Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Pascual, Marissa G. CHAPTER 100.1
Address: Inspection Date: March 9, 2023 Annual
45-220 Namoku Street, Kaneohe, Hawaii 96744

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.



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 iliness 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 — Response to medications, diet, and activities
not documented for the month of February (2023).

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
§11-100.1-17 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 ail IT DOESN'’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs; N : .
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-88 Case management qualifications and PART 1

services. (c)(2)

Case management services for each expanded ARCH RRE 9

resident shall be chosen by the resident, resident's family or ww

surrogate in collaboration with the primary care giver and

physician or APRN. The case manager shall: USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY .

Develop an interim care plan for the expanded ARCH q|w»

resident within forty eight hours of admission to the 7 NETES

expanded ARCH and a care plan within seven days of = P\L QQ( 'M ‘ was 0‘/\ w Séd

admission. The care plan shall be based on a L 0wer ‘H~b l)‘/w)\p

comprehensive assessment of the expanded ARCH

resident’s needs and shall address the medical, nursing, w ¢ P’(_,V‘l w2 ~,(,L rele C‘M\‘\' $ Cﬁm?l‘ eheni

social, mental, behavioral, recreational, dental, emergency y ( ol L5/

care, nutritional, spiritual, rehabilitative needs of the oL8SL QQ m "4’\"" ’{"” ﬂ t ‘\’W

resident and any other specific need of the resident. This ﬁ'\b g S N C/m ? (4//\.

plan shall identify all services to be provided to the . d 4’

expanded ARCH resident and shall include, but not be - Cue Q ‘F’V S festdwnte

limited to, treatment and medication orders of the expanded / p

ARCH resident’s physician or APRN, measurable goals V}‘ WewSU ad Ql s h\/’\ a V;) A X \4‘

and outcomes for the expanded ARCH resident; specific e

procedures for intervention or services required to meet the h w m Wi

expanded ARCH resident’s needs; and the names of S V\J7§ 4\ ‘k’v\ “'(, C;w;, q vp§ b +

persons required to perform interventions or services W\UM{, M M\J a

required by the expanded ARCH resident; (/\)( 9( M M ‘)14/,\, S

w

FINDINGS

Resident #1 — Care plan did not address resident’s =

increased assistance with ADL’s (moderate to max assist) "

as noted in case manager’s comprehensive assessment
dated 2/9/23.




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

resident shall be chosen by the resident, resident's family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

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

FINDINGS

lesident #1 — Care plan did not address resident’s increased
¢ ssistance with ADL’s (moderate to max assist) as noted in
(ase manager’s comprehensive assessment dated 2/9/23.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensec ’s/Administrator’s Signature: WN/L w%‘ P .

printName: MARIGSA & PASCUAL
Date: 7"“7’ ]'707"5




