Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name:
Paguirigan, Marietta B. (ARCH/Expanded ARCH)

CHAPTER 100.1

Address:
4007 Keaka Drive, Honolulu, Hawaii, 96818

Inspection Date: February 27, 2026 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 PER HAR 11-100.1-
3(e)(2). IF IT IS NOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULT IN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3).

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18, 12/26/23




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (g)

All medication orders shall be reevaluated and signed by
the physician or APRN every four months or as ordered by
the physician or APRN, not to exceed one year.

FINDINGS

Resident #1— Medication was not re-evaluated every four
(4) months or as ordered. Re-evaluation dates were
01/11/2025, 06/28/2025, and 01/09/2026. Physician orders
support six-month reviews for 01/11/2025 and 01/09/2026;
no corresponding order was found for the 06/28/2025
review.

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
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the FUTURE PLAN

physician or APRN, not to exceed one year.

FINDINGS

Resident #1— Medication was not re-evaluated every four
(4) months or as ordered. Re-evaluation dates were
01/11/2025, 06/28/2025, and 01/09/2026. Physician orders
support six-month reviews for 01/11/2025 and 01/09/2026;
no corresponding order was found for the 06/28/2025
review.

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




Licensee’s/Administrator’s Signature:

Print Name:

Date:




