Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Pascual’s CHAPTER 100.1
Address: Inspection Date: September 29, 2022 Annual
1521 Ala Iolani Place Honolulu, Hawaii 96819

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) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b}(1)(I) PART 1

Application.

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter.
The following shall accompany the application:

Documented evidence stating that the licensee, primary
care giver, family members living in the ARCH or
expanded ARCH that have access to the ARCH or
expanded ARCH, and substitute care givers have no prior
felony or abuse convictions in a court of law;

FINDINGS

Primary Care Giver (PCG), Substitute Care Giver
(SCGH1, & SCGH#2- No evidence of fieldprint background
check

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-3 Licensing. (b)(1)(I)
Application.

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter. The
following shall accompany the application:

Documented evidence stating that the licensee, primary care
giver, family members living in the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse
convictions in a court of law;

FINDINGS
Primary Care Giver (PCG), Substitute Care Giver (SCG)#1,
& SCGH2- No evidence of fieldprint background check

PART 2
FUTURE PLAN

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

I have obtained a Care giver Certification Tracking
Sheet which includes all annual clearances. I will refer
to this tool quarterly to help me keep track of PCG’s
and SCG’s annual clearances.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1

(a)

All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
SCG#2 — No annual physical exam (PE) available for
review

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

SCG #2’s Physical exam was obtained and is now
available in the record.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
SCG#2 — No annual physical exam (PE) available for
review

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

I have obtained a Care giver Certification Tracking
Sheet which includes all annual clearances. I will refer
to this tool quarterly to help me keep track of PCG’s
and SCG’s annual clearances.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1

(b)

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
SCG#2 — No annual tuberculosis clearance available for

review

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

SCG#2 has current TB results and they are located in
the care home binder.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-160.1-9 Personnel, staffing and family requirements.
(b)

All individuals who cither reside or provide care or services
to residents in the Type I ARCH shail have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
SCG#2 — No annual tuberculosis clearance available for
review

PART 2
FUTURE PLAN

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

I have obtained a Care giver Certification Tracking
Sheet which includes all annual clearances. I will refer
to this tool quarterly to help me keep track of PCG’s
and SCG’s annual clearances.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(e)(3)

The substitute care giver who provides coverage for a period
less than four hours shatl:

Be currently certified in first aid;

FINDINGS
SCG#2 — No current 1st Aid Certification

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

SCG#2 has current 1% aid certification and it is
available in the care home binder.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)(3)
The substitute care giver who provides coverage for a penod FUTURE PLAN

less than four hours shall:
Be currently certified in first aid;

FINDINGS
SCG#2 — No current 1st Aid Certification

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

I have obtained a Care giver Certification Tracking
Sheet which includes all annual clearances. I will refer
to this tool quarterly to help me keep track of PCG’s
and SCG’s annual clearances.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1

(1)

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection () shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
SCG#2 — No evidence of current CPR Certification

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

SCG#2 has current CPR certification and evidence is
in the care home binder.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
H(1)
The substitute care giver who provides coverage for a period FUTURE PLAN

greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
SCG#2 — No evidence of current CPR. Certification

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

IT DOESN’T HAPPEN AGAIN?

I have obtained a Care giver Certification Tracking
Sheet which includes all annual clearances. I will refer
to this tool quarterly to help me keep track of PCG’s

and SCG’s annual clearances.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$§11-100.1-9 Personnel, staffing and family requirements. PART 1

(e)(4)
The substitute care giver who provides coverage for a period
less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS
SCG#2 — No PCG training available for review

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

SCG#2 has been trained by the PCG and
documentation is available in the record.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

DX | §11-100.1-9 Personnel, staffing and family requirements. PART 2

(eX4)

The substitute care giver who provides coverage for a period

less than four hours shall: ) FUTURE PLAN

Be trained by the primary care giver to make prescribed USE THIS SPACE TO EXPLAIN YOUR FUTURE

medications available to residents and properly record such PLAN: WHAT WILL YOU DO TO ENSURE THAT

action. IT DOESN’T HAPPEN AGAIN?

FINDINGS

SCG#2 — No PCG training available for review

I have obtained a Care giver Certification Tracking
Sheet which includes all annual clearances. I will refer
to this tool quarterly to help me keep track of PCG’s
and SCG’s annual clearances.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (i)

Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS

Resident #1 — GI specialist recommended client be on a high
fiber diet. Resident still on a regular diet. Need MD
clarification.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Diet was clarified on 6/21/22. Client will remain on
regular diet.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nuirition. (i) PART 2
Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually :?;ned by the resident’s FUTURE PLAN
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTURE
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT
obtained during the next office visit. IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1 — Gl specialist recommended client be on a high
fiber diet. Resident still on a regular diet. Need MD
clarification.
To prevent this from happening again, I will use the
OHCA Physical Exam form annually which has a spot
for entering a diet. I will have SCG double check the
physical exam for completeness.
s
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$11-100.1-23 Physical environment. (g){(3XI) PART 1

Fire prevention protection.

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Each resident of a Type I home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type I home provided that either:

FINDINGS

Resident #1 — Annual PE says client’s self-preserving,
however, client is legally blind and needs human assistance
to self-preserve and therefore is non-self-preserving. Needs
MD clarification.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

ﬂlé_fd.o_,cf;' L r ew%}ér\_‘

j{, fw;i_ i‘jim éf‘M
O reAffec] QCCLr:

%?Z”np& -5664 fﬂé’l’ pecf

VA

LN

on !}

3.93. 34

16

?3



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3){I) PART 2
Fire prevention protection.
FUTURE PLAN

Type I ARCHs shali be in compliance with, but not limited
to, the following provisions:

Each resident of a Type I home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type I home provided that either:

FINDINGS

Resident #1 — Annual PE says client’s self-preserving,
however, client is legally blind and needs human assistance
to self-preserve and therefore is non-self-preserving, Needs
MD clarification.

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

To prevent this from happening again, I will use the
Physician Evaluation Form from the Developmental
disabilities division annually which has a spot for
selecting self-preservation. I will double check this
form prior to leaving the physician’s office to check
for accuracy and completeness.

.’\3
I

17




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
$11-100.1-19 Resident accounts. (d) PART 1

An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of
resident's possessions.

FINDINGS
Resident #1 - The last time resident’s possessions were
updated was 2018.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Resident’s possession list was updated for 2022 and is
available in the resident’s record.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-19 Resident accounts. (d) PART 2
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, includin
receipts for expenditures,rz)md a curre%lt in%entory of ® FUTURE PLAN
resident’s possessions.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #1 - The last time resident’s possessions were IT DOESN’T HAPPEN AGAIN?
updated was 2018.

To prevent this from happening again, every year, I

will look back at my old deficiencies to make sure I am
not repeating any deficiencies.
oo
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Licensee’s/Administrator’s Signature: ( p 7040-@“1/6
Print Name: ~TR/NA_[2 Brscual_

Date: ﬁaﬂﬁaﬁ\ &‘?] ?2 ?‘j
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Licensee’s/Administrator’s Signature: %T‘; W’ PM
PrintName:"TRfNA— P. %@‘{ﬁhl—\,
Date: L/Mn.@ /(f / (;0}3
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