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Office of Health Care Assurance 
 

State Licensing Section  
 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 
 
 

Facility’s Name: Gelacio Care Home 
 
 
 

CHAPTER 100.1 

Address: 1746 Ala Aolani Place, Honolulu, Hawaii 96819 
 
 
 

Inspection Date: October 3, 2023 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) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE, 

WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 
 

Completion 
Date 

 §11-100.1-15  Medications. (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- Vitamin B 12 drops was ordered by physician 
on 5/2/23, but MAR indicated Vitamin B 12 tablets.  

PART 1 
 

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 

 §11-100.1-15  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- Vitamin B 12 drops was ordered by physician 
on 5/2/23, but MAR indicated Vitamin B 12 tablets. 

PART 2 
 

FUTURE PLAN 
 

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

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 
 

Completion 
Date 

 §11-100.1-81  Minimum structural requirements.  (b)  
All signaling devices shall be approved by the department 
and installed at bedside, in bathrooms, toilet rooms, and 
other areas where expanded ARCH residents may be left 
alone.  All such signaling devices shall be approved by the 
department.  In expanded ARCHs where the primary care 
giver and expanded ARCH residents do not reside on the 
same floor or when other signaling mechanisms are deemed 
inadequate, electronic signaling systems shall be installed. 
 
FINDINGS 
Resident #1 and Resident #2- No working electronic 
signaling devices observed.  
 
Primary care giver (PCG) corrected at the time of 
inspection.  

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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 §11-100.1-81  Minimum structural requirements.  (b)  
All signaling devices shall be approved by the department 
and installed at bedside, in bathrooms, toilet rooms, and 
other areas where expanded ARCH residents may be left 
alone.  All such signaling devices shall be approved by the 
department.  In expanded ARCHs where the primary care 
giver and expanded ARCH residents do not reside on the 
same floor or when other signaling mechanisms are deemed 
inadequate, electronic signaling systems shall be installed. 
 
FINDINGS 
Resident #1 and Resident #2- No working electronic 
signaling devices observed.  
 
Primary care giver (PCG) corrected at the time of 
inspection. 

PART 2 
 

FUTURE PLAN 
 

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

IT DOESN’T HAPPEN AGAIN? 
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 §11-100.1-86  Fire safety.  (a)(3)  
A Type I expanded ARCH shall be in compliance with 
existing fire safety standards for a Type I ARCH, as 
provided in section 11-100.1-23(b), and the following: 
 
Fire drills shall be conducted and documented at least 
monthly under varied conditions and times of day; 
 
FINDINGS 
No time was documented for fire drill dated 9/30/23.  
 
PCG corrected at the time of inspection.  

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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 §11-100.1-86  Fire safety.  (a)(3)  
A Type I expanded ARCH shall be in compliance with 
existing fire safety standards for a Type I ARCH, as 
provided in section 11-100.1-23(b), and the following: 
 
Fire drills shall be conducted and documented at least 
monthly under varied conditions and times of day; 
 
FINDINGS 
No time was documented for fire drill dated 9/30/23.  
 
PCG corrected at the time of inspection. 

PART 2 
 

FUTURE PLAN 
 

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

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 
 

Completion 
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 §11-100.1-87  Personal care services.  (c)(3) 
The primary care giver shall, in coordination with the case 
manager, make arrangements for each expanded ARCH 
resident to have: 
 
Visits to the physician every four months or more frequently 
to ensure adequate medical supervision. 
 
FINDINGS 
Resident #1- No documented physician visits between 
10/31/22 and 5/2/23.  

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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 §11-100.1-87  Personal care services.  (c)(3) 
The primary care giver shall, in coordination with the case 
manager, make arrangements for each expanded ARCH 
resident to have: 
 
Visits to the physician every four months or more frequently 
to ensure adequate medical supervision. 
 
FINDINGS 
Resident #1- No documented physician visits between 
10/31/22 and 5/2/23. 

PART 2 
 

FUTURE PLAN 
 

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

IT DOESN’T HAPPEN AGAIN? 
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Licensee’s/Administrator’s Signature: X

 
Print Name:  

Date:  
 

 


