Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Veronica Esteban Care Home CHAPTER 100.1

Address: Inspection Date: January 17,2024 Annual

1342 Kamehameha I'Y Road, 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 PER HAR 11-100.1-
3(e)(2). IV ITISNOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
BE POSTED ONLINE. WITHOUT YOUR RESPONSE. ~N

£ A £
FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLLAN OF CORRECTION COULD- Rl* QUI I'"EV

REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3). a2
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RULES (CRITERIA) PLAN OF CORRECTION

Completion
Date
S11-10001-3 Licensing, (b3 IxD PART |
Application.
7 ~ ~ ] a Rl ~1 I AV ]
In order to abtain a license. the applicant shall apply to the DID YOU CORRECT THE DEFICIENCY:
director upon forms provided by the department and shall

provide any information required by the department Lo USE THIS SPACE TO TELL US HOW YOU
demonstrate that the applicant and the ARCH or expanded

CORRECTED THE DEFICIENCY
ARCH have met all of the requiremnents of this chapter.

The following shall accompany the application:

Documented evidence stating that the fieensee, prinsan Yes, cotrected. SCG and 1 followed the online Fieldprint instructions and

are giver. family members living i the ARCH or o : . ¢
carc giver. fumily members Living it the ARCH o went to appointment. Filed the green light document resulls in administrator
expanded ARCH tivrt have access (o the ARCH or ARCH folder L - S I adaministratol
expanded ARCHL and substitwie care givers have no prior olderon 1/22/2024.
felony or abuse convictions ina conrt of law:

FINDINGS

! E
' ob L i{’)_h"L-
Primary care giver: No documented evidence of Ficldprin '
background check.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100 1-3 Licensing, (bW Ix 1) . PART 2
Apphication
In order 1o obtain a heense, the applicant shall apply o tle FUTURE PLAN
dircctor upon fors provided by the department and shall
provide any imlformation required by the department 10 USE THIS SPACE TO EXPLAIN YOUR FUTURE

demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT

ARCH have met all of the requirements of this chapter. The IT DOFESN’T HAPPEN AGAIN?
following shall acconmpany the application:

Documented cvidence stating that the licensee, pnmary care
giver. family mewmbers iiving i dhe ARCH or expanded
ARCH that have access 10 the ARCH or expanded ARCH.

and substitute care givers have no prior [elony or abuse I will ensure this won’Chappen again by laking these steps:

convictions i a court of Tuw: 1. Calendar reminders: to schedule appointments for all staff, a month betore
] expiration date for 2025 and 2027.

FINDINGS P e o . o . —

Primany. care siver: No documented evidence of Ficldprint 2. To create and file all documents in my ARCH Administration white hinder-.

background check 3. Tologthe appointment date and time on the paper calendar and on my

phonce calendar.
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RULLES (CRITERIA) PLAN OF CORRECTION Completion

Date
ST1-100.1-3 Liccnsing (bl

PART I
Application.

[ order to obtim o license. the apphicant shall apply 1o the DID YOU CORRECT THE DEFICIENCY?
dircctor upon lorms provided by the departinent and shatl
provide any mlormation required by the departient 1o
demonstrate that the applicant and the ARCH or expanded
ARCH have met all ol the requirements of this chapter. The
following shall accompany the appheation:

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Documented evidence stating that the hicensee. primany care

giver. family members living in the ARCH or expanded

ARCH that have access to the ARCH or expanded ARCH, . . e . ) .

and substituie care sivers have 1o prior M(in_\ or ibuse Yes, cort ectec'i. 5CGand | followed the online Fieldprint instructions and

convictions in i court of Ly went Lo appointment, Filed the green light document resulls in administrator
ARCH folder on 1/22/2024.

FINDINGS

Substitute care gnver #1° No documented evidence of

Ficldprint back ground check.
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RULES (CRITERIA)

PLAN OF CORRECTION " Completion
Date

SHI-100.1-3 Licensing. (Y1) 1)
Applhication.

In order to obtain a license. the applicant shall apply 10 the
director upon forms provided by the department and shail
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 ARCIE
and substitute care givers have no prior telony or ahuse
convictions in a court of law:

FINDINGS
Substitute care giver #1: No documented evidence ol
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?




RULES (CRITERIA)

PLAN OF CORRECTION

! (.’Ompletinnj‘
Date |

§1E-100.1-3 Licensing. (b)Y} 1)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 ARCIH or expanded

ARCH have met all of the requirements of this chapter. The

fotlowing shall accompany the application:

Documented evidence stating that the licensee. primary care
giver. family members living in the ARCIT or expanded
ARCH that have access 10 the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse
convictions in a court of law:

FINDINGS
Substitute care giver 42: No documented evidence ol
Fieldprint background check.

DID YOU CORRECT THE DEFICIENCY?

PART 1

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

§)



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

SHI-100 1-3 Licensing. (bx XD
Application.

In order 1o obtain a license. the applicant shall apphy 1o the
dircctor upon tors provded by the department and shalt
provide amy infonuation required by the deparunent 1o
demonstrate that the apphicint and the ARCH or expanded
ARCH have met all ol the requirements of this chapier. The
following shall accompany the application:

Documented evidence stating that the licensce. prinsn e
giver. fantily members living m the ARCH or expanded
ARCH that have access o the ARCH or expanded ARCHL
and substitute care givers have no prior felony or abuse
convichions i court of aw:

FINDINGS
Substitute cire giver #2° No docunmented evidenee of
Ficldprint background check.

PART 2

FUTURE P1LAN

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

expiration date for 2025 and 2027.

and on her phone calendar.

I'will ensure this won't happen again by taking these steps:
Calendar reminders: o schedule appointments for all stafl, a month before

Io create and file all documents in my ARCH Administration white binder.
Fo have the SCG put the appointment date and time on the

paper calendar
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RULES (CRITERIA)

PLAN OF CORRECTION

Al individuals who cither reside or provide care or scrvices
to residents in the Tyvpe [ ARCH. shall have documented
evidence that they have been exanined by a phy sician prior
o their Orst contact with the residents of the Type I ARCH.
and therealter sl be examined by o physictan anmally | 1o
certify that they are free ol infectious disciscs,

FINDINGS

Resident #2- No documented evidence of anmaal phy sical
cxam,

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Completion
Date
$11-10001-9 Persomel. stafling and Gnnly requirciments, PART I
()

Yes, corrected. Resident #2 Resident went to his PE appointment at KKV
Clinicon March 6, 2024. The signed PL is tiled in resident’s green binder.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

SHI-1001-9 Personnel, staffing and fmily requircments.
()

Allmdividuals who cither reside or provide care or services
to residents in the Type T ARCH. shall have doecumented
cvidence that they have been examined by a phy sician prior
to therr first contact with the residents of the Tvpe [ ARCH.
ang therealter shall be exannned by o physician anonually. 1w
certfly that they are fiee of mlectious discases,

FINDINGS
Resident #2° No documented evidence of annual physical
oxam.

PART 2

FUTURE PLAN

L'SE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
I'T DOESN'T HAPPEN AGAIN?

Steps to ensure this will not happen again:

1. Calendar reminders to schedule an appointment 3 months beflore the

expiration date.

2. To write down the appointment date and time on the paper calendar,

residents chart,
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RULES (CRITERIA)

ST-1006-9 Personnct, staffing and famils requirciments,

PLAN OF CORRECTION

Completion

(h)
All individuaks who cither reside or provide carc or services
1o residents inthe Type | ARCH shatl have docuniented
cvidence of an nital and anmual iberenlosis clearnge,

FINDINGS

Resident #1; No documented evidence ol annual
berculosis clearmnee

PART |

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

Yes, corrected. Resident #1 went to the clinic for his TB and on
January 19, 2024. Received his document, marked Negative on
his TB form and it's filed in his resident’s green binder.

Date
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RULES (CRITERIA)

SUI-100.1-9 Personned, stalling and fnuly requirements.
(b)

PLAN OF CORRECTION

Completion
Date

All individuals who cither reside or provide Ciue or Services
(o residents in the Type T ARCH shall have documented
evidence of an initaland anmiat tubereulosis clearance.
FINDINGS

Resident #1: No docwuented evidence of ammual
tubcreulosis clearancy.

Ste
l.

PART 2

FUTURE PLAN

IT DOESN'T HAPPEN AGAIN?

ps to ensure this will not happen again:

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

Calendar reminders to schedule an appointment 3 months betore the
expiration date.

resident’s chart.

2. To write down the appointment date and time on the paper calendarand
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RULES (CRITERIA)

SHI-100.1-9 Personnel. stalfing and family requirements

PLAN OF CORRECTION

Completion

("
All individuals who cither reside or provide care or services
1o residents i the Ty pe | ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.
EINDINGS

Resident #2: No documented evidence of annual
tiberculosis clearance.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THISSPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

Yes, corrected. Resident #2 went to the clinic for his TB

Reccived his document, marked Negative on
his T8 form and it's filed in his resident green binder.

Date
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RULES (CRITERIA)

SH-10001-9 Persomnel, staffing and Tamily requirements.
(b

PLAN OF CORRECTION

Completion

All individuals who cither reside or provide care or senvices
to residents inthe Type | ARCH shall liave documenied
evidence of an initial and annual tberculosis clearance.
FINDINGS

Resident #2: No documented evidence of annual
tubcrculosis clearance

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
I'T DOESN™T" HAPPEN AGAIN?

Steps to ensure this will not happen again:
1. Calend

Date

arreminders to schedule an appointment 3 months before the TB
cxpiration date.

2. Tolog down the appointment date and time on Lthe
resident’s chart.

paper calendar and
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RULES (CRITERIA)

PLAN OF CORRECTION

Compietion

X

SH-100.1-9 Personned, stalling and family_requirements.
(b}

All individuals who cither reside or provide care or services
to residents m the Type [ ARCH shall have documented
cvidence of an mitial and anoual tuberculosis clearance.

FINDINGS

Substitute care giver #2° No documented evidence of annual
tubcrculosis clearance.

PART I

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

Yes, corrected. SCG #2 TB document was signed and dated on January 31,

CORRECTED THE DEFICIENCY

2024. ler'I'Bformis filed in the ARCH white binder,

Date
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RULES (CRITERIA)

§11-100.1-9 Personnel, staffing and Lanuly requirciments.
(b}

PLAN OF CORRECTION

Completion

All individuals who cither reside or provide care or services
1o residents in the Type 1T ARCH shali have documenied
evidence of an imtal and annual tiberculosis clearance
FINDINGS

Substitite care giver #2 No documented cvidence of annual
tuberculosis clearance

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

Ste
1.

2. Towrite down the SCG appointment date and time on the paper calendar

PART 2

FUTURE PLAN

IT DOESN'T HAPPEN AGAIN?

ps to ensure this will not happen again:

Date

Calendar reminders to schedule an appointment, 3 months before the

SCG TB expiration date.,

and also on her phone calendar.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date
¥HI-100.1-86 Fire salety, (aH4) PART 1
A Type | expanded ARCH shall be in compliance wiily
existing fire safeny standards fora Type T ARCH. as ; . P - - N
provided in section 11-100.1-23(b). and the following; DID YOU CORRECT THE DEFICIENCY?

Hard wired smoke detectors shall be approved by a
nationally recopnized testing laboratory and all shall be
1csted at lcast moenthly to assure working order:

FINDINGS

Smoke detector in hiving room beeping. indicating “low
battery ™.

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Yes, corrected. The Smoke detector stoppe
batlery on January 17, 2024.

d beeping.

I had installed a new
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

S11-10001-80 Fire salety. (a4

A Tyvpe T expanded ARCH shall be in compliance with
existing [re salety standards fora Type F ARCH. as
provided in scction =100 £-23¢by. and the following:

Hatd wired smoke detectors shatl be approved by a
nationally recognized testing laboratony and all shall be
tested at least monthly o assure working order,

FINDINGS

Smoke detector v ing room beeping. indicating “low
batteny ™.

PART 2

FUTURE PLAN

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

Steps Lo ensure this will nol happen again:

Date

1. Calendar reminders: to schedule once a month environmental check
around the house to include: to test the smoke detector's alarm
button and also with the practice fire drills.

2.

when it's beeping,

15

The SCG staff will replace the smoke detector’s batteries every year or
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. 2
Licensee’s/Administrator’s Signature: / WMM { ;,: é % 2r

\eronica Esteloan

Print Name:

3l 2024

Date:
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