Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Hokulaki Senior Living, L.L.C.

CHAPTER 100.1

Address: 45-217A William Henry Road, Kaneohe, Hawaii 96744

Inspection Date: October 3, 2024 Annual

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.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULT IN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(¢)(3).

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-10 Admission policies. (a)

Type I ARCHs shall admit residents requiring care as
stated in section 11-100.1-2. The level of care needed by
the resident shall be determined and documented by that
resident’s physician or APRN prior to admission.
Information as to each resident’s level of care shall be
obtained prior to a resident’s admission to a Type I ARCH
and shall be made available for review by the department,
the resident, the resident’s legal guardian, the resident’s
responsible placement agency, and others authorized by the
resident to review it.

FINDINGS
Resident #2 — No level of care assessment by MD prior to
admission on 12/20/23. Level of care completed 2/5/24.

PART 1

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
§11-100.1-10 Admission policies. (a) PART 2
Type I ARCHs shall admit residents requiring care as stated
in section 11-100.1-2. The level of care needed by the
resident shall be determined and documented by that FUTURE PLAN
resident’s physician or APRN prior to admission.
Information as to each resident’s level of care shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
obtained prior to a resident’s admission to a Type I ARCH PLAN: WHAT WILL YOU DO TO ENSURE THAT
and shall be made available for review by the department, IT DOESN’T HAPPEN AGAIN?
the resident, the resident’s legal guardian, the resident’s
responsible placement agency, and others authorized by the | 1 Had an inservice with staff of deficiency. Staffs were reminded and
resident to review it. retrained to follow Hokulaki Senior Living, LLC (HSL) Protocol for
Admitting or Readmitting new or former returning residents to the
FINDINGS facility, especially with regards to the Level of Care being completed
Resident #2 — No level of care assessment by MD prior to acl y » €SP y & . g. P
admission on 12/20/23. Level of care completed 2/5/24.+ and S'f,””?d by PCP/PA/APRN .before admlss!orT, as sta'te'zd |’n #2 of page
1. HSL’s ‘General and Operational and Admission Policies’ was
reviewed and discussed. (Copy attached)
2.HSL’s ‘Admission Checklist’ was also reviewed and discussed. PCG
and staff agreed that HSL Home will not accept residents without the
“Level of Care” form completed and signed first by PCP/PA/APRN
before admission to care home as they are being discharged from
hospital or facilities especially for residents being admitted from their
own residences. (Resident was being admitted from home, and in 10/08/2024

between PMDs as former PMD retired and was waiting for the first
appointment with the new PMD when admitted.) Copy attached.
3.To prevent another omission or oversight in the future, the
admitting PCG will make sure that all paperwork will be thoroughly
checked for its presence and completeness.

4.RN will recheck all paperwork of new and readmit residents
thoroughly for completeness and no missing important data after
admission and during monthly review and charting.

Date of Completion: October 8, 2024




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b) PART 1
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator DID YOU CORRECT THE DEFICIENCY?
shall be properly labeled and kept in a separate locked
container. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Bedroom #4 — Unlabeled Aleve bottle stored in bedside
drawer unsecured
11-100.1-15 Medications. (b)
The deficiency was corrected. The unlabeled Aleve
bottle found by DOH Consultant from the bedside
drawer in bedroom #4 was taken by the staff to secure.
The family brought said pain medication to resident’s
room and placed bottle in the bedside drawer without
the knowledge of HSL PCG or Staff. Resident who was in
Rehab due to BKA was not prescribed the Aleve® pain
medication found in the drawer by her PCP. Family
10/03/2024

member informed PCG that she thought “Resident
could use the pain medication when she would be
discharged back to the carehome after her “Below the
Knee Amputation” rehabilitation.

The Aleve (Naproxen Sodium) pain reliever medication
bottle was secured in a locked cabinet as soon as it was
found and given back to the resident’s daughter on
10-13-24.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b) PART 2
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator FUTURE PLAN
shall be properly labeled and kept in a separate locked
container. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS _ _ IT DOESN’T HAPPEN AGAIN?
Bedroom #4 — Unlabeled Aleve bottle stored in bedside
drawer unsecured
1.Staff education and re-training to make sure that
there should be a doctor’s order for all medications
being taken or used by the resident.
Also trained staff that all medications should be
secured in a locked cabinet. No medications should be
in the resident’s medicine bin without a doctor’s order.
2.Asign was made and placed in every resident room to
remind staff, residents, and families that there should
not be any medications of any kind or form, or sharps in
the bedrooms or common areas.
10/03/2024

3.Informed families that they should not be bringing
medications to the care home. If bringing items to the
care home such as medications to their loved ones,
family members should give what they are bringing to
the staff first to be checked for the safety of the
resident.

4.Random / Periodic checks will be done by PCG or care
manager to check for medications in the resident’s
bedroom or common area.




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 available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — Risperidone and Dulcolax suppository were
discontinued by physician on 3/13/24; however, per
medication administration record (MAR), medication
continued to be made available until 4/1/24

PART 1

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
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lnlnerals, ggd formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Risperidone and Dulcolax suppository were PLAN: WHAT WILL YOU DO TO ENSURE THAT
discontinued by physician on 3/13/24; however, per IT DOESN’T HAPPEN AGAIN?
medication administration record (MAR), medication
continued to be made available until 4/1/24
1.Had an inservice with PCG and Staff about the deficiency. The Physician’s Order
Form (POF) dated 3/18/24 and the March, 2024 Medication Administration Record
(MAR) were reviewed and compared. The discontinuance of the medications
Risperidone and Dulcolax Suppository were both on 3/18/24 and both medications
were made available until that date. Discussion of how we can indicate to the PCG
and staff, Consultants reviewing the chart that a medication has been discontinued
other than our present practice of ‘yellowing’ through the entire medication, date,
times, and the instruction on how the medicine is given on the MAR was made.
Informed PCG and staff that DOH Consultant suggested that a line will be drawn
across the dates that such medication will not be given anymore from the date that
the medication was discontinued to the end of the month. After the discussion, PCG
and staff concurred that the drawing of the line across to indicate discontinuance of
medication will be done in addition to ‘yellowing’ the entire medication, date, time
and instruction as a second defense to prevent making further mistakes.
2.PCG or the Substitute Caregiver on duty will check the resident’s chart of any
resident coming back to the carehome from a doctor’s visit for any new physician’s 10/06/2024

orders especially on discontinued or new ordered medications. Discontinued
medications will be noted on the current month MAR, drawing a line and indicating
that it was discontinued and the date that the medication was discontinued written
on the same line.

3.The discontinued medication bottle will be removed from the resident’s
medication bin as soon as the discontinued medication is noted on the Physician’s
Order Form in the resident’s medical record.

4.Report any discrepancy to RN.




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 available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — Lactulose and Ipratropium-Albuterol
Inhalation Solution were discontinued by physician on
9/4/24; however, per MAR, medication continued to be
made available until 10/1/24

PART 1

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
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lnlnerals, ggd formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Lactulose and Ipratropium-Albuterol PLAN: WHAT WILL YOU DO TO ENSURE THAT
Inhalation Solution were discontinued by physician on IT DOESN’T HAPPEN AGAIN?
9/4/24; however, per MAR, medication continued to be
made available until 10/1/24
1.Had an inservice with PCG and Staff about the deficiency. The Physician’s Order
Form (POF) dated 9/4/24 and the September, 2024 Medication Administration
Record (MAR) were reviewed and compared. The medications, Lactulose and
Ipratropium-Albuterol Inhalation Solution were both discontinued on 9/4/24 and
both medications were made available until said date. Discussion of how we can
indicate to the PCG and staff, Consultants reviewing the chart that a medication has
been discontinued was made. Reviewed present practice of ‘yellowing’ through the
entire medication, date, times, and the instruction on how the medicine is given on
the MAR to indicate that the medication has been discontinued. Informed PCG and
staff that DOH Consultant suggested that a line will be drawn across the dates that
such medication will not be given anymore from the date that the medication was
discontinued to the end of the month. After the discussion, PCG and staff concurred
that the drawing of the line across to indicate discontinuance of medication will be
done in addition to ‘yellowing’ the entire medication, date, time, and instruction as
a second defense to preventing making further mistakes. 10/06/2024

2.PCG or the Substitute Caregiver on duty will check the resident’s chart of any
resident coming back to the carehome from a doctor’s visit for any new physician’s
orders especially on discontinued or new ordered medications. Discontinued
medications will be noted on the current month MAR, drawing a line and indicating
that it was discontinued and the date that the medication was discontinued written
on the same line. Fax machine will also be checked daily for any faxed PCP/APRN
new or discontinued medication orders.

3.Will continue current practice of the discontinued medication bottle be removed
from the resident’s medication bin as soon as the discontinued medication is noted
on the Physician’s Order Form found in the resident’s medical record.

4.Report any discrepancy to RN.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
b C DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 — Physician’s order dated 12/11/23 and renewed CORRECTED THE DEFICIENCY
every 3 months until current day (10/3/24) states,
“Metoprolol Succinate ER (25mg tabs) 1 tablet po daily for
HTN. *Hold for SBP<110, HR <55”’; however, per MAR,
medication is being administered twice daily from 12/1/23-
present day (10/3/24)
11-100.1-15 Medications. (e)
The deficiency was corrected. The Physician’s Order
dated 12/11/23 and the consecutive physician’s orders
up to the present were reviewed and found the mistake
transcribing the medication, Metoprolol Succinate ER
to the MAR. The transition from BID to QD was not
transcribed correctly/accurately to the MAR, though the
medication, Metoprolol Succinate ER was given only
10/03/2024

once a day in the morning as ordered. The MAR was
corrected immediately to reflect the change from BID to

QD.

10




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
Lnlnerals, gr}d formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Physician’s order dated 12/11/23 and renewed | PLAN: WHAT WILL YOU DO TO ENSURE THAT
every 3 months until current day (10/3/24) states, IT DOESN’T HAPPEN AGAIN?
“Metoprolol Succinate ER (25mg tabs) 1 tablet po daily for
HTN. *Hold for SBP<110, HR <55”’; however, per MAR,
medication is being administered twice daily from 12/1/23- 1.Had an inservice with PCG and Staff. Discussed deficiency with emphasis
present day (10/3/24) on PCP’s medication order must always match the Medication
Administration Record (MAR), and the label on the medication bottle. The
new or renewed medication order especially if PCP/APRN/PA made changes
on the med list shall be transcribed to MAR as soon as possible especially if
medication bottle is already on hand. PCG or substitute caregiver will
transcribe the medication on the MAR, noting changes if any; another staff
will review MAR after transcribing, making sure that the physician’s med.
order matches the MAR, and the label on the medication container.
This process will be followed and a must before and when pouring
medications to hopefully catch the mistake.
2.PCG or the Substitute caregiver will check the resident’s medical chart of
any resident coming back to the carehome from a doctor’s visit for any new
or discontinued medication orders. Any changes on the medication order 10/03/2024

written by the PCP will be transcribed to the MAR immediately, noting that
the physician medication order, the labeled medication bottle and what is
transcribed on the MAR are all the same.

3.RN or PCG will check all residents’ MAR before the 1st of every month
against the last physician’s medication list to monitor for mistakes in
transcribing medications to the MAR and make corrections/revisions as
needed.

4. PCG or Substitute caregiver will randomly check the resident’s Medical
Record for the last written medication order by PMD/APRN against the
medication label and MAR at the end of every month and every 3 months to
check for the completeness, accuracy, and presence of may be missed
medication orders.

5.Report any discrepancy to RN.
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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 available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — Physician’s order dated 9/4/24 states,
“Metoprolol Succinate ER (25mg tabs) 1 tablet po daily for
HTN. *Hold for SBP<110, HR <55”; however, between
9/24/24-9/30/24, medication was administered twice daily
yet vitals log shows blood pressure was only obtained once
daily and hold parameters were not assessed before
administering second dose.

PART 1

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

12




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
Lnlnerals, gr}d formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 — Physician’s order dated 9/4/24 states, PLAN: WHAT WILL YOU DO TO ENSURE THAT
“Metoprolol Succinate ER (25mg tabs) 1 tablet po daily for IT DOESN’T HAPPEN AGAIN?
HTN. *Hold for SBP<110, HR <55”; however, between
9/24/24-9/30/24, medication was administered twice daily
yeF vitals log shows blood pressure was only obtained once 1.Had an inservice with PCG and Staff. Discussed deficiency with emphasis
daﬂ}{ a.nd h.OId parameters were not assessed before on PCP’s medication order must always match the Medication
administering second dose. Administration Record (MAR), and the label on the medication bottle. The
new or renewed medication order especially if PCP/APRN/PA made changes
on the med list shall be transcribed to MAR as soon as possible especially if
medication bottle is already on hand. PCG or substitute caregiver will
transcribe the medication on the MAR, noting changes if any, another staff
will review after transcribing, making sure that the physician’s order
matches the MAR, and the label on the medication container.
This process will be a must especially before and when pouring medications
to hopefully catch the mistake.
2.PCG or the Substitute caregiver will check the resident’s medical chart of
any resident coming back to the carehome from a doctor’s visit for any new
or discontinued medication orders. Any changes on the medication order 10/03/2024

written by the PCP will be transcribed to the MAR immediately, noting that
the physician medication order, the labeled medication bottle and what is
transcribed on the MAR are all the same.

3.RN or PCG will check all residents’ MAR before the 1st of every month
against the last physician’s medication list ordered to monitor for mistakes
in transcribing medications to the MAR and make corrections/revisions as
needed.

4. PCG or Substitute caregiver will randomly check the resident’s Medical
Record for the last written medication order by PMD/APRN against the
medication label and MAR at the end of every month and every 3 months to
check for the completeness, accuracy, and presence of may be missed
medication orders and initialing the MAR.

5.Report any discrepancy to RN.

13




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 available as ordered
by a physician or APRN.

FINDINGS

Resident #2 — 12/2023, 1/2024, and 2/2024 MAR observed
with the following medications administered but no orders
from physician to administer:

Vitamin B12, 500mg

Carvedilol 3.125mg

Vitamin D3 2000 IU

Levothyroxine 50mcg

Losartan 50mg

PART 1

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

14




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #2 — 12/2023, 1/2024, and 2/2024 MAR observed PLAN: WHAT WILL YOU DO TO ENSURE THAT
with the following medications administered but no orders IT DOESN’T HAPPEN AGAIN?
from physician to administer:
e Vitamin B12, 500mg
* Carvedilol 3.125mg 1.Had an inservice regarding the deficiency. The ‘Admission Checklist’
e Vitamin D3 2000 IU and the ‘Medication Administration Policy and Procedure’ were
* Levothyroxine S0mcg copied and distributed to every staff to read and review, familiarizing
* Losartan 50mg themselves to both the admission checklist and the medication
administration policy and procedure. The policy was discussed
extensively emphasizing the importance of all ordered medications
for the new or readmit resident, most especially the initial
medications list which is a must to be signed by the PCP or PA/APRN
before admission and making them available to the resident. Any
verbal, telephone and clarification orders should also be signed as
soon as possible.
2.The RN or PCG will review all admission paperwork that
accompanied the resident on admission; cross-checked against the 10/08/2024

Admission Checklist for the presence and completeness of the
required paperwork to include but not limited to the signed
medication list, Allergies, TB Clearance, etc.

3.0nce admission medication list is verified that it has been signed by
PMD/PA/APRN, all medications in the med list will be cross-checked
with the label of the medication bottles brought to the carehome by
the resident, then all admission medications will be transcribed to the
MAR of the new resident.

4.Report any discrepancy to RN.
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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 available as ordered
by a physician or APRN.

FINDINGS

Resident #2 — Physician’s order dated 4/11/24 to discontinue
“Clomepramine 50mg tablets”; however, original
administration order for Clomipramine was unavailable.
Unable to assess what Clomipramine order was
discontinued. 1/2024 MAR shows medication administration
started on 1/24/24.

PART 1

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
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lnlnerals, gr}d formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #2 — Physician’s order dated 4/11/24 to discontinue | PLLAN: WHAT WILL YOU DO TO ENSURE THAT
“Clomepramine 50mg tablets”; however, original IT DOESN’T HAPPEN AGAIN?
administration order for Clomipramine was unavailable.
Unable to assess what Clomipramine order was
discontinued. 1/2024 MAR shows medication administration 1.Had an inservice regarding the deficiency. PCG or Substitute caregiver
started on 1/24/24. bringing the resident for a follow-up doctor’s visit when medication list is
being reviewed and renewed by the PCP, the caregiver who is with the
resident should check and make sure that first, the med list is signed,
secondly that all medications discussed, be it starting a new medication or
medications being restarted should be written down as an order by the PCP
and signed.
PCG or substitute caregiver should verify if the medication that is being
discontinued by the PCP is on the med list. Also, to check the Physician’s
Order Form (POF) after the PCP review and sign the medication list for any
discrepancy or omission of meds needing to be taken by the resident before
leaving the office to clarify any discrepancies and to prevent unnecessary
telephone orders for clarification.
2.PCG or substitute caregiver will check the resident’s medication list in 10/08/2024

his/her medical chart of any resident coming back to the carehome from a
doctor’s visit for any changes on the medication order written by the PCP.
New medications orders will be noted and transcribed to the MAR
immediately; discontinued meds will be removed from the MAR, noting that
the physician medication order, the labeled medication bottle and what is
transcribed on the MAR are all the same. Any verbal, telephone and
clarification orders should also be signed as soon as possible.

3.The PCG or designated substitute will be checking the resident’s current
medication list and should have an idea why a medication is being
discontinued and possibly how long the resident was on that particular
medication. In this case, the the medication Clomipramine was not effective
in controlling resident’s severe anxiety and

4.Report any discrepancy to RN.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
b . DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #2 — 9/2024 MAR shows “docusate sodium 50mg” CORRECTED THE DEFICIENCY
was not administered from 9/6/24-9/30/24. No discontinued
order observed.
If medicati di inued, submi f ord ith ..
plgeogcﬁf;gji iscontinued, submit copy of orcer wi The deficiency was corrected.
The medication list dated 9/6/24 that resident’s PMD
reviewed and signed at the time of doctor’s visit which
PMD ordered the Stool Softener Stimulant Plus after
discussion with resident, son and PCG to be
discontinued due to resident having loose stools often
was forgotten by PMD to discontinue said medication.
PCG brought medication list back to PMD to
discontinue Stool Softener Stimulant Plus. PMD wrote
“D/C” beside Stool Softener order and initialed it. 12/16/2024

Promethazine DM was also discontinued at this time.
Physician’s Order Form dated 9/6/24 was placed back in
the chart after PMD initialed discontinuance of Stool
Softener.

18




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #2 — 9/2024 MAR shows “docusate sodium 50mg” | PLAN: WHAT WILL YOU DO TO ENSURE THAT
was not administered from 9/6/24-9/30/24. No discontinued IT DOESN’T HAPPEN AGAIN?
order observed.
If medication was discontinued, submit copy of order with 1.Discussion done with PCG and staff with emphasis on the necessity of
plan of correction. checking the MAR against the latest signed medication list to check for any
changes like orders of discontinuance or if new orders have been written
and noted. Caregivers should prioritize this as of high importance to do even
at the beginning of every shift to prevent making mistakes or missing an
order for discontinuance that the PMD forgot to write on the Physician’s
Order Form when discussing and reviewing the resident’s medications on
the last visit, as was in this case.
2.PCG/substitute caregiver will check the resident’s MAR at the beginning of
the shift regarding medications and treatments to be given during the shift,
paying particular attention to any changes, new orders, or discontinued
orders. Also discussed extensively is the importance of change of shift
report as is very crucial and essential to ensure continuity of resident care
by transferring vital information about a resident’s status, treatment plan, 12/16/2024

and any recent changes from the outgoing caregiver to the incoming one
like the discontinuance of medication (Stool Softener Plus) that the
substitute caregiver who brought resident to the PCP, heard the doctor
verbally stated that he is going to discontinue the medication but forgot to
write order. Thru report the caregiver can let the next shift know about the
PMD’s intention to discontinue stool softener. To notify PCG or RN for
changes so can call the PCP to obtain a verbal or a telephone order.

3.PCG and assigned substitute caregiver will check weekly and randomly the
resident’s Medical Record for the last written and signed medication list
against the MAR and the prescribed medication label to check for the
presence of may be missed medication orders and/or missing medication
containers in the resident’s medication bin.

4.Report any discrepancies to RN.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
b C DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #2 — Physician’s order dated 4/26/24 states, CORRECTED THE DEFICIENCY
Azithromycin take as directed”; however, medication order
incomplete does not include dosage to administer and
frequency of administration.
Submit updated physician’s order with plan of correction. The deficiency was corrected.
A new clarification order for the oral antibiotic,
Azithromycin which was written approximately 2 days
after resident was brought to Windward Urgent Care on
a Physician’s Order Form for clarification of incomplete
order was printed and brought to A. Miscovich, PA-Cin
the Windward Urgent Care for signing. PA-C who wrote
the incomplete order was not working on that day of
visit, so another PA-C signed the clarification order.
10/11/2024

Placed in medical chart post signing the order.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lnlnerals, ggd formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #2 — Physician’s order dated 4/26/24 states, PLAN: WHAT WILL YOU DO TO ENSURE THAT
Azithromycin take as directed”; however, medication order IT DOESN’T HAPPEN AGAIN?
incomplete does not include dosage to administer and
frequency of administration.
. . . . Ll.Inservice with PCG and staff regarding incomplete doctor’s orders: PCG and staff
Submit updated physician’s order with plan of correction. were handed a copy of the incomplete doctor’s order and a copy of a complete
doctor’s order to familiarize themselves of the difference between the two and what
would be missing. Discussed what comprises a complete doctor’s order which
include but not limited to description of the medication, including the prescribed
dosage; time, noting AM or PM; frequency of administration, method of
administration; noting how long the medication is to be given if antibiotic, etc.
Re-emphasized to PCG and staff to familiarize themselves to be able to spot a
physician’s complete written order right away so that if it is incomplete, one should
be able to identify and have the PMD or APRN correct or complete the order right
away. The PCG or staff should read/recheck the doctor’s order for the resident right
away as soon as the PMD/APRN hands the order form to the caregiver of the new
doctor’s order, during doctor’s visit. This will hopefully prevent an incomplete
physician’s medication order.
2.PCG or substitute caregiver bringing resident to the PCP’s visit will check/recheck | 10/11/2024

the Medication List / new or renewed medications order before leaving the
physician’s clinic to ensure accuracy and completeness of the medication order.

3.PCG or substitute caregiver on duty will check the newly signed med list/new
order for accuracy and check against MAR. PCG or substitute caregiver will
randomly check the resident’s Medical Record for the last written medication order
by PMD/APRN against the medication label and MAR at the end of every month and
every 3 months to check for the presence of may be missed or incomplete
medication orders.

4.Notify any discrepancy to RN.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
b C DID YOU CORRECT THE DEFICIENCY?
y a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #2 — Physician’s order dated 4/26/24 states, CORRECTED THE DEFICIENCY
“Promethazine-DM 6.5mg/15/mg/5mL give SmL orally Q4-
6 hours PRN”; however, PRN indication not provided.
Medication order incomplete.
Submit a copy of updated order with plan of correction. The deficiency was corrected.
A Physician’s order of Promethazine DM dated 4/26/24,
deemed incomplete due to the missing indication of a
PRN medication.
A new clarification order for the cough medication,
Promethazine DM which was written approximately 2
days after resident was brought to Windward Urgent
Care on a Physician’s Order Form for clarification of
10/11/2024

incomplete order was printed and brought to A.
Miscovich, PA-C in the Windward Urgent Care for
signing. PA-C who wrote the incomplete order was not
working on that day of visit, so another PA-C signed the
clarification order. Placed in medical chart post signing
the order.

22




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
Lnlnerals, ggd formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #2 — Physician’s order dated 4/26/24 states, PLAN: WHAT WILL YOU DO TO ENSURE THAT
“Promethazine-DM 6.5mg/15/mg/5mL give SmL orally Q4- IT DOESN’T HAPPEN AGAIN?
6 hours PRN”; however, PRN indication not provided.
Medication order incomplete.
. . . Ll.Inservice with PCG and staff regarding incomplete doctor’s orders: PCG and staff
Submit a copy of updated order with plan of correction. were handed a copy of the incomplete doctor’s order and a copy of a complete
doctor’s order to familiarize themselves of the difference between the two and what
would be missing. Discussed what comprises a complete doctor’s order which
include but not limited to description of the medication, including the prescribed
dosage; time, noting AM or PM; frequency of administration, method of
administration; noting how long the medication is to be given if antibiotic,
indication for PRN meds, etc.
Re-emphasized to PCG and staff to familiarize themselves to be able to spot a
physician’s complete written order right away so that if it is incomplete, one should
be able to identify and have the PMD or APRN correct or complete the order right
away. The PCG or staff should read/recheck the doctor’s order for the resident right
away as soon as the PMD/APRN hands the physician’s order form to the caregiver of
the new doctor’s order, during doctor’s visit. This will hopefully prevent an
incomplete physician’s medication order.
10/11/2024

2.PCG or substitute caregiver bringing resident to the PCP’s visit will check/recheck
the Medication List / new or renewed medications order before leaving the
physician’s clinic to ensure accuracy and completeness of the medication order.

3.PCG or substitute caregiver on duty will check the newly signed med list/new
order for accuracy and check against MAR. PCG or substitute caregiver will
randomly check the resident’s Medical Record for the last written medication order
by PMD/APRN against the medication label and MAR at the end of every month and
every 3 months to check for the presence of may be missed or incomplete
medication orders.

4.Notify any discrepancy to RN.
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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 available as ordered
by a physician or APRN.

FINDINGS

Resident #2 — Physician’s order dated 4/26/24 states,
“Benzonatate 200mg PO TID”; however, per MAR,
medication is not being administered since 5/3/24-present
day (10/3/24)

PART 1

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

§11-100.1-15 Medications. (e)

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

FINDINGS

Resident #2 — Physician’s order dated 4/26/24 states,
“Benzonatate 200mg PO TID”; however, per MAR,
medication is not being administered since 5/3/24-present
day (10/3/24)

PART 2

FUTURE PLAN

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

1.Resident’s PMD was called on 5/3/24 to report resident’s status on recent URI and that
resident has stopped coughing. Reviewed medications targeting on the cough medication,
Benzonatate. Ordered during this conversation to discontinue Benzonatate and that a
discontinuance order will come via faxed. The order to discontinue Benzonatate never came.
A new order to discontinue Benzonatate faxed to PMD to be signed and faxed back.
Discontinuance physician’s order form picked up from PMD’s office.

2.Discussion done with PCG and staff with emphasis on the necessity of checking the MAR
against the latest signed medication list to check for any changes like orders of
discontinuance or if new orders have been written and noted. Caregivers should prioritize
this as of high importance to do even at the beginning of every shift to prevent making
mistakes or missing an order for discontinuance that the PMD forgot to write on the
Physician’s Order Form when discussing and reviewing the resident’s medications on the last
visit, as was in this case.

3.PCG/substitute caregiver will check the resident’s MAR at the beginning of the shift
regarding medications and treatments to be given during the shift, paying particular
attention to any changes, new orders, or discontinued orders. Also discussed extensively the
importance of change of shift report as is very crucial and essential to ensure continuity of
resident care by transferring vital information about a resident’s status, treatment plan, and
any recent changes from the outgoing caregiver to the incoming staff like the discontinuance
of medication (Benzonatate) that should have been faxed to PCG to discontinue the
medication but PMD forgot to write order and fax to PCG. Thru report the caregiver can let
the next shift know about the PMD’s new order to discontinue Benzonatate. To notify PCG or
RN for changes so can call the PCP to obtain a verbal or a telephone order immediately as it is
very necessary to have the doctor’s order on hand, which can be found in the resident’s
medical chart.

4.PCG and assigned substitute caregiver will check weekly and randomly the resident’s
Medical Record for the last written and signed medication list against the MAR and the
prescribed medication label to check for the presence of may be missed medication orders
and/or missing medication containers in the resident’s medication bin.

5.Report any discrepancies to RN.

12/16/2024
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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 available as ordered
by a physician or APRN.

FINDINGS

Resident #2 — 9/2024 MAR shows “stool softener and
stimulant laxative 50mg/8.6mg 1 tab PO once daily”
administered once daily from 9/6/24-10/1/24; however,
physician’s order to administer medication unavailable until
10/3/24

PART 1

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
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
Lnlnerals, gr}d formulas, shall be made available as ordered FUTURE PLAN
y a physician or APRN.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #2 — 9/2024 MAR shows “stool softener and PLAN: WHAT WILL YOU DO TO ENSURE THAT
stimulant laxative 50mg/8.6mg 1 tab PO once daily” IT DOESN’T HAPPEN AGAIN?
administered once daily from 9/6/24-10/1/24; however,
physician’s order to administer medication unavailable until
10/3/24 1.Had an inservice with PCG and Staff. Discussed extensively the importance
and a must of having a signed Physician;s medication order before making
any medication available to the resident. This will prevent any legal
implications that may arise from not having the signed medication order
before giving the medication. Reviewed HSL’s ‘Medication Administration
Policy and Procedure’ focusing on Section C: Medication Administration/
MAR Completion, first paragraph which states: NOTE: All
medications/treatments including over the counter medications, PRN
medications, administered or self-administered MUST have a current
physician order in place and must be entered on the MAR. The entry on the
MAR MUST match the physician order; and the prescription label on the
medication MUST match the order on the MAR.
2.Staff to notify PCG / RN if there is no present signed physician order for any
medication to be given or administered to the resident. After notification of 10/08/2024

the absence of signed medication order, PCG/RN shall then call the PCP or
APRN in the doctor’s office to obtain one. Inform physician’s office that they
can send signed medication order form via email or fax.

3.PCG or substitute caregiver, whoever brings the resident to the PCP visit
will check for any new medication order or refill order on the Physician’s
Order Form before leaving the physician’s clinic to ensure the accuracy,
completeness, and the presence of the signed medication order in the
resident’s medical chart.

4.PCG and assigned substitute caregiver will check weekly and randomly the
resident’s Medical Record for the last written and signed medication list
against the MAR and the prescribed medication label to check for the
presence of may be missed medication orders and/or missing medication
containers in the resident’s medication bin.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (m)

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 — Physician’s note dated 6/17/24 states, “Last
time diazepam used was a week ago and requires diazepam
for sleep about 1-2 times a week”’; however, MAR shows

diazepam was never administered between 11/2023-present
day (10/3/24)

PART 1

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
§11-100.1-15 Medications. (m) PART 2
All medications and supplements, such as vitamins,
minerals, and forml.llas, 'when t.ake.n by the res@ent, shall be FUTURE PLAN
recorded on the resident's medication record, with date,
time, name of drug, and dosage initialed by the care giver.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #1 — Physician’s note dated 6/17/24 states, “Last IT DOESN’T HAPPEN AGAIN?
time diazepam used was a week ago and requires diazepam
for sleep about 1-2 times a week”’; however, MAR shows
diazepam was never administered between 11/2023-present 1.Education and re-training done to staff about the Medication Administration
day (10/3/24) Record (MAR) its development and maintenance, completion; the importance of
keeping it accurate and complete and most especially that all medication orders are
signed by a physician/APRN before being transcribed to the MAR; making sure that
the Physician’s order matches the MAR and the medication container label.
The ‘Medication Administration Policy and Procedure’ was reviewed focusing on
what the MAR includes ie. Name of resident; month and year of the MAR; resident’s
allergies; description of medication; method of administration; space for full
signatures of any staff who will administer medications with their initials as an
identifying code to be used in the completion of the MAR.
2.Emphasized to staff how imperative it is to immediately chart that the medication
has been given by initialing the proper space for the day and time on the MAR.
Diazepam was being given PRN and was given as ordered but if it was not initialed
on the MAR then it is considered not given and the MAR is incomplete. Diazepam is
a controlled substance and is of vital importance to chart immediately that the
medication has been given by initialing the correct date and correct space to avoid 10/07/2024

errors.
Document when giving PRN medication by initialing the box on the MAR on the date
square the medication was given. Note on the progress notes the date, time,
medication dose, reason for administering the medication and the subsequent
results of the medication given, ie: resident no longer complaining of headache.
3.Instructions to staff given that writing on a piece of paper that a medication was
given instead of initialing on the MAR will not be allowed/tolerated at HSL. Staff will
be written up for non-compliance of said rules. It is a must that staff follow the rules
on how to complete the MAR.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (m)

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 #2 — 10/2024 MAR shows 10/3/24 morning
medications (Vit B12, Carvedilol, Vit D3, Losartan) were
not administered as prescribed

PART 1

Correcting the deficiency

after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.

30




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (m)

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 #2 — 10/2024 MAR shows 10/3/24 morning
medications (Vit B12, Carvedilol, Vit D3, Losartan) were
not administered as prescribed

PART 2

FUTURE PLAN

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

1.Had an inservice with PCG and Staff regarding ‘Medication Administration/MAR
Completion’ and “Medication Recordation.” Emphasized to staff, the importance
that doctor’s order must always match the Medication Administration Record
(MAR), the medication label’ and the signed medication list on the Physician Order
Form. This process will be always followed during medication administration
especially before and when pouring medications. Informed staff that it is imperative
to sign off on the meds as soon as they are taken by the resident or administered to
them. Each medication must be documented at the time of administration. For
example, if 5 medications are administered by a med. trained staff to resident, must
initial the MAR 5 times indicating that each medication has been administered,
refused or unavailable. In this case, the medications were given but were not signed
off as soon as the medications were administered making the resident’s MAR
incomplete. (Annual Inspection Day) Staff encouraged to be mindful and focused
during medication administration process.

2.PCG/substitute caregiver will check the resident’s MAR at the beginning of the
shift regarding medications and treatments to be given during the shift, paying
particular attention to any changes, new orders, or discontinued orders. Also
discussed extensively the importance of change of shift report as is very crucial and
essential to ensure continuity of resident care by transferring vital information
about a resident’s medication status, treatment plan, and any recent changes from
the outgoing caregiver to the incoming staff. The incoming caregiver shall check the
MARs and will notify outgoing caregiver for incomplete MAR, ie. missing
signatures/initials, etc. Should notify PCG or RN for changes so can call the PCP to
obtain a verbal or a telephone order immediately as it is very necessary to have the
doctor’s order on hand and signed.

3.PCG and Night Shift Substitute caregiver will be in charged of checking all
resident’s MAR (current) nightly to check the completeness or errors made on the
MAR that day. Report any discrepancies to RN.

10/14/2024
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (m)

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 #2 — 10/2024 MAR shows stool softer was not
administered as ordered on 10/2/24-10/3/24

PART 1

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

§11-100.1-15 Medications. (m)

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 #2 — 10/2024 MAR shows stool softer was not
administered as ordered on 10/2/24-10/3/24

PART 2

FUTURE PLAN

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

1.Had an inservice with PCG and Staff regarding ‘Medication Administration/MAR
Completion’ and “Medication Recordation.” Emphasized to staff, the importance
that doctor’s order must always match the Medication Administration Record
(MAR), the medication label’ and the signed medication list on the Physician Order
Form. This process will be always followed during medication administration
especially before and when pouring medications. Informed staff that it is imperative
to sign off on the meds as soon as they are taken by the resident or administered to
them. Each medication must be documented at the time of administration. For
example, if 5 medications are administered by a med. trained staff to resident, must
initial the MAR 5 times indicating that each medication has been administered,
refused or unavailable. In this case, the medications were given but were not signed
off as soon as the medications were administered making the resident’s MAR
incomplete. Staff encouraged to be mindful and focused during medication
administration process.

2.PCG/substitute caregiver will check the resident’s MAR at the beginning of the
shift regarding medications and treatments to be given during the shift, paying
particular attention to any changes, new orders, or discontinued orders. Also
discussed extensively the importance of change of shift report as is very crucial and
essential to ensure continuity of resident care by transferring vital information
about a resident’s medication status, treatment plan, and any recent changes from
the outgoing caregiver to the incoming staff. The incoming caregiver shall check the
MARs and will notify outgoing caregiver for incomplete MAR, ie. missing
signatures/initials, etc. Should notify PCG or RN for changes so can call the PCP to
obtain a verbal or a telephone order immediately as it is very necessary to have the
doctor’s order on hand and signed.

3.PCG and Night Shift Substitute caregiver will be in-charged of checking all
resident’s MAR (current) nightly to check the completeness or errors made on the
MAR that day. Report any discrepancies to RN.

10/14/2024
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-16 Personal care services. (h)

A schedule of activities shall be developed and implemented
by the primary care giver for each resident which includes
personal services to be provided, activities and any special
care needs identified. The plan of care shall be reviewed
and updated as needed.

FINDINGS

Resident #1 — Resident’s daily schedule of activities states
from 8:45a-9:00a resident should be “Walk/WC around
house/Hallways”; however, resident observed watching TV
in living room from 8:00a-12:00p

PART 1

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
§11-100.1-16 Personal care services. (h) PART 2
A schedule of activities shall be developed and implemented
by the primary care giver for each resident which includes
personal services to be provided, activities and any special FUTURE PLAN
care needs identified. The plan of care shall be reviewed
and updated as needed. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS = _ o IT DOESN’T HAPPEN AGAIN?
Resident #1 — Resident’s daily schedule of activities states
from 8:45a-9:00a resident should be “Walk/WC around
hoqsg/Hallways”; however’ r?Sidem observed watching TV 1.Had an inservice with PCG and staff of deficiency. Open
in living room from 8:00a-12:00p . . . . s
discussion on the importance of physical activities in the elderly
population which would include Resident #1. Informed staff that
physical activities are important because they help residents
feel a sense of belonging, purpose, and independence. They can
also help reduce loneliness and cognitive decline and improve
sleep and physical activity.
Residents at Hokulaki Senior Living are always encouraged to
participate in activities as they are essential for preserving and
enhancing one’s physical function and mobility. Most days when
itis sunny out, residents are outside enjoying the plants and
greeneries. They like participating in enjoyable interests and 10/05/2024

activities that increases their psychological well-being and
boost physical and social well-being.

2.PCG and Staff to follow resident’s personalized ‘Plan of
Activities’ made especially for the resident daily.

3.Remind residents of favorite planned activities the day before.
Recruit a resident to lead the activities. Provide and give out
small prizes to residents to enhance their participation.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-16 Personal care services. (h) PART 1
A schedule of activities shall be developed and implemented
by the primary care giver fo.r each re.s1§1<.3nt which 1nclud§s DID YOU CORRECT THE DEFICIENCY?
personal services to be provided, activities and any special
care needs identified. The plan of care shall be reviewed
and updated as needed. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Resident #2 — Program of activities unavailable for review
Submit ith plan of ti .
HiE @ copy Wit pran of cotfeetion The deficiency has been corrected. Developed a
personalized "Plan of Care and Activities" for resident
#2.
10/05/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-16 Personal care services. (h) PART 2
A schedule of activities shall be developed and implemented
by the primary care giver fo.r each re.siflc?nt which includgs FUTURE PLAN
personal services to be provided, activities and any special
care needs identified. The plan of care shall be reviewed
and updated as needed. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS o _ , IT DOESN’T HAPPEN AGAIN?
Resident #2 — Program of activities unavailable for review
Submit a copy with plan of correction 1.Had an inservice with PCG and staff of deficiency. Developed a
personalized “ Plan of Care and Activities” for Resident #2. Reminded
PCG and staff that the “Plan of Activities” is a part of the admission
paperwork of the resident, an integral part for the complete well-
being of the resident. The importance of physical, mental and social
activities in the elderly population which would include Resident #1 is
critical. Informed staff that physical activities are important because
they help residents feel a sense of belonging, purpose, and
independence. They can also help reduce loneliness and cognitive
decline and improve sleep and physical activity.
Residents at Hokulaki Senior Living are always encouraged to
participate in activities as they are essential for preserving and
enhancing one’s physical function and mobility. Most days when it is 10/05/2024

sunny out, residents are outside enjoying the plants and greeneries.
They like participating in enjoyable interests and activities that
increases their psychological well-being and boost physical and social
growth and well-being.

2.PCG and Staff to follow the routine and scheduled resident’s
personalized ‘Plan of Activities’ made especially for the resident daily.
3.Remind residents of favorite planned activities the day before.
Recruit a resident to lead the activities. Provide and give out small
prizes to residents to enhance their participation.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-16 Personal care services. (i) PART 1
The primary care giver shall provide the opportunity for
each resident to ha.tve pne.umf)coccal anq influenza vaccines DID YOU CORRECT THE DEFICIENCY?
and all necessary immunizations following the
recommendations of the Advisory Committee on
Immunization Practices (ACIP) or resident’s physician or USE THIS SPACE TO TELL US HOW YOU
APRN. CORRECTED THE DEFICIENCY
FINDINGS
Resident #1,2 — No documented evidence of annual
influenza vaccination or that it was offered by the facility
Resident #2 — No documented evidence of pneumococcal
vaccination or that it was offered by the facility The deficiency was corrected. Son of Resident #2, was
. o . reminded that it was Flu season, time of the year (October)
Submit a copy of proof of vaccination(s) or documentation . . ..
. . S : . to receive the required vaccinations for the elderly, the
that resident declined vaccination(s) with plan of correction. . ) .
Influenza and Pneumococcal vaccines and other vaccines if
not yet updated during the year. Son informed PCG that
said vaccinations if can be deferred for later because of
resident’s #2 new diagnoses of: heart murmur; Parkinson
Disease-like symptoms; painful and limited movement and
range of motion of right shoulder needing steroid injections 10/28/2024

and muscle pain and weakness around the surrounding
area of right shoulder which is calling for Physical Therapy
in the next couple of weeks or so. He assured PCG that he
will bring his mother to receive the required vaccinations as
soon as resident #2 gets better and at the discretion of the
PCP or the orthopedic surgeon.

Resident #1’s son was also informed of the Flu season and
the required vaccinations. Son reminded PCG that Dad has
been refusing to take the Flu Shot. Resident #1 also refused
to receive the Influenza vaccine in 2023. Forms attached.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-16 Personal care services. (i) PART 2
The primary care giver shall provide the opportunity for
each resident to have pneumococcal and influenza vaccines
and all necessary immunizations following the FUTURE PLAN
recommendations of the Advisory Committee on
Immunization Practices (ACIP) or resident’s physician or USE THIS SPACE TO EXPLAIN YOUR FUTURE
APRN. PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1,2 — No documented evidence of annual
influenza vaccination or that it was offered by the facility 1.Discussed the importance of the Flu shot and the pneumococcal vaccine
. . of which both are very important for preventing serious illnesses and
Res1c.lent. #2 —No dpcumented evidence ofpgeumococcal reducing risk of death. That is why it is necessary that families are reminded
vaccination or that it was offered by the facility about the required vaccinations to give their consents for the vaccinations
unless contraindicated.
Submit a copy of proof of vaccination(s) or documentation 2.PCG and staff reviewed the ‘Admission Checklist’ that includes
that resident declined vaccination(s) with plan of correction. | |mmunization which is a part of the admission packet and reminded
everyone that if the resident has had the required vaccinations, the forms
should be present in the admission / readmission packet.
3.If the vaccination reports are missing or not in the admission packet, PCG
or substitute caregiver shall ask the resident’s POA or family representative
if has had vaccinations in the past especially the Influenza and
Pneumococcal immunizations. If not yet, PCG/Substitute caregiver’s priority
will be to discuss missing immunization records with the resident, resident’s 10/28/2024

PCP on the next doctor’s visit and to the family representative. Resident
may or may not receive the required vaccination depending on many factors
including but not limited to the resident’s status; beliefs and would also be
upon the discretion of the PCP to order immunizations for resident or not.
4.To prevent another omission or oversight in the future, the admitting PCG
will make sure that all paperwork to include immunization records will be
thoroughly checked for its presence and completeness.

5.RN will recheck all paperwork of new and/or readmitted residents
thoroughly for completeness and no missing important forms after
admission and during monthly review and charting
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)(4)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

A report of a recent medical examination and current
diagnosis taken within the preceding twelve months and
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies;

FINDINGS
Resident #2 — Physical exam for admission on 12/20/23
unavailable. Completed on 2/5/24.

Resident #2 — Initial tuberculosis (TB) clearance for
admission on 12/20/23 unavailable. Completed on 1/18/24.

PART 1

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. (a)(4) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or FUTURE PLAN
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
A report of a recent medical examination and current PLAN: WHAT WILL YOU DO TO ENSURE THAT
diagnosis taken within the preceding twelve months and IT DOESN’T HAPPEN AGAIN?
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies;
1.Reviewed ‘Admission Checklist’ which include but not limited to
w . o Physical Examination,
ReSId?nt #2 — Physical exam for admission on 12/20/23 2-Step TB Clearance which would conform with the current
unavailable. Completed on 2/5/24. departmental policies, Level of Care, Self-Preservation, etc. Informed
Resident #2 — Initial tuberculosis (TB) clearance for staff that the in'volvec.I resident Wa? in b(j:tween .PCP’S Wherg the
admission on 12/20/23 unavailable. Completed on 1/18/24. former PCP retired without the resident’s knowing after doing
resident’s PE and other assessments. All the forms were sent to the
former PCP but did not return ‘Admission Paperwork’ back to the
carehome. Also sent a new set of PE forms to the incoming PCP but
did not also return forms via fax or email as requested for them to do.
Discussed and agreed between PCG and staff that in the future, there
will be no admission of residents without the necessary paper work
such as PE, 2-step TB Clearance, signed Medication list and others 10/08/2024

listed on the Admission List. PCG and substitute caregiver will
thoroughly check the presence of all important and needed
documents before the resident’s admission.

2.All records of documentation when signed and completed shall be
placed in the resident’s medical record for review by the Department.
3.The PCG or designated substitute will be checking the resident’s
medical record for the presence, accurateness, and completeness of
the documents initially done on admission and cross-checked against
the Admission Checklist, then monthly thereafter during end-of-
month charting. Report to RN for incomplete and missing records.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)(6)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Physician or APRN signed orders for diet, medications, and
treatments;

FINDINGS
Resident #2 — Diet order unavailable upon admission
(12/20/24). Diet order obtained on 3/15/24.

PART 1

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. (a)(6) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the FUTURE PLAN
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Physician or APRN signed orders for diet, medications, and | PLAN: WHAT WILL YOU DO TO ENSURE THAT
treatments; IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #2 — Diet order unavailable upon admission . . . . -
(12/20/24). Diet order obtained on 3/15/24. 1l.Inservice with PCG and staff |r.1form|ng them -that itisa
must when admitting/readmitting or transferring a
resident, that there must be a signed order for Diet,
Medications or any form of treatment that accompanies the
resident. All the records or documentations of Diet,
Medications and treatments, evaluations and any pertinent
information will be placed in the chart forimmediate review
by the Department.
2.Diet orders shall be renewed and signed by the PCP/APRN
every 6 months or sooner for any drastic changes in weight;
difficulty chewing and swallowing, and episodes of choking. 10/08/2024

Will avail the assistance of the RD as needed.
Documentation and records will be placed in the resident’s
medical record.

3.The PCG or designated substitute will be checking the
resident’s medical record for the presence, accurateness,
and completeness of the documents initially done on
admission and cross-checked against the Admission
Checklist, then monthly thereafter during end-of-month
charting. Report to RN for incomplete and missing records.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)(6)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Physician or APRN signed orders for diet, medications, and
treatments;

FINDINGS

Resident #2 — Medication orders unavailable upon
admission on 12/20/23. Physician’s orders not available
until 10/3/24. Facility administering daily and as needed
medications without physician’s orders between 12/20/23-
10/2/24.

PART 1

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. (a)(6) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the FUTURE PLAN
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Physician or APRN signed orders for diet, medications, and | PLAN: WHAT WILL YOU DO TO ENSURE THAT
treatments; IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #2 — Medication orders unavailable upon . . . . -
admission on 12/20/23. Physician’s orders not available Linservice with PCG and Staff |r.1form|ng them _that itisa
until 10/3/24. Facility administering daily and as needed must when admitting/readmitting or transferring a
medications without physician’s orders between 12/20/23- resident, that there must be a signed order for Diet,
10/2/24. Medications or any form of treatment that accompanies the
resident. All the records or documentations of Diet,
Medications and treatments, evaluations and any pertinent
information will be placed in the chart forimmediate review
by the Department.
2.Diet orders shall be renewed and signed by the PCP/APRN
every 6 months or sooner for any drastic changes in weight;
difficulty chewing and swallowing, and episodes of choking. 10/08/2024

Will avail the assistance of the RD as needed.
Documentation and records will be placed in the resident’s
medical record.

3.The PCG or designated substitute will be checking the
resident’s medical record for the presence, accurateness,
and completeness of the documents initially done on
admission and cross-checked against the Admission
Checklist, then monthly thereafter during end-of-month
charting. Report to RN for incomplete and missing records.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
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 occurs;

FINDINGS

Resident #1 — No documented evidence of changes in health
condition leading up to emergency department (ED) visit on
8/29/24 for a UTI, and monitoring of condition following
antibiotic treatment

PART 1

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)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs;
1.Inservice with PCG and staff informing them that it is a must to maintain records
FINDINGS written in the resident’s medical record weekly, monthly, and as necessary for
Resident #1 — No documented evidence of changes in health | transparency to the continuity of care for the resident. All records or
condition leading up to emergency department (ED) visit on | documentations to include but not limited to: MARs, Progress Notes, Treatments,
8/29/24 for a UTI or monitoring of condition following Diet, Activity, overall reactions to medications, evaluations of plan of care, etc. and
antibiotic treatment any incidences that occurred must be completed right away. Side effects and
effectiveness of medications shall be included in the documentation in the overall
reactions to medications. An incident report will be made when an unexpected
event occurs that causes injury, property damage to equipment, safety concerns or
a “near miss” situation where harm could have occurred, even if no injury or
damage was present and for any adverse reactions of medications on resident that
is possibly related to a drug.
2.That it is essential to monitor and report changes in a resident’s health condition
and it is every staff’s responsibility to do so. Staff to know sign and symptoms of
different common illnesses in the resident’s profile and should know what to watch
for and report changes in the resident’s condition, document as necessary. To 10/10/2024

identify changes in the condition of a resident, the staff needs to understand what is
normal (baseline) for the resident’s condition. Emphasized to staff that a change in
condition may mean that the resident is at risk. Action can be taken only if changes
are noticed and reported, the earlier the better. Changes that are not reported can
lead to serious outcomes. All records documented and deemed done at that time
should also be printed and placed in resident’s medical record immediately.

3.The PCG or designated substitute will be checking the resident’s medical record
for the presence, accurateness, and completeness of documents every week and
month. PCG/Designated Staff will report to RN for incomplete and missing records.
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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 Corre cting the deﬁCien cy
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, after_th e_f act is n Ot

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 praCtlcal/ approprlate° For
immediately when any incident occurs; th o o
is deficiency, only a future
9
FINDINGS

Resident #1 — Monthly progress notes unavailable from plan 18 requ1red N
11/2023-9/2024
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs;
FINDINGS 1.Inservice with PCG and staff done. Discussed extensively the
Resident #1 — Monthly progress notes unavailable from benefits of documenting a monthly progress report which
11/2023-9/2024 include but not limited to: transparency and communication;
early issue identification; decision-making support;
accountability and risk management identification etc.
2.It is essential to maintain records written in the resident’s
medical record weekly, monthly, and as necessary for
transparency to the continuity of care for the resident. All
records or documentations to include but not limited to: MARs,
Progress Notes, Treatments, Diet, Activity, overall reactions to
medications, evaluations of plan of care, etc. and any incidences
that occurred must be completed right away. Side effects and 10/10/2024

effectiveness of medications shall be included in the
documentation in the overall reactions to medications.

3.All records documented and deemed done at that time should
also be printed and placed in resident’s medical record
immediately.

4.The PCG or designated substitute will be checking the
resident’s medical record for the presence, accurateness, and
completeness of documents every week and at the end of the
month. PCG/Designated Staff will report to RN for incomplete
and missing records.

49




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
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 occurs;

FINDINGS

Resident #1 — Physician prescribed special diet order,
“Regular, Moist, Minced (for ease of swallowing); Nectar-
Thickened Liquids”; however, no documented evidence of

resident’s response to special diet in monthly progress notes
from 11/2023-present day (10/1/24)

PART 1

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)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs;
1l.Inservice with PCG and Staff done. Discussed importance of
w . . . . documentation of Special Diet Order outcome or rl?asident’s response to the
Resident #1 —.Phys1.01an prescribed special d1§t order, diet monthly or more often as indicated and appropriate. Resident’s
“Regular, Moist, Minced (for ease of swallowing); Nectar- |, itional documentation of a Special Diet order outcome or responses to
Thickened Liquids”; however, no documented evidence of | the diet is crucial for ensuring proper nutritional care by providing a detailed
resident’s response to special diet in monthly progress notes | yecord of a resident’s dietary intake, allowing the identification of potential
from 11/2023-present day (10/1/24) nutritional deficiencies, monitor progress for interventions and make
informed decisions regarding dietary modifications, ultimately contributing
to improved health outcomes especially for the elderly with chronic
illnesses.
2.Reviewed: Key points about the importance of nutritional documentation
include but not limited to:
-Early detection of malnutrition- identifying nutritional deficiencies
-Personalize nutrition plans-accurate documentation enables the creation 10/10/2024

of tailored nutrition plans based on individual needs, medical condition,
and dietary restrictions.

-Continuity of care-regularly assessing changes in weight, dietary intake,
and clinical parameters to evaluate the effectiveness of interventions
-Monitoring progress-providing evidence for quality improvement

3.Also reviewed resident’s “Nutrition Assessment and Progress Note,”
nutritional recommendations by RD to improve nutritional health.
Documentation will be done monthly in the ‘Monthly Progress Report.” PCG
/Designated Substitute caregiver will check for the presence of
documentation monthly at the end of the month. The recommendations
outcomes will also be included in the documentation.

4.Random checks of documentation will be done by RN, PCG, or designated
Substitute.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
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 occurs;

FINDINGS

Resident #1 — No documented evidence of resident’s
response to medications in monthly progress notes from
10/2023-10/2024

PART 1

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)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs;
l.Inservice to PCG and Staff done. Discussed the importance of documenting the
FINDINGS medications outcomes or response to the resident, especially to the side effects/adverse
Resident #1 — No documented evidence of resident’s reactions and effectiveness of the medication. Documenting a resident’s response to
response to medications in monthly progress notes from medication is crucial for ensuring resldgnt s safet‘y, facilitating effgctlve commu_nlcatlon
between healthcare providers, identifying potential adverse reactions, monitoring treatment
10/2023-10/2024 efficacy or effectiveness, and making informed decisions about future medication
adjustments, all while minimizing the risk of medication errors and improving overall quality
of care. Detailed medication documentation serves as a legal record, protecting healthcare
providers and ensuring accountability in case of any complications or disputes.
2.What to document when recording a resident’s response to medication: (reviewed)
-Medication name and dosage
-Time of administration
-Observed side effects or adverse reactions
-Resident’s subjective response to the medication (eg., pain relief, symptom
improvement)
-Any changes made to the medication regime
3. Discussed Timing of Documentation:
Medications shall be documented immediately after they are administered. 10/14/2024

Documenting at the

Time of administration reduces the potential for error and helps to ensure the most
accurate

documentation. It also reduces the likelihood of duplicate administration and may
alert the PCG

or caregiver to changes in the resident’s condition.
4.PCG or designated substitute caregiver working in the night shift will be in-charged in
checking and monitoring the MAR daily/nightly for completeness and accuracy; signed and
initialed accurately by the staff designated to administer or making medications available to
the resident. After administering medications, it is very important for the caregiver to ensure
the medication had the intended outcome (ie. did the resident’s BP decrease after
administering blood pressure medication?) All documentations will be written in the Nurse’s
Progress notes.
5.Random checks of documentation will be done by RN, PCG, or designated Substitute and
once monthly at the end of every month.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (c)

Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other
unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be
made and retained by the licensee or primary care giver
under separate cover, and shall be made available to the
department and other authorized personnel. The resident's
physician or APRN shall be called immediately if medical
care may be necessary.

FINDINGS
Resident #1 — Incident report unavailable for resident visit to
ED on 8/29/24

PART 1

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. (c) PART 2
Unusual incidents shall be noted in the resident's progress
notes. Ag incident report of any bodllly injury or other FUTURE PLAN
unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be
made and retained by the licensee or primary care giver USE THIS SPACE TO EXPLAIN YOUR FUTURE
under separate cover, and shall be made available to the PLAN: WHAT WILL YOU DO TO ENSURE THAT
department and other authorized personnel. The resident's IT DOESN’T HAPPEN AGAIN?
physician or APRN shall be called immediately if medical
care may be necessary.
FINDINGS 1.In.ser\./ice with PCG-and §taff dong. Disc,ussed.the importance to
—Resident #1 — Incident report unavailable for resident visit to maintain records written in the resident’s medical record We.ekl'y,
ED on 8/29/24 monthly, and as necessary for transparency and for the continuity of
care for the resident. All records or documentations to include but not
limited to: MARs, Progress Notes, Treatments, Diet, Activity, overall
reactions to medications, evaluations of plan of care, etc. and any
incidences that occurred must be completed right away. Side effects
and effectiveness of medications shall be included in the
documentation in the overall reactions to medications. An incident
report will be made by PCG when an unexpected event occurs or
other unusual circumstances that causes injury, property damage to
equipment, safety concerns or a “near miss” situation where harm
could have occurred, even if no injury or damage was present and for 10/14/2024

any adverse reactions of medications on resident that is possibly
related to a drug.

2.The incident report shall be made by the PCG or licensee under
separate cover, and shall be made available to the Department and
other authorized personnel.

3.The PCG or designated substitute will be checking the resident’s
medical record for the presence, accurateness, and completeness of
documented Incident Reports every month.

4.PCG/Designated Staff will report to RN for incomplete and missing
records.

55




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (f)(4)
General rules regarding records:

All records shall be complete, accurate, current, and readily
available for review by the department or responsible
placement agency.

FINDINGS
Resident #1 — Vital signs transcribed by PCG onto computer
print-out filed in resident’s record does not accurately reflect
the caregivers’ vital signs noted on their vital sign log and
additionally, appear to include a second set of falsified blood
pressure and heart rate measurements.
e Caregiver’s vitals obtained versus PCG transcribed
vitals
o 9/24/24 — BP 135/71, HR 68 vs (am) BP
133/67, HR 70 and (pm) BP 125/60, HR
66
o 9/25/24 —BP 156/68, HR 77 vs (am)
136/76, HR 68 and (pm) 134/73, HR 64
o 9/26/24 — BP 147/56, HR 56 vs (am)
146/70, HR 71 and (pm) 139/70, HR 72
o 9/27/24 — BP 129/63, HR 64 vs (am)
127/65, HR 68 and (pm) 142/72, HR 72
o 9/28/24 —BP 115/49, HR 69 vs (am)
131/68, HR 65 and (pm) 136/70, HR 67
o 9/29/24 —BP 167/79, HR 74 vs (am)
126/63, HR 68 and (pm) 139/68, HR 71
o 9/30/24 - BP 112/62, HR 61 vs (am)
130/66, HR 67 and (pm) 137/80, HR 70

PART 1

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. (f)(4) PART 2
General rules regarding records:
All records shall be complete, accurate, current, and readily FUTURE PLAN
available for review by the department or responsible
placement agency. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS IT DOESN’T HAPPEN AGAIN?
Resident #1 — Vital signs transcribed by PCG onto computer
print-out filed in resident’s record does not accurately reflect
the f:a.lregwers’ vital s1gns noted on their vital SIgn.IOg and LInservice with PCG and Staff done. Presented PCG and Staff with the new deficiency. Did
addltlonally, appear to include a second set of falsified blood question and answer session for a few minutes to know what happened and how it got into
pressure and heart rate measurements. that situation. One problem was that BP readings that were high or low, repeated BPs taken
: S . . but readings were not labeled as a ‘repeat’ or ‘double-checked,” hence, so many different BP
¢ C.areglver s vitals obtained versus PCG transcribed readings. To hopefully solve the problem, the logbook was eliminated and all BP readings
vitals will be logged into the computer directly as soon as feasible for the caregiver to input the
o 9/24/24 —BP 135/71, HR 68 vs (am) BP data taken.
133/67. HR 70 and (pm) BP 125/60. HR 2.Developed another ‘Daily Monitoring Flowsheet’ which has ‘Repeat’ columns for BP, HR, 02
66 ’ ’ Saturation and if need to record more BP readings, etc., these BP readings, date and time
taken will be written in the back of the current Flowsheet for a fast review of all the BP
o 9/25/24 — BP 156/68, HR 77 vs (am) readings taken.
136/76, HR 68 and (pm) 134/73, HR 64 3.Multiple Considerations were also discussed to improve understanding and knowledge of
o 9/26/24 —BP 147/56. HR 56 vs (am) Blood Pressure and what to monitor and document:
’ -If taking multiple blood pressure readings, document all of them, especially if there is
5267//7204’- HI];IZ 11 ;g%gpﬁi{lézﬁoi HI§ 72 significant variation. (Do not average readings) Label readings if from left or right
O — , VS (am upper
127/65, HR 68 and (pm) 142/72, HR 72 arm.
(p ) -When documenting high blood pressure, consider including additional details like 10/09/2024

o 9/28/24 — BP 115/49, HR 69 vs (am)
131/68, HR 65 and (pm) 136/70, HR 67

o 9/29/24 - BP 167/79, HR 74 vs (am)
126/63, HR 68 and (pm) 139/68, HR 71

o 9/30/24 — BP 112/62, HR 61 vs (am)
130/66, HR 67 and (pm) 137/80, HR 70

resident’s
symptoms, lifestyle factors and any medications they are currently taking.
-If having concerns about high blood pressure readings, report to PCG or RN as soon as
possible and always so can consult with the resident’s doctor for further evaluation
and
guidance.
4.Reviewed HSL’s ‘Protocol for Hypertension’ Policy: Care for the Resident with
Hypertension.
5.PCG and the Night Shift designated Substitute caregiver will check the day’s BP log for
accuracy,
and completeness and documentation if any.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-21 Residents' and primary care givers' rights and

responsibilities. (a)(1)(C)
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 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 I ARCH policies and procedures shall
provide that each individual admitted shall:

Be fully informed orally and in writing, prior to or at the
time of admission, and during stay, of services available in
or through the Type I ARCH and of related charges,
including any charges for services not covered by the Type I
ARCH's basic per diem rate;

FINDINGS
Resident #1 — No documented evidence rates for services
was provided in writing at the time of admission

Submit an updated signed copy of rate for services provided
to resident/POA with plan of correction

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

The deficiency was corrected. The signed copy of the
rate of services signed by resident’s son on

resident’s admission on 4/7/23 was found in resident’s
file under lock and key.

10/16/2024
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-21 Residents' and primary care givers' rights and

responsibilities. (a)(1)(C)
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 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 I ARCH policies and procedures shall
provide that each individual admitted shall:

Be fully informed orally and in writing, prior to or at the
time of admission, and during stay, of services available in
or through the Type I ARCH and of related charges,
including any charges for services not covered by the Type I
ARCH's basic per diem rate;

FINDINGS
Resident #1 — No documented evidence rates for services
was provided in writing at the time of admission

Submit an updated signed copy of rate for services provided
to resident/POA with plan of correction

PART 2

FUTURE PLAN

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

1.Created a file system where the above document is
filed separately and labeled as such for easy access.
2.Scanned signed document for another form of
storage and back up.

10/16/2024
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Licensee’s/Administrator’s Signature: (

Print Name: MYRIAM R TABANIAG

Date:  01/21/2025
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	Custom Field 1: 1.	Staff education and re-training to make sure that there should be a doctor’s order for all medications being taken or used by the resident.        
Also trained staff that all medications should be secured in a locked cabinet. No medications should be in the resident’s medicine bin without a doctor’s order.
2.	A sign was made and placed in every resident room to remind staff, residents, and families that there should not be any medications of any kind or form, or sharps in the bedrooms or common areas.
3.	Informed families that they should not be bringing medications to the care home. If bringing items to the care home such as medications to their loved ones, family members should give what they are bringing to the staff first to be checked for the safety of the resident.
4.	Random / Periodic checks will be done by PCG or care manager to check for medications in the resident’s bedroom or common area.

	Copy of Custom Field 1 (3): 1.	Had an inservice with staff of deficiency. Staffs were reminded and retrained to follow Hokulaki Senior Living, LLC (HSL) Protocol for Admitting or Readmitting new or former returning residents to the facility, especially with regards to the Level of Care being completed and signed by PCP/PA/APRN before admission, as stated in #2 of page 1. HSL’s ‘General and Operational and Admission Policies’ was reviewed and discussed. (Copy attached)
2.	HSL’s ‘Admission Checklist’ was also reviewed and discussed.  PCG and staff agreed that HSL Home will not accept residents without the “Level of Care” form completed and signed first by PCP/PA/APRN before admission to care home as they are being discharged from hospital or facilities especially for residents being admitted from their own residences. (Resident was being admitted from home, and in between PMDs as former PMD retired and was waiting for the first appointment with the new PMD when admitted.) Copy attached.
3.	To prevent another omission or oversight in the future, the admitting PCG will make sure that all paperwork will be thoroughly checked for its presence and completeness.
4.	RN will recheck all paperwork of new and readmit residents thoroughly for completeness and no missing important data after admission and during monthly review and charting.
                                                  
Date of Completion: October 8, 2024


	Copy of Custom Field 1 (4): 11-100.1-15 Medications. (b)

The deficiency was corrected. The unlabeled Aleve bottle found by DOH Consultant from the bedside drawer in bedroom #4 was taken by the staff to secure. The family brought said pain medication to resident’s room and placed bottle in the bedside drawer without the knowledge of HSL PCG or Staff. Resident who was in Rehab due to BKA was not prescribed the Aleve® pain medication found in the drawer by her PCP.  Family member informed PCG that she thought “Resident could use the pain medication when she would be discharged back to the carehome after her “Below the Knee Amputation” rehabilitation.
The Aleve (Naproxen Sodium) pain reliever medication bottle was secured in a locked cabinet as soon as it was found and given back to the resident’s daughter on 10-13-24.



	Copy of Custom Field 1 (6): 1.	Had an inservice with PCG and Staff about the deficiency. The Physician’s Order Form (POF) dated 3/18/24 and the March, 2024 Medication Administration Record (MAR) were reviewed and compared. The discontinuance of the medications Risperidone and Dulcolax Suppository were both on 3/18/24 and both medications were made available until that date. Discussion of how we can indicate to the PCG and staff, Consultants reviewing the chart that a medication has been discontinued other than our present practice of ‘yellowing’ through the entire medication, date, times, and the instruction on how the medicine is given on the MAR was made. Informed PCG and staff that DOH Consultant suggested that a line will be drawn across the dates that such medication will not be given anymore from the date that the medication was discontinued to the end of the month. After the discussion, PCG and staff concurred that the drawing of the line across to indicate discontinuance of medication will be done in addition to ‘yellowing’ the entire medication, date, time and instruction as a second defense to prevent making further mistakes.
2.	PCG or the Substitute Caregiver on duty will check the resident’s chart of any resident coming back to the carehome from a doctor’s visit for any new physician’s orders especially on discontinued or new ordered medications. Discontinued medications will be noted on the current month MAR, drawing a line and indicating that it was discontinued and the date that the medication was discontinued written on the same line.
3.	The discontinued medication bottle will be removed from the resident’s medication bin as soon as the discontinued medication is noted on the Physician’s Order Form in the resident’s medical record. 
4.	Report any discrepancy to RN.



	Copy of Custom Field 1 (8): 
1.	Had an inservice with PCG and Staff about the deficiency. The Physician’s Order Form (POF) dated 9/4/24 and the September, 2024 Medication Administration Record (MAR) were reviewed and compared. The medications, Lactulose and Ipratropium-Albuterol Inhalation Solution were both discontinued on 9/4/24 and both medications were made available until said date. Discussion of how we can indicate to the PCG and staff, Consultants reviewing the chart that a medication has been discontinued was made. Reviewed present practice of ‘yellowing’ through the entire medication, date, times, and the instruction on how the medicine is given on the MAR to indicate that the medication has been discontinued. Informed PCG and staff that DOH Consultant suggested that a line will be drawn across the dates that such medication will not be given anymore from the date that the medication was discontinued to the end of the month. After the discussion, PCG and staff concurred that the drawing of the line across to indicate discontinuance of medication will be done in addition to ‘yellowing’ the entire medication, date, time, and instruction as a second defense to preventing making further mistakes.
2.	PCG or the Substitute Caregiver on duty will check the resident’s chart of any resident coming back to the carehome from a doctor’s visit for any new physician’s orders especially on discontinued or new ordered medications. Discontinued medications will be noted on the current month MAR, drawing a line and indicating that it was discontinued and the date that the medication was discontinued written on the same line. Fax machine will also be checked daily for any faxed PCP/APRN new or discontinued medication orders.
3.	Will continue current practice of the discontinued medication bottle be removed from the resident’s medication bin as soon as the discontinued medication is noted on the Physician’s Order Form found in the resident’s medical record. 
4.	Report any discrepancy to RN.




	Copy of Custom Field 1 (9): 
11-100.1-15 Medications. (e)

The deficiency was corrected. The Physician’s Order dated 12/11/23 and the consecutive physician’s orders up to the present were reviewed and found the mistake transcribing the medication, Metoprolol Succinate ER to the MAR. The transition from BID to QD was not transcribed correctly/accurately to the MAR, though the medication, Metoprolol Succinate ER was given only once a day in the morning as ordered. The MAR was corrected immediately to reflect the change from BID to QD.


	Copy of Custom Field 1 (10): 1.	Had an inservice with PCG and Staff. Discussed deficiency with emphasis on PCP’s medication order must always match the Medication Administration Record (MAR), and the label on the medication bottle. The new or renewed medication order especially if PCP/APRN/PA made changes on the med list shall be transcribed to MAR as soon as possible especially if medication bottle is already on hand. PCG or substitute caregiver will transcribe the medication on the MAR, noting changes if any; another staff will review MAR after transcribing, making sure that the physician’s med. order matches the MAR, and the label on the medication container.
This process will be followed and a must before and when pouring medications to hopefully catch the mistake.
2.	PCG or the Substitute caregiver will check the resident’s medical chart of any resident coming back to the carehome from a doctor’s visit for any new or discontinued medication orders. Any changes on the medication order written by the PCP will be transcribed to the MAR immediately, noting that the physician medication order, the labeled medication bottle and what is transcribed on the MAR are all the same. 
3.	RN or PCG will check all residents’ MAR before the 1st of every month against the last physician’s medication list to monitor for mistakes in transcribing medications to the MAR and make corrections/revisions as needed.
4.	 PCG or Substitute caregiver will randomly check the resident’s Medical Record for the last written medication order by PMD/APRN against the medication label and MAR at the end of every month and every 3 months to check for the completeness, accuracy, and presence of may be missed medication orders.
5.	Report any discrepancy to RN.

	Copy of Custom Field 1 (12): 1.	Had an inservice with PCG and Staff. Discussed deficiency with emphasis on PCP’s medication order must always match the Medication Administration Record (MAR), and the label on the medication bottle. The new or renewed medication order especially if PCP/APRN/PA made changes on the med list shall be transcribed to MAR as soon as possible especially if medication bottle is already on hand. PCG or substitute caregiver will transcribe the medication on the MAR, noting changes if any, another staff will review after transcribing, making sure that the physician’s order matches the MAR, and the label on the medication container.
This process will be a must especially before and when pouring medications to hopefully catch the mistake.
2.	PCG or the Substitute caregiver will check the resident’s medical chart of any resident coming back to the carehome from a doctor’s visit for any new or discontinued medication orders. Any changes on the medication order written by the PCP will be transcribed to the MAR immediately, noting that the physician medication order, the labeled medication bottle and what is transcribed on the MAR are all the same. 
3.	RN or PCG will check all residents’ MAR before the 1st of every month against the last physician’s medication list ordered to monitor for mistakes in transcribing medications to the MAR and make corrections/revisions as needed.
4.	 PCG or Substitute caregiver will randomly check the resident’s Medical Record for the last written medication order by PMD/APRN against the medication label and MAR at the end of every month and every 3 months to check for the completeness, accuracy, and presence of may be missed medication orders and initialing the MAR.
5.	Report any discrepancy to RN.

	Copy of Custom Field 1 (14): 1.	Had an inservice regarding the deficiency. The ‘Admission Checklist’ and the ‘Medication Administration Policy and Procedure’ were copied and distributed to every staff to read and review, familiarizing themselves to both the admission checklist and the medication administration policy and procedure. The policy was discussed extensively emphasizing the importance of all ordered medications for the new or readmit resident, most especially the initial medications list which is a must to be signed by the PCP or PA/APRN before admission and making them available to the resident. Any verbal, telephone and clarification orders should also be signed as soon as possible. 
2.	The RN or PCG will review all admission paperwork that accompanied the resident on admission; cross-checked against the Admission Checklist for the presence and completeness of the required paperwork to include but not limited to the signed medication list, Allergies, TB Clearance, etc.
3.	Once admission medication list is verified that it has been signed by PMD/PA/APRN, all medications in the med list will be cross-checked with the label of the medication bottles brought to the carehome by the resident, then all admission medications will be transcribed to the MAR of the new resident.
4.	Report any discrepancy to RN.



	Copy of Custom Field 1 (16): 1.	Had an inservice regarding the deficiency. PCG or Substitute caregiver bringing the resident for a follow-up doctor’s visit when medication list is being reviewed and renewed by the PCP, the caregiver who is with the resident should check and make sure that first, the med list is signed, secondly that all medications discussed, be it starting a new medication or medications being restarted should be written down as an order by the PCP and signed. 
PCG or substitute caregiver should verify if the medication that is being discontinued by the PCP is on the med list. Also, to check the Physician’s Order Form (POF) after the PCP review and sign the medication list for any discrepancy or omission of meds needing to be taken by the resident before leaving the office to clarify any discrepancies and to prevent unnecessary telephone orders for clarification.
2.	PCG or substitute caregiver will check the resident’s medication list in his/her medical chart of any resident coming back to the carehome from a doctor’s visit for any changes on the medication order written by the PCP. New medications orders will be noted and transcribed to the MAR immediately; discontinued meds will be removed from the MAR, noting that the physician medication order, the labeled medication bottle and what is transcribed on the MAR are all the same. Any verbal, telephone and clarification orders should also be signed as soon as possible. 
3.	The PCG or designated substitute will be checking the resident’s current medication list and should have an idea why a medication is being discontinued and possibly how long the resident was on that particular medication. In this case, the the medication Clomipramine was not effective in controlling resident’s severe anxiety and 
4.	Report any discrepancy to RN.

	Copy of Custom Field 1 (17): The deficiency was corrected. 

The medication list dated 9/6/24 that resident’s PMD reviewed and signed at the time of doctor’s visit which PMD ordered the Stool Softener Stimulant Plus after discussion with resident, son and PCG to be discontinued due to resident having loose stools often was forgotten by PMD to discontinue said medication. PCG brought medication list back to PMD to discontinue Stool Softener Stimulant Plus. PMD wrote “D/C” beside Stool Softener order and initialed it. Promethazine DM was also discontinued at this time. Physician’s Order Form dated 9/6/24 was placed back in the chart after PMD initialed discontinuance of Stool Softener.

	Copy of Custom Field 1 (18): 1.	Discussion done with PCG and staff with emphasis on the necessity of checking the MAR against the latest signed medication list to check for any changes like orders of discontinuance or if new orders have been written and noted. Caregivers should prioritize this as of high importance to do even at the beginning of every shift to prevent making mistakes or missing an order for discontinuance that the PMD forgot to write on the Physician’s Order Form when discussing and reviewing the resident’s medications on the last visit, as was in this case.
2.	PCG/substitute caregiver will check the resident’s MAR at the beginning of the shift regarding medications and treatments to be given during the shift, paying particular attention to any changes, new orders, or discontinued orders.  Also discussed extensively is the importance of change of shift report as is very crucial and essential to ensure continuity of resident care by transferring vital information about a resident’s status, treatment plan, and any recent changes  from the outgoing caregiver to the incoming one like the discontinuance of medication (Stool Softener Plus) that the substitute caregiver who brought resident to the PCP, heard the doctor verbally stated that he is going to discontinue the medication but forgot to write order. Thru report the caregiver can let the next shift know about the PMD’s intention to discontinue stool softener.  To notify PCG or RN for changes so can call the PCP to obtain a verbal or a telephone order. 
3.	PCG and assigned substitute caregiver will check weekly and randomly the resident’s Medical Record for the last written and signed medication list against the MAR and the prescribed medication label to check for the presence of may be missed medication orders and/or missing medication containers in the resident’s medication bin.
4.	Report any discrepancies to RN.

	Copy of Custom Field 1 (19): The deficiency was corrected. 

A new clarification order for the oral antibiotic, Azithromycin which was written approximately 2 days after resident was brought to Windward Urgent Care on a Physician’s Order Form for clarification of incomplete order was printed and brought to A. Miscovich, PA-C in the Windward Urgent Care for signing. PA-C who wrote the incomplete order was not working on that day of visit, so another PA-C signed the clarification order. Placed in medical chart post signing the order.

	Copy of Custom Field 1 (20): 1.	Inservice with PCG and staff regarding incomplete doctor’s orders: PCG and staff were handed a copy of the incomplete doctor’s order and a copy of a complete doctor’s order to familiarize themselves of the difference between the two and what would be missing. Discussed what comprises a complete doctor’s order which include but not limited to description of the medication, including the prescribed dosage; time, noting AM or PM; frequency of administration, method of administration; noting how long the medication is to be given if antibiotic, etc.
Re-emphasized to PCG and staff to familiarize themselves to be able to spot a physician’s complete written order right away so that if it is incomplete, one should be able to identify and have the PMD or APRN correct or complete the order right away. The PCG or staff should read/recheck the doctor’s order for the resident right away as soon as the PMD/APRN hands the order form to the caregiver of the new doctor’s order, during doctor’s visit. This will hopefully prevent an incomplete physician’s medication order.

2.	PCG or substitute caregiver bringing resident to the PCP’s visit will check/recheck the Medication List / new or renewed medications order before leaving the physician’s clinic to ensure accuracy and completeness of the medication order.

3.	PCG or substitute caregiver on duty will check the newly signed med list/new order for accuracy and check against MAR. PCG or substitute caregiver will randomly check the resident’s Medical Record for the last written medication order by PMD/APRN against the medication label and MAR at the end of every month and every 3 months to check for the presence of may be missed or incomplete medication orders.

4.	Notify any discrepancy to RN.

	Copy of Custom Field 1 (21): The deficiency was corrected.

A Physician’s order of Promethazine DM dated 4/26/24, deemed incomplete due to the missing indication of a PRN medication.

A new clarification order for the cough medication, Promethazine DM which was written approximately 2 days after resident was brought to Windward Urgent Care on a Physician’s Order Form for clarification of incomplete order was printed and brought to A. Miscovich, PA-C in the Windward Urgent Care for signing. PA-C who wrote the incomplete order was not working on that day of visit, so another PA-C signed the clarification order. Placed in medical chart post signing the order.

	Copy of Custom Field 1 (22): 1.	Inservice with PCG and staff regarding incomplete doctor’s orders: PCG and staff were handed a copy of the incomplete doctor’s order and a copy of a complete doctor’s order to familiarize themselves of the difference between the two and what would be missing. Discussed what comprises a complete doctor’s order which include but not limited to description of the medication, including the prescribed dosage; time, noting AM or PM; frequency of administration, method of administration; noting how long the medication is to be given if antibiotic, indication for PRN meds, etc.
Re-emphasized to PCG and staff to familiarize themselves to be able to spot a physician’s complete written order right away so that if it is incomplete, one should be able to identify and have the PMD or APRN correct or complete the order right away. The PCG or staff should read/recheck the doctor’s order for the resident right away as soon as the PMD/APRN hands the physician’s order form to the caregiver of the new doctor’s order, during doctor’s visit. This will hopefully prevent an incomplete physician’s medication order.

2.	PCG or substitute caregiver bringing resident to the PCP’s visit will check/recheck the Medication List / new or renewed medications order before leaving the physician’s clinic to ensure accuracy and completeness of the medication order.

3.	PCG or substitute caregiver on duty will check the newly signed med list/new order for accuracy and check against MAR. PCG or substitute caregiver will randomly check the resident’s Medical Record for the last written medication order by PMD/APRN against the medication label and MAR at the end of every month and every 3 months to check for the presence of may be missed or incomplete medication orders.

4.	Notify any discrepancy to RN.

	Copy of Custom Field 1 (24): 1.	Resident’s PMD was called on 5/3/24 to report resident’s status on recent URI and that resident has stopped coughing. Reviewed medications targeting on the cough medication, Benzonatate. Ordered during this conversation to discontinue Benzonatate and that a discontinuance order will come via faxed. The order to discontinue Benzonatate never came. A new order to discontinue Benzonatate faxed to PMD to be signed and faxed back. Discontinuance physician’s order form picked up from PMD’s office.

2.	Discussion done with PCG and staff with emphasis on the necessity of checking the MAR against the latest signed medication list to check for any changes like orders of discontinuance or if new orders have been written and noted. Caregivers should prioritize this as of high importance to do even at the beginning of every shift to prevent making mistakes or missing an order for discontinuance that the PMD forgot to write on the Physician’s Order Form when discussing and reviewing the resident’s medications on the last visit, as was in this case.
3.	PCG/substitute caregiver will check the resident’s MAR at the beginning of the shift regarding medications and treatments to be given during the shift, paying particular attention to any changes, new orders, or discontinued orders.  Also discussed extensively the importance of change of shift report as is very crucial and essential to ensure continuity of resident care by transferring vital information about a resident’s status, treatment plan, and any recent changes from the outgoing caregiver to the incoming staff like the discontinuance of medication (Benzonatate) that should have been faxed to PCG to discontinue the medication but PMD forgot to write order and fax to PCG. Thru report the caregiver can let the next shift know about the PMD’s new order to discontinue Benzonatate. To notify PCG or RN for changes so can call the PCP to obtain a verbal or a telephone order immediately as it is very necessary to have the doctor’s order on hand, which can be found in the resident’s medical chart. 
4.	PCG and assigned substitute caregiver will check weekly and randomly the resident’s Medical Record for the last written and signed medication list against the MAR and the prescribed medication label to check for the presence of may be missed medication orders and/or missing medication containers in the resident’s medication bin.
5.	Report any discrepancies to RN.
 

	Copy of Custom Field 1 (26): 1.	Had an inservice with PCG and Staff. Discussed extensively the importance and a must of having a signed Physician;s medication order before making any medication available to the resident. This will prevent any legal implications that may arise from not having the signed medication order before giving the medication. Reviewed HSL’s ‘Medication Administration Policy and Procedure’ focusing on Section C: Medication Administration/ MAR Completion, first paragraph which states: NOTE: All medications/treatments including over the counter medications, PRN medications, administered or self-administered MUST have a current physician order in place and must be entered on the MAR. The entry on the MAR MUST match the physician order; and the prescription label on the medication MUST match the order on the MAR.
2.	Staff to notify PCG / RN if there is no present signed physician order for any medication to be given or administered to the resident. After notification of the absence of signed medication order, PCG/RN shall then call the PCP or APRN in the doctor’s office to obtain one. Inform physician’s office that they can send signed medication order form via email or fax.
3.	PCG or substitute caregiver, whoever brings the resident to the PCP visit will check for any new medication order or refill order on the Physician’s Order Form before leaving the physician’s clinic to ensure the accuracy, completeness, and the presence of the signed medication order in the resident’s medical chart.
4.	PCG and assigned substitute caregiver will check weekly and randomly the resident’s Medical Record for the last written and signed medication list against the MAR and the prescribed medication label to check for the presence of may be missed medication orders and/or missing medication containers in the resident’s medication bin.

	Copy of Custom Field 1 (28): 1.	Education and re-training done to staff about the Medication Administration Record (MAR) its development and maintenance, completion; the importance of keeping it accurate and complete and most especially that all medication orders are signed by a physician/APRN before being transcribed to the MAR; making sure that the Physician’s order matches the MAR and the medication container label.
The ‘Medication Administration Policy and Procedure’ was reviewed focusing on what the MAR includes ie. Name of resident; month and year of the MAR; resident’s allergies; description of medication; method of administration; space for full signatures of any staff who will administer medications with their initials as an identifying code to be used in the completion of the MAR.
2.	Emphasized to staff how imperative it is to immediately chart that the medication has been given by initialing the proper space for the day and time on the MAR. Diazepam was being given PRN and was given as ordered but if it was not initialed on the MAR then it is considered not given and the MAR is incomplete.  Diazepam is a controlled substance and is of vital importance to chart immediately that the medication has been given by initialing the correct date and correct space to avoid errors. 
Document when giving PRN medication by initialing the box on the MAR on the date square the medication was given. Note on the progress notes the date, time, medication dose, reason for administering the medication and the subsequent results of the medication given, ie: resident no longer complaining of headache.
3.	Instructions to staff given that writing on a piece of paper that a medication was given instead of initialing on the MAR will not be allowed/tolerated at HSL. Staff will be written up for non-compliance of said rules. It is a must that staff follow the rules on how to complete the MAR.

	Copy of Custom Field 1 (30): 1.	Had an inservice with PCG and Staff regarding ‘Medication Administration/MAR Completion’ and “Medication Recordation.” Emphasized to staff, the importance that doctor’s order must always match the Medication Administration Record (MAR), the medication label’ and the signed medication list on the Physician Order Form. This process will be always followed during medication administration especially before and when pouring medications. Informed staff that it is imperative to sign off on the meds as soon as they are taken by the resident or administered to them. Each medication must be documented at the time of administration. For example, if 5 medications are administered by a med. trained staff to resident, must initial the MAR 5 times indicating that each medication has been administered, refused or unavailable. In this case, the medications were given but were not signed off as soon as the medications were administered making the resident’s MAR incomplete. (Annual Inspection Day) Staff encouraged to be mindful and focused during medication administration process.
2.	PCG/substitute caregiver will check the resident’s MAR at the beginning of the shift regarding medications and treatments to be given during the shift, paying particular attention to any changes, new orders, or discontinued orders.  Also discussed extensively the importance of change of shift report as is very crucial and essential to ensure continuity of resident care by transferring vital information about a resident’s medication status, treatment plan, and any recent changes from the outgoing caregiver to the incoming staff. The incoming caregiver shall check the MARs and will notify outgoing caregiver for incomplete MAR, ie. missing signatures/initials, etc. Should notify PCG or RN for changes so can call the PCP to obtain a verbal or a telephone order immediately as it is very necessary to have the doctor’s order on hand and signed.
3.	PCG and Night Shift Substitute caregiver will be in charged of checking all resident’s MAR (current) nightly to check the completeness or errors made on the MAR that day. Report any discrepancies to RN.

	Copy of Custom Field 1 (32): 1.	Had an inservice with PCG and Staff regarding ‘Medication Administration/MAR Completion’ and “Medication Recordation.” Emphasized to staff, the importance that doctor’s order must always match the Medication Administration Record (MAR), the medication label’ and the signed medication list on the Physician Order Form. This process will be always followed during medication administration especially before and when pouring medications. Informed staff that it is imperative to sign off on the meds as soon as they are taken by the resident or administered to them. Each medication must be documented at the time of administration. For example, if 5 medications are administered by a med. trained staff to resident, must initial the MAR 5 times indicating that each medication has been administered, refused or unavailable. In this case, the medications were given but were not signed off as soon as the medications were administered making the resident’s MAR incomplete. Staff encouraged to be mindful and focused during medication administration process.
2.	PCG/substitute caregiver will check the resident’s MAR at the beginning of the shift regarding medications and treatments to be given during the shift, paying particular attention to any changes, new orders, or discontinued orders.  Also discussed extensively the importance of change of shift report as is very crucial and essential to ensure continuity of resident care by transferring vital information about a resident’s medication status, treatment plan, and any recent changes from the outgoing caregiver to the incoming staff. The incoming caregiver shall check the MARs and will notify outgoing caregiver for incomplete MAR, ie. missing signatures/initials, etc. Should notify PCG or RN for changes so can call the PCP to obtain a verbal or a telephone order immediately as it is very necessary to have the doctor’s order on hand and signed.
3.	PCG and Night Shift Substitute caregiver will be in-charged of checking all resident’s MAR (current) nightly to check the completeness or errors made on the MAR that day. Report any discrepancies to RN.

	Copy of Custom Field 1 (34): 1.	Had an inservice with PCG and staff of deficiency. Open discussion on the importance of physical activities in the elderly population which would include Resident #1. Informed staff that physical activities are important because they help residents feel a sense of belonging, purpose, and independence. They can also help reduce loneliness and cognitive decline and improve sleep and physical activity. 
Residents at Hokulaki Senior Living are always encouraged to participate in activities as they are essential for preserving and enhancing one’s physical function and mobility. Most days when it is sunny out, residents are outside enjoying the plants and greeneries. They like participating in enjoyable interests and activities that increases their psychological well-being and boost physical and social well-being.
2.	PCG and Staff to follow resident’s personalized ‘Plan of Activities’ made especially for the resident daily.
3.	Remind residents of favorite planned activities the day before. Recruit a resident to lead the activities. Provide and give out small prizes to residents to enhance their participation. 

	Copy of Custom Field 1 (35): The deficiency has been corrected. Developed a personalized "Plan of Care and Activities" for resident #2.
	Copy of Custom Field 1 (36): 1.	Had an inservice with PCG and staff of deficiency. Developed a personalized “ Plan of Care and Activities” for Resident #2. Reminded PCG and staff that the “Plan of Activities” is a part of the admission paperwork of the resident, an integral part for the complete well-being of the resident. The importance of physical, mental and social activities in the elderly population which would include Resident #1 is critical.  Informed staff that physical activities are important because they help residents feel a sense of belonging, purpose, and independence. They can also help reduce loneliness and cognitive decline and improve sleep and physical activity. 
Residents at Hokulaki Senior Living are always encouraged to participate in activities as they are essential for preserving and enhancing one’s physical function and mobility. Most days when it is sunny out, residents are outside enjoying the plants and greeneries. They like participating in enjoyable interests and activities that increases their psychological well-being and boost physical and social growth and well-being.
2.	PCG and Staff to follow the routine and scheduled resident’s personalized ‘Plan of Activities’ made especially for the resident daily.
3.	Remind residents of favorite planned activities the day before. Recruit a resident to lead the activities. Provide and give out small prizes to residents to enhance their participation. 

	Copy of Custom Field 1 (37): 

The deficiency was corrected. Son of Resident #2, was reminded that it was Flu season, time of the year (October) to receive the required vaccinations for the elderly, the Influenza and Pneumococcal vaccines and other vaccines if not yet updated during the year. Son informed PCG that said vaccinations if can be deferred for later because of resident’s #2 new diagnoses of: heart murmur; Parkinson Disease-like symptoms; painful and limited movement and range of motion of right shoulder needing steroid injections and muscle pain and weakness around the surrounding area of right shoulder which is calling for Physical Therapy in the next couple of weeks or so. He assured PCG that he will bring his mother to receive the required vaccinations as soon as resident #2 gets better and at the discretion of the PCP or the orthopedic surgeon.
Resident #1’s son was also informed of the Flu season and the required vaccinations. Son reminded PCG that Dad has been refusing to take the Flu Shot. Resident #1 also refused to receive the Influenza vaccine in 2023. Forms attached.

	Copy of Custom Field 1 (38): 1.	Discussed the importance of the Flu shot and the pneumococcal vaccine of which both are very important for preventing serious illnesses and reducing risk of death. That is why it is necessary that families are reminded about the required vaccinations to give their consents for the vaccinations unless contraindicated.
2.	PCG and staff reviewed the ‘Admission Checklist’ that includes Immunization which is a part of the admission packet and reminded everyone that if the resident has had the required vaccinations, the forms should be present in the admission / readmission packet.
3.	If the vaccination reports are missing or not in the admission packet, PCG or substitute caregiver shall ask the resident’s POA or family representative if has had vaccinations in the past especially the Influenza and Pneumococcal immunizations. If not yet, PCG/Substitute caregiver’s priority will be to discuss missing immunization records with the resident, resident’s PCP on the next doctor’s visit and to the family representative. Resident may or may not receive the required vaccination depending on many factors including but not limited to the resident’s status; beliefs and would also be upon the discretion of the PCP to order immunizations for resident or not.
4.	To prevent another omission or oversight in the future, the admitting PCG will make sure that all paperwork to include immunization records will be thoroughly checked for its presence and completeness.
5.	RN will recheck all paperwork of new and/or readmitted residents thoroughly for completeness and no missing important forms after admission and during monthly review and charting

	Copy of Custom Field 1 (40): 1.	Reviewed ‘Admission Checklist’ which include but not limited to Physical Examination, 
2-Step TB Clearance which would conform with the current departmental policies, Level of Care, Self-Preservation, etc. Informed staff that the involved resident was in between PCP’s where the former PCP retired without the resident’s knowing after doing resident’s PE and other assessments. All the forms were sent to the former PCP but did not return ‘Admission Paperwork’ back to the carehome. Also sent a new set of PE forms to the incoming PCP but did not also return forms via fax or email as requested for them to do. Discussed and agreed between PCG and staff that in the future, there will be no admission of residents without the necessary paper work such as PE, 2-step TB Clearance, signed Medication list and others listed on the Admission List. PCG and substitute caregiver will thoroughly check the presence of all important and needed documents before the resident’s admission. 

2.	All records of documentation when signed and completed shall be placed in the resident’s medical record for review by the Department.
3.	The PCG or designated substitute will be checking the resident’s medical record for the presence, accurateness, and completeness of the documents initially done on admission and cross-checked against the Admission Checklist, then monthly thereafter during end-of-month charting. Report to RN for incomplete and missing records. 


	Copy of Custom Field 1 (42): 1.	Inservice with PCG and staff informing them that it is a must when admitting/readmitting or transferring a resident, that there must be a signed order for Diet, Medications or any form of treatment that accompanies the resident. All the records or documentations of Diet, Medications and treatments, evaluations and any pertinent information will be placed in the chart for immediate review by the Department.
2.	Diet orders shall be renewed and signed by the PCP/APRN every 6 months or sooner for any drastic changes in weight; difficulty chewing and swallowing, and episodes of choking. Will avail the assistance of the RD as needed. Documentation and records will be placed in the resident’s medical record.
3.	The PCG or designated substitute will be checking the resident’s medical record for the presence, accurateness, and completeness of the documents initially done on admission and cross-checked against the Admission Checklist, then monthly thereafter during end-of-month charting. Report to RN for incomplete and missing records. 

	Copy of Custom Field 1 (44): 1.	Inservice with PCG and staff informing them that it is a must when admitting/readmitting or transferring a resident, that there must be a signed order for Diet, Medications or any form of treatment that accompanies the resident. All the records or documentations of Diet, Medications and treatments, evaluations and any pertinent information will be placed in the chart for immediate review by the Department.
2.	Diet orders shall be renewed and signed by the PCP/APRN every 6 months or sooner for any drastic changes in weight; difficulty chewing and swallowing, and episodes of choking. Will avail the assistance of the RD as needed. Documentation and records will be placed in the resident’s medical record.
3.	The PCG or designated substitute will be checking the resident’s medical record for the presence, accurateness, and completeness of the documents initially done on admission and cross-checked against the Admission Checklist, then monthly thereafter during end-of-month charting. Report to RN for incomplete and missing records. 


	Copy of Custom Field 1 (46): 1.	Inservice with PCG and staff informing them that it is a must to maintain records written in the resident’s medical record weekly, monthly, and as necessary for transparency to the continuity of care for the resident. All records or documentations to include but not limited to: MARs, Progress Notes, Treatments, Diet, Activity, overall reactions to medications, evaluations of plan of care, etc. and any incidences that occurred must be completed right away. Side effects and effectiveness of medications shall be included in the documentation in the overall reactions to medications. An incident report will be made when an unexpected event occurs that causes injury, property damage to equipment, safety concerns or a “near miss” situation where harm could have occurred, even if no injury or damage was present and for any adverse reactions of medications on resident that is possibly related to a drug.
2.	That it is essential to monitor and report changes in a resident’s health condition and it is every staff’s responsibility to do so. Staff to know sign and symptoms of different common illnesses in the resident’s profile and should know what to watch for and report changes in the resident’s condition, document as necessary. To identify changes in the condition of a resident, the staff needs to understand what is normal (baseline) for the resident’s condition. Emphasized to staff that a change in condition may mean that the resident is at risk. Action can be taken only if changes are noticed and reported, the earlier the better. Changes that are not reported can lead to serious outcomes. All records documented and deemed done at that time should also be printed and placed in resident’s medical record immediately.
3.	The PCG or designated substitute will be checking the resident’s medical record for the presence, accurateness, and completeness of documents every week and month. PCG/Designated Staff will report to RN for incomplete and missing records.

	Copy of Custom Field 1 (48): 1.	Inservice with PCG and staff done. Discussed extensively the benefits of documenting a monthly progress report which include but not limited to: transparency and communication; early issue identification; decision-making support; accountability and risk management identification etc.
2.	It is essential to maintain records written in the resident’s medical record weekly, monthly, and as necessary for transparency to the continuity of care for the resident. All records or documentations to include but not limited to: MARs, Progress Notes, Treatments, Diet, Activity, overall reactions to medications, evaluations of plan of care, etc. and any incidences that occurred must be completed right away. Side effects and effectiveness of medications shall be included in the documentation in the overall reactions to medications.
3.	All records documented and deemed done at that time should also be printed and placed in resident’s medical record immediately.
4.	The PCG or designated substitute will be checking the resident’s medical record for the presence, accurateness, and completeness of documents every week and at the end of the month. PCG/Designated Staff will report to RN for incomplete and missing records.

	Copy of Custom Field 1 (50): 1.	Inservice with PCG and Staff done. Discussed importance of documentation of Special Diet Order outcome or resident’s response to the diet monthly or more often as indicated and appropriate. Resident’s nutritional documentation of a Special Diet order outcome or responses to the diet is crucial for ensuring proper nutritional care by providing a detailed record of a resident’s dietary intake, allowing the identification of potential nutritional deficiencies, monitor progress for interventions and make informed decisions regarding dietary modifications, ultimately contributing to improved health outcomes especially for the elderly with chronic illnesses. 
2.	Reviewed: Key points about the importance of nutritional documentation include but not limited to:
-	Early detection of malnutrition- identifying nutritional deficiencies
-	Personalize nutrition plans-accurate documentation enables the creation of tailored nutrition plans based on individual needs, medical condition, and dietary restrictions.
-	Continuity of care-regularly assessing changes in weight, dietary intake, and clinical parameters to evaluate the effectiveness of interventions
-	Monitoring progress-providing evidence for quality improvement
3.	Also reviewed resident’s “Nutrition Assessment and Progress Note,” nutritional recommendations by RD to improve nutritional health. Documentation will be done monthly in the ‘Monthly Progress Report.’ PCG /Designated Substitute caregiver will check for the presence of documentation monthly at the end of the month. The recommendations outcomes will also be included in the documentation.
4.	Random checks of documentation will be done by RN, PCG, or designated Substitute.

	Copy of Custom Field 1 (52): 1.	Inservice to PCG and Staff done. Discussed the importance of documenting the medications outcomes or response to the resident, especially to the side effects/adverse reactions and effectiveness of the medication. Documenting a resident’s response to medication is crucial for ensuring resident’s safety, facilitating effective communication between healthcare providers, identifying potential adverse reactions, monitoring treatment efficacy or effectiveness, and making informed decisions about future medication adjustments, all while minimizing the risk of medication errors and improving overall quality of care. Detailed medication documentation serves as a legal record, protecting healthcare providers and ensuring accountability in case of any complications or disputes.
2.	What to document when recording a resident’s response to medication: (reviewed)
      -Medication name and dosage
      -Time of administration
      -Observed side effects or adverse reactions
      -Resident’s subjective response to the medication (eg., pain relief, symptom improvement)
      -Any changes made to the medication regime 
3.	 Discussed Timing of Documentation:
              Medications shall be documented immediately after they are administered. Documenting at the 
              Time of administration reduces the potential for error and helps to ensure the most accurate
              documentation. It also reduces the likelihood of duplicate administration and may alert the PCG
              or caregiver to changes in the resident’s condition.
4.	PCG or designated substitute caregiver working in the night shift will be in-charged in checking and monitoring the MAR daily/nightly for completeness and accuracy; signed and initialed accurately by the staff designated to administer or making medications available to the resident. After administering medications, it is very important for the caregiver to ensure the medication had the intended outcome (ie. did the resident’s BP decrease after administering blood pressure medication?) All documentations will be written in the Nurse’s Progress notes.  
5.	Random checks of documentation will be done by RN, PCG, or designated Substitute and once monthly at the end of every month.

	Copy of Custom Field 1 (54): 1.	Inservice with PCG and staff done. Discussed the importance to maintain records written in the resident’s medical record weekly, monthly, and as necessary for transparency and for the continuity of care for the resident. All records or documentations to include but not limited to: MARs, Progress Notes, Treatments, Diet, Activity, overall reactions to medications, evaluations of plan of care, etc. and any incidences that occurred must be completed right away. Side effects and effectiveness of medications shall be included in the documentation in the overall reactions to medications. An incident report will be made by PCG when an unexpected event occurs or other unusual circumstances that causes injury, property damage to equipment, safety concerns or a “near miss” situation where harm could have occurred, even if no injury or damage was present and for any adverse reactions of medications on resident that is possibly related to a drug. 
2.	The incident report shall be made by the PCG or licensee under separate cover, and shall be made available to the Department and other authorized personnel.
3.	The PCG or designated substitute will be checking the resident’s medical record for the presence, accurateness, and completeness of documented Incident Reports every month. 
4.	PCG/Designated Staff will report to RN for incomplete and missing records.

	Copy of Custom Field 1 (56): 1.	Inservice with PCG and Staff done. Presented PCG and Staff with the new deficiency. Did question and answer session for a few minutes to know what happened and how it got into that situation. One problem was that BP readings that were high or low, repeated BPs taken but readings were not labeled as a ‘repeat’ or ‘double-checked,’ hence, so many different BP readings. To hopefully solve the problem, the logbook was eliminated and all BP readings will be logged into the computer directly as soon as feasible for the caregiver to input the data taken.
2.	Developed another ‘Daily Monitoring Flowsheet’ which has ‘Repeat’ columns for BP, HR, O2 Saturation and if need to record more BP readings, etc., these BP readings, date and time taken will be written in the back of the current Flowsheet for a fast review of all the BP readings taken.
3.	Multiple Considerations were also discussed to improve understanding and knowledge of Blood Pressure and what to monitor and document:
      -If taking multiple blood pressure readings, document all of them, especially if there is 
              significant variation. (Do not average readings) Label readings if from left or right upper
              arm.
      -When documenting high blood pressure, consider including additional details like resident’s 
              symptoms, lifestyle factors and any medications they are currently taking.
      -If having concerns about high blood pressure readings, report to PCG or RN as soon as
              possible and always so can consult with the resident’s doctor for further evaluation and
              guidance.
4.	Reviewed HSL’s ‘Protocol for Hypertension’ Policy: Care for the Resident with 
              Hypertension. 
5.	PCG and the Night Shift designated Substitute caregiver will check the day’s BP log for accuracy, 
                    and completeness and documentation if any.

	Copy of Custom Field 1 (57): The deficiency was corrected. The signed copy of the rate of services signed by resident’s son on 
resident’s admission on 4/7/23 was found in resident’s file under lock and key.

	Copy of Custom Field 1 (58): 1.	Created a file system where the above document is filed separately and labeled as such for easy access.
2.	Scanned signed document for another form of storage and back up.
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