Oftfice of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: CHAPTER %0 |
Hi'olani Assisted Living Center at Kahala Nui

Address: [nspection Date: February 18 & 19, 2025 Annual

4389 Malia Street, Honolulu, Hawaii 96821

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) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) e " PLAN OF CORRECTION | Completion
. N N . oo Date
PET-90-8 Range of services () iPART 1 t
; Servive plan, i
Aservice plan shall be developed and tolloswed tor cach I i

resident vonsistent with the resident's unique physical.
psyehological. and social needs. wlong with recognition of
that resident's capablines i preterences. Hie plan shall
iclude awriien deseripuion of what services will be :
provided. who will provide the services when the seryvices
sli be provided, hovw otten servioes wilt be prosded. and
the evpected vuteonie Fach resident shail setisely

participate n the deselopment of the serywee plan v the ‘ Correcting th e deficien Cy ‘

Caient puossible:
apINGS | after-the-fact is not
[ Residen 1 Uable o sertty whether the tollowing

L services treatments were provided due w missing mials on } practical/appropriate. F()r

e clectronie Treatment Administration Record 1e 3 AR |

e Behavior monitor tnoe shittion 2 1125 and -~ this deﬁciency’ Only a future

'1"!'!-;

+  Ambulation evers 4 hours b safe w do soon : plan is req u ired'

2H25and 212 25

e CPAParnighton 2 225

s Side etfects of psschotropic wse on 2 12 23

Resident =2 - Unable to vertty whether the loliowing
seryices treatments were prov ded due o missing imtials on
the ol AR
o ANonidtorine of Roinner tower leg open area at 2100
o 2725 20 A and 201225

e Aloniworpamon 2 11 25 and 242 23

o Give 360 mlevers med pass at 0300 on 2 12 25

i
‘[ e ANdontor aid ingahe ac 0300 on 2 12 25
|
\
|
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TRULES (CRITERIA)

ST-H-8 Range of services tad )

service plan.

Lservive plan shall be developed and tollowed for cach

restdent cotsistent sith the resident's unigue phy sical,

ey chological., and social necds atong with recognition ot

that ressdent's capabitities and preterences. The plan shall

svchede aowritten desermpii ot what serviees will he

prosaded. wheowall provide the services, when the services
sl bre provided. how olien seryices will be prosaded. and

the expected oatcome. Fach resident shall actively

partcipate i the deselopment ot the sersiee plan 1o the

extent possible:

FINDINGS
I Unable o verits wwhether the toliowing

Residem

services redtiments were provided due o missing nmoals on

Pl clectronic Treatment ddmunistration Revord (e b AR Y

Behas ior monmitor tnoc shiftbon 2 11 25 and

A RIS

Ymbulation every 4 hours 1 sake wdo soan

2P 2aand 212 28
AP atmightan 212 23

Side vftects of pachotropic

wseam 212 2s

Resident =2 - U nable to verity whether the foltow my

the ol VI

Monitormg of K ouiner Jower feg open arca at 2

Soserviees trestinents were provided due oo missime imtials on

an DTS 20 25 and 22 2

Monitor painon 2 11 25 and 212 258

Give So0 mlevery med pass at 03506 on 2 12 05
Monitor Nusd intihe ot 0300 on 2 {2024
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l) l‘fx I'\'—( )F (,‘ )lm«:(']ﬁi )——!q--—___
CPART?

FUTURE PEAN

USE THIS SPACE TO EXPLAIN YOUR FUTURF
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FT DOESNT HAPPEN AGAINY

Resident 1 and 2 charts were reviewed to make sure treatments
have been done and charted on NOC.

Residents residing in the facility have the potential to be
affected. Random chart reviews are done to make sure
treatments being done on resident during NOC, day and evening
shift,

ADON/Designee re-educated Licensed Nurses on 3/13/25, and on
an ongoing basis, regarding charting on and during shift.

ADON/Designee will audit 3 resident charts 4 weekly and
monthly for 4 months to verify that treatments being done on
NOC shift. ADON/Designee will report significant findings and
imptement additional interventions as needed.
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T RULES (CRITERIA)

SHE0-8 Runge of senviees. fall )
Seny e plas,

Vservive plan shall be developed and tollowed Tor cach
resident consistent with the vesident’s unique physical.

pay chologicat anit social needs. along with recognition ol
that resident's capabihines and preferences, e plan shali
mclude wwritten deseription of what serices widl be

oL tded. who will oA ide the seryives, when the STV IO
will be provided. how afien services witl be prosided. and
the expected outcome Fach restdent shall activeh
parcindte i the deselopment of the service plat w the

eIl possthie:

FINDINGS

Roestdent =7 Soavadable supply o adinimister PR
medication Nitroghy cerin for chest pain

Fhe serviee plan mdicates that the resident s toally
dependent o edications, including requesting relifls Trom

the phadmacs

" PLAN OF CORRECTION
PART |

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL UGS HOW YOU
CORRECTED THE DEFICIENCY

Residents #2 medication Nitroglycerin was discontinued by MD
on 2/19/25.

{ Com !'ilL'ti;;ll i
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RULES (CRITERIA)
NIEIE Rittize ol seryices (@l )
Servive pling,

Vservive plan <hall be developed and fallowed for cach
resident consistent witly the resident's unigue phy sical.
pavchological. and sociad needs. alonyg with recognition of
that resident's capabilities and preferences. The plan shall
inchude a written deseription of sl sevyices will be

piovided swho wilk provade the services, when the services
will be provided. hos atten services will be prosided. ang

the eapeeted cutcome Fach resident shadl activeny
! pairticipate i the deselopment of the service plan 1o the

| estent possible:

J

| EINDINGS

' Resident =2 Necavailuble suppiy toadisinister IS

I medicanon Nirrog v eerin for chest pan,

| Fheservice plan mdicates that Ui resident s moalty

' deperdent onemedications, includisre requesting refilis from
Dl phanacy

PLAN OF CORRECTION
PART 2

FUTLRE PLLAN

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

FF DOESN"T HAPPEN AGAIN?

Residents residing in the facility with PRN medications have the

potential to be affected.

ADON/Designee re-educated Licensed Nurses on 3/13/25, and on

anongoing basis, regarding the use of PRN medication order
supply and administration. LN’s to clarify with MD and
document as appropriate.

ADON/Designee will audit alt new PRN medications every 3
months to verify that medications supply were identified,
reported, and addressed timely. LNs will report significant
findings to to evaluate the effectiveness of the plan based on
trends identified and implement additional interventions as
needed.

'

Dare

| 4217
I
1

Completion !




 RULES (CRITERIA)

Services,
Phe assisted Tiving facities shall have policies und
procedures relating o medicatons w mciude but not he

Fnted (o

Adiinstration of medication:

ol he faciling shadb provide and implement policies and
Fpracedures which assure that all medications adnyinstered
by the faeihiny are reviowed at Jeast onee everny 90 days by a
oreesstered purse or physician. and s mocomplianee with

i applicabie state fwws o wdnunstrati e rules.

FINDINGS
Vo expired t8 20241 supply of Freet Laxative Gheenn

i
I
I
|
!
|
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| ird Doormedication room
|
i
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suppositories was noted inthe medication refriserator on thye

PLAN OF CORRECTION
PART T

DID YOU CORRECT THIE DEFICHINCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Residents expired medication were disposed of immediately. In
house review of all refrigerators.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-90-8 Range of services. (b)(3)}B)(ii) PART 2
Services,
FUTURE PLAN 05/21/2025

The assisted living facility shall have policies and
procedures relating to medications to include but not be
limited to:

Administration of medication:

The facility shall provide and implement policies and
procedures which assure that all medications administered
by the facility are reviewed at least once every 90 days by a
registered nurse or physician, and is in compliance with
applicable state laws and administrative rules.

FINDINGS

An expired (8/2024) supply of Fleet Laxative Glycerin
suppositories was noted in the medication refrigerator on the
3rd floor medication room.

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

IT DOESN’T HAPPEN AGAIN?

1.Residents expired medication were disposed of
immediately. In house review of all refrigerators.
2.Residents residing in the facility with as needed
medications have the potential to be affected.
Audit of medications in refrigerators quarterly
and signature sheet by LN.

3.ADON/Designee re-educated Licensed Nurses
on 3/13/25, and on an ongoing basis, regarding
expired medications in med cart, med rooms and
refrigerators.

4. ADON/Designee will audit all refrigerators for
expired medications every 3 months.
ADON/Designee will audit signature sheets done
by LN and implement additional interventions as
needed.

5.Compliance will be achieved by: 3/15/25.
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Michael Brogan

Licensee s Adminisiaton’ s Signaure:
Print Name:

/2172025
[ rae: 03_’_ __1’ 202



Licensee’s/Administrator’s Signature:

Print Name:
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Michael Brogan

Date

05/21/2025




