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Office of Health Care Assurance 
 

State Licensing Section  
 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 
 
 

Facility’s Name: Macrina Castillo (ARCH/Expanded 
ARCH) 
 
 
 

CHAPTER 100.1 

Address: 
1789 Piikea Street Honolulu, Hawaii 96818 
 

Inspection Date: May 4, 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).  
 
 
 



2 
 

 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- In the May 2026 medication administration 
record (MAR) was transcribed from 3/27/26 order for 
“Acetaminophen 500 mg Take 500 mg PO q8h PRN for 
pain/fever”; however, there was no documented evidence 
of a physician order for Acetaminophen 500 mg on 
3/27/26.  

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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 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- In the May 2026 MAR was transcribed from 
3/27/26 order for “Acetaminophen 500 mg Take 500 mg PO 
q8h PRN for pain/fever”; however, there was no 
documented evidence of a physician order for 
Acetaminophen 500 mg on 3/27/26.  

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 

 §11-100.1-15  Medications. (f) 
Medications made available to residents shall be recorded 
on a flowsheet. The flowsheet shall contain the resident's 
name, name of the medication, frequency, time, date and by 
whom the medication was made available to the resident. 
 
FINDINGS 
Resident #1- Physician ordered on 3/27/26 for “Carbidopa-
Levodopa 25-100 mg Give 2 tablets by mouth 30 min before 
breakfast”; however, in the March 2026, April 2026, and 
May 2026 MARs was written, “Carbidopa-Levodopa 25-
100 mg Give 2 tablets before breakfast”. Physician order 
and MAR do not match.  
 
 

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. (f) 
Medications made available to residents shall be recorded 
on a flowsheet. The flowsheet shall contain the resident's 
name, name of the medication, frequency, time, date and by 
whom the medication was made available to the resident. 
 
FINDINGS 
Resident #1- Physician ordered on 3/27/26 for “Carbidopa-
Levodopa 25-100 mg Give 2 tablets by mouth 30 min before 
breakfast”; however, in the March 2026, April 2026, and 
May 2026 MARs was written, “Carbidopa-Levodopa 25-
100 mg Give 2 tablets before breakfast”. Physician order 
and MAR do not match.  
 
 

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 

 §11-100.1-17  Records and reports. (a)(7)  
The licensee or primary care giver shall maintain individual 
records for each resident.  On admission, readmission, or 
transfer of a resident there shall be made available by the 
licensee or primary care giver for the department’s review: 
 
Height and weight measurements taken; 
 
FINDINGS  
Resident #2- No documented evidence of height 
measurements taken in the Height and Weight record for 
year 2025 and 2026.  

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 

 §11-100.1-17  Records and reports. (a)(7)  
The licensee or primary care giver shall maintain individual 
records for each resident.  On admission, readmission, or 
transfer of a resident there shall be made available by the 
licensee or primary care giver for the department’s review: 
 
Height and weight measurements taken; 
 
FINDINGS  
Resident #2- No documented evidence of height 
measurements taken in the Height and Weight record for 
year 2025 and 2026.  

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 

 §11-100.1-17  Records and reports. (b)(7)  
During residence, records shall include: 
 
Recording of resident's weight at least once a month, and 
more often when requested by a physician, APRN or 
responsible agency; 
 
FINDINGS  
Resident #4- No documented evidence of a monthly weight 
for June 2025 and July 2025.  

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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 RULES (CRITERIA) PLAN OF CORRECTION 
 

Completion 
Date 

 §11-100.1-17  Records and reports. (b)(7)  
During residence, records shall include: 
 
Recording of resident's weight at least once a month, and 
more often when requested by a physician, APRN or 
responsible agency; 
 
FINDINGS  
Resident #4- No documented evidence of a monthly weight 
for June 2025 and July 2025.  

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 

 §11-100.1-88  Case management qualifications and services. 
(c)(2)  
Case management services for each expanded ARCH 
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 
Resident #3- Level of care (LOC) changed from ARCH to 
ICF by the physician on 4/15/26; however, the resident has 
been receiving hospice services since 2/19/26. There was no 
documented evidence of case management services 
provided for the expanded resident.  

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 

 §11-100.1-88  Case management qualifications and services. 
(c)(2)  
Case management services for each expanded ARCH 
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 
Resident #3- LOC changed from ARCH to ICF by the 
physician on 4/15/26; however, the resident has been 
receiving hospice services since 2/19/26. There was no 
documented evidence of case management services 
provided for the expanded resident.  

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: _________________________________________  
 

            Print Name: __________________________________________ 
  

 Date: __________________________________________ 
 
 


