder. Also, | will ask my substitute
caregivers to double check the MAR daily to make sure
that all medication given are documented.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
(e)2) 07/27/2024

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:

Develop an interim care plan for the expanded ARCH
resident within forty eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a comprehensive
wssessment of ihz expand. . ARCH resident’s u :ds wind
shall address the medical, nursing, social, mental,
behavioral, recreational, dental, emergency care, nutritional.
spiritual, rehabilitative needs of the resident and any other
specific need of the resident. This plan shall identify all
services to be provided to the expanded ARCH resident and
shail include, but not be limited to, treatment and medication
orders of the expanded ARCH resident’s physician or
APRN, measurable goals and outcomes for the expanded
ARCH resident; specific procedures for intervention or
services required to meet the expanded ARCH resident’s
needs; and the names of persons required to perform
interventions or services required by the expanded ARCH
resident;

FINDINGS

Resident #1—The care plan intervention (6/24/24 last
review) for incontinence, which indicated checking the
resident’s pad as needed, is unacceptable as it is not
measurable and specific enough to meet the resident’s
needs.

Submit documentation of the revised care plan with your
plan of correction.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

RN case manager updated resident's care plan on
07/27/2024 to include the frequency of incontinent
pads ~heck, made it meai'rable.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
(c)(2) 8/09/2024
Case management services for each expanded ARCH FUTURE PLAN

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:

Develop an interim care plan for the expanded ARCH
resident within forty eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a
eo.prehensive assesse. ol he expanded ARCH
resident’s needs and shall address the medical, nursing,
social, mental, behavioral, recreational, dental, emergency
care, nutritional, spiritual, rehabilitative needs of the
resident and any other specific need of the resident, This
plan shall identify all services to be provided to the
expanded ARCH resident and shall inciude, but not be
limited to, treatment and medication orders of the expanded
ARCH resident’s physician or APRN, measurable goals and
outcomes for the expanded ARCH resident; specific
procedures for intervention or services required to meet the
expanded ARCH resident’s needs; and the names of persons
required to perform interventions or services required by the
expanded ARCH resident;

FINDINGS

Resident #1-—The care plan intervention (6/24/24 last
review) for incontinence, which indicated checking the
resident’s pad as needed, is unacceptable as it is not
measurable and specific enough to meet the resident’s
needs.

Submit documentation of the revised care plan 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?

| will make a reminder note for the RN CM to include
the freouency of incontinent pads check
measurabie; and to discuss the care plan with the
caregivers when the care plan is done. | will stick/put
the reminder note in the resident's binder (care ptan

section).
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