Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Rosana Dumlao

Address:

CHAPTER 100.1

94-871 Awanei Street, Waipahu, Hawaii 96797

Inspection Date: February 4, 2022 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. (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 “Polyethylene glycol
17gm, dissolve in 80z of water or juice PRN daily” and .
“Cepacol lozenge, dissolve 1 slowly in mouth, repeat every ‘QWW _H— \
2 hours PRN.” No indication of as needed (PRN) wy N
medication on physician order or medication administration | PO | “l ﬁ/y.u AMM&A,
record (MAR). -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§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 “Polyethylene glycol
17gm, dissolve in 80z of water or juice PRN daily” and
“Cepacol lozenge, dissolve 1 slowly in mouth, repeat every
2 hours PRN.” No indication of PRN medication on
physician order or MAR.

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. (1) PART 2
There shall be an acceptable procedure to separately secure
medication or dispose of discontinuéd medications. FUTURE PLAN
FINDINGS
Resident #1 — Observed the following expired medications USE THIS SPACE TO EXPLAIN YOUR FUTURE
in resident’s bin: PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
o “Acetaminophen 325mg, 2 tabs every 4 hours PRN | ; . .
pain & fever,” expired 11/2020 ™~ m ol rpndn G
o  “Fluticazone spray 50mg, 2 sprays in each nostril
every 4 hours PRN nasal congestion,” expired _ - : (
4/2021 h\;ﬁu Ly MLM'U"-) P ( <
o “Cepacol lozenge, dissolve 1 slowly in mouth, , . _ b
repeat every 2 hours PRN,” expired 4/2021 WW Y/ Q_@,U bO“ ""6"’(’/
o “Bengay Ultra Strength, apply topically every day —_ )
PRN muscle & joint pain,” expired 7/2020 t() U\)‘ F M/VW\« Oféj L W&ﬂ-—‘- Sl
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Licensee's/Administrator’s Signature: WM

Print Name: -‘QTJSDAQQ :DU‘/VY\ (Q)

Date: C( —L7- T

Licensee’s/Administrator’s Signature: “Q[M,{,Wl’m /.,v\l

Print Name: 4@061\)\“}\ DM M LA\D

Date: 7)—;2{3'/ iy

Licensee’s/Administrator’s Signature: ;Zm a4 Y And
prinNeme:_RDS A0 A UMD

Date, Ao \1- 2
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