Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Aurora’s CHAPTER 100.1

Address: .

o R Inspection Date: May 14,2021 Annual
91-1112 Kiwi Street, Ewa Beach, Hawaii 96706

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.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
D] | §11-100.1-15 Medications. (f) PART 1
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's DID YOU CORRECT THE DEFICIENCY?
name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident. USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1 — Physician ordered “Acetaminophen 3235mg
tablet, give 2 tablets PO every 4 hours PRN.” No ) 72 )
documented indication for when to administer prescribed 7L e \WN SIS IS 7

medication on physician order sheet and medication
administration record (MAR).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications, () PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's FUTURE PLAN

name, name of the medication, frequency, time, date and by

whom the medication was made available to the resident.

FINDINGS

Resident #1 - Physician ordered “Acetaminophen 325mg
tablet, give 2 tablets PO every 4 hours PRN.” No
documented indication for when to administer prescribed
medication on physician order sheet and MAR.
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USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

Cree

\w&\\%& ﬁ@% ey

i . .
Ln Fhe \M\M\\%\ , B%\%wmv L leadre
She cAoclers oftice, L sshoulel €€ A
\N a7 r&m\n&\ QK«.@.\% s ~ Vﬁ alye ¢ \&Q\ ‘ P.ﬂm&;&
Lo &N\R /) oo
L He \%\)%\u,&w) ety quv 77 \\\H\u B
A xmﬁ\ \E\@ by 7 &?\wa
Fease @ ’ Phe s erder ghec]
y . @\n\\%\ - o
SO m\\ .M& %%\\W\B\\mw\,\ S @S | e O cte
. o
\K\s\\@&&l . = '/ P2 \ \bﬁ
. K e ,m.\\& #7 % At
hat s © |
(=% o 2]

‘Y

~




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 oxdered “Artificial Tears
Ophthalmic Solution, instill 1 drop into both eyes twice
daily as needed.” No documented indication for when to
administer prescribed medication on physician order sheet,
MAR, and medication label.
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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
Pate
] | §11-100.1-15 Medications. (f) PART 2
Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's FUTURE PLAN

name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS

Resident #1 — Physician ordered “Artificial Tears
Ophthalniic Solution, instill 1 drop into both eyes twice
daily as needed.” No documented indication for when to
administer prescribed medication on physician order sheet,
MAR, and medication label.

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: &K&\m AL &w\m\\? st P2

v
Print Name: \w Nreor & \%\ﬂm\\\ & 41 «.,\\\, )
Date: S— 24 ~ Z2R)

)
Licensee’s/Administrator’s Signature: m\\\m“\ﬁé&\m @ %\%\3 P

) Vi
Print Name: /4472 0 jE A @, ALEJAN DO2E

Date: Q@@w /L5 LD )

Licensee’s/Administrator’s Signature: m&?‘\m\\m\\w Q&Q\E\&\N&
[V

Print Name: £t/ J0.0.4 /i AL AN g2l

Date: G o2 A 2/




