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 4 000 Initial Comments  4 000

An onsite revisit was conducted by the Office of 

Health Care Assurance on July 26 to July 27, 

2022.  The facility was found not to be in 

substantial compliance with Hawaii Administrative 

Rules (HAR) Title 11 Chapter 94.1 Nursing 

Facilities.

 

{4 131} 11-94.1-29(b) Resident abuse, neglect, and 

misappropriation

(b) All alleged violations involving mistreatment, 

neglect, or abuse, including injuries of unknown 

source or origin, and alleged 

misappropriation of resident property shall be 

reported immediately to the administrator of 

the facility, and to other officials in accordance 

with state law through established procedures.

This Statute  is not met as evidenced by:

{4 131} 8/22/22

Based on record reviews and interviews, the 

facility failed to report Resident (R)52's alleged 

sexual abuse of R54, R41, R66, vulnerable 

female residents, immediately to the supervisor 

and within the two hour timeframe to the state 

agency (SA) and police department (PD). This 

deficient practice can affect all the facility 's 

female residents and fails to provide them 

necessary protections after they have suffered 

from R52's alleged sexual abuse. 

Finding includes: 

On 07/26/22 at 10:07 AM, R52's electronic health 

record (EHR) was reviewed. A progress note 

documented by nursing on 07/24/22 at 10:13 PM, 

revealed that licensed nurse (LN)10 saw R52 

place R54's hand on his exposed genitalia. R41, 

This plan of correction constitutes our 

written allegation of compliance for the 

deficiencies cited. However, submission of 

this plan of correction is not an admission 

that a deficiency exists or that one was 

cited correctly. This plan of correction is 

submitted to meet requirements 

established by state and federal law. 

The incidents of 7/24/2022 were reported 

to Office of Health Care Assurance and 

Adult Protective Services on 7/25/2022. 

The Administrator, Director of Nurses and 

Social Service Director were inserviced by 

the Regional Nurse regarding reporting of 

incidents and timelines. Inservices will be 

ongoing and as needed. 

Facility Residents have the potential to be 

affected by the alleged practice. 
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{4 131}Continued From page 1{4 131}

who was sitting close to R54, stated, " ...He 

pulled out his thing in front of me and I told him 

don't you do that to me." Two hours later, R52 

wheeled past R66 and R66 stated to LN10 that 

R52 told R66 that "he wants to look between my 

legs." An hour after that incident, R52 needed 

assistance in the bathroom by signaling the 

bathroom call light. R52 needed assistance to pull 

up his pants and when the CNA helped him, he 

touched himself inappropriately.

On 07/26/22 at 1:15 PM, received and reviewed 

the facility's incident report entered on 07/24/22, 

describing R52's alleged sexual abuse of R41, 

R54, and R66. The incident involving R52's 

sexual abuse of these female residents that was 

described in LN10's progress note on 07/24/22 at 

10:13 PM, was documented on the report as 

having occurred at "16:00" or 4:00 PM. 

 

On 07/26/22 at 3:54 PM, a concurrent interview 

and record review was done with the 

Administrator and DON. The "Q (every) 30 

Minutes Checks for 24 hours" on 07/24/22 was 

reviewed. Staff documentation of R52's one to 

one monitoring started at 10:30 PM. The 

Administrator and DON were asked why R52 was 

not on one to one monitoring with one staff after 

the initial sexual abuse of R54 at 4:00 PM and 

with continued sexual abuse allegations with a 

couple of more female residents thereafter. The 

Administrator stated that the LN10 reported the 

witnessed sexual abuse of R54 to the charge 

nurse, but the charge nurse did not recall being 

told of the incident. Another sexual abuse 

allegation involved R47 and R52 occurred at 

10:00 PM and the one to one monitoring of R52 

was instituted after that at 10:30 PM.  R52 was in 

the same hallway with R47 and R52 pointed to 

his genitalia while looking at R47. R47 yelled and 

Facility staff were inservices regarding 

reporting abuse and neglect and 

timeliness by the Staff Development 

Coordinator/Designee. A check off list for 

reporting abuse allegations was 

implemented for guidance to staff. 

Inservices will be ongoing as needed. 

Administrator/Director of Nurses/Designee 

will monitor through observation and 

medical record review weekly X12 weeks 

or until compliance is achieved. 

Administrator will take results to Quality 

Assurance Performance Improvement 

meetings monthly for 3 months or until 

compliance is achieved. 

Office of Health Care Assurance
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{4 131}Continued From page 2{4 131}

staff intervened. The Administrator stated that he 

was not aware of the earlier sexual abuse 

allegations at 4:00 PM. He further stated that he 

reported the sexual abuse occurrences of 

07/24/22 to APS on 07/26/22, but not with the 

police department (PD). 

On 07/27/22 at 08:00 PM, the facility's 

"Comprehensive Abuse Policy and Prevention 

Program" policy and procedure last updated on 

03/03/21, was reviewed. It stated under, "7) 

Reporting / Responding: ...Procedures: Staff are 

to report suspected violations to their supervisor 

immediately, who in turn will notify the 

Administrator. The Administrator or designee will 

report to the state survey agency and others 

(police, APS, OIG,AG, etc) will be notified as 

mandated by regulation and/as needed alleged 

abuse (this includes sexual assault) no later than 

2 hrs. (hours) of the allegation, if events that 

cause the allegation abuse or result in serious 

bodily injury."

{4 135} 11-94.1-29(f) Resident abuse, neglect, and 

misappropriation

(f) If the alleged violation is verified, appropriate 

corrective action shall be taken to protect 

the resident's safety as well as other 

residents in the facility.  

This Statute  is not met as evidenced by:

{4 135} 8/22/22

Based on record reviews and interviews, the 

facility failed to protect four female residents (R), 

R47, R54, R41, R66 from R52's escalating 

non-consensual sexual abuse. This deficient 

practice places the female resisdents of the 

facility in a harmful situtation where there is the 

This plan of correction constitutes our 

written allegation of compliance for the 

deficiencies cited. However, submission of 

this plan of correction is not an admission 

that a deficiency exists or that one was 

cited correctly. This plan of correction is 

Office of Health Care Assurance
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{4 135}Continued From page 3{4 135}

potential for them to suffer serious injury and 

psychosocial harm from R52's continued sexual 

abuse.

Findings include:

1) On 07/26/22 at 07:00 AM, reviewed intake 

#9592 from the Aspen Complaints/Incidents 

Tracking System (ACTS). On 06/15/22 around 

1:00PM, R47 saw R52 in the courtyard from a 

distance, stand up from his wheelchair, lowered 

his pants, and then pulled his pants up. R52 sat 

down in his wheelchair and propelled towards 

R47. R47 saw that R52's genitalia was visible. 

R47 yelled, stated for R52 to get away, and yelled 

for Certified Nursing Assistant (CNA)6 to help. 

CNA6 came out of a resident's room after 

providing care and saw R52's sitting in his 

wheelchair with his genitalia visible outside of his 

shorts. CNA6 assisted R52 with adjusting his 

clothing so that his genitalia was no longer visible 

and wheeled him away from R47. During the 

Administration's investigation of the incident, R47 

stated that she felt R52's sexual misconduct was 

intentional. A second incident occurred between 

7:00 PM to 7:30 PM, where staff observed R52 

masturbating while standing by his wheelchair in 

the facility's hallway. No other residents were 

present outside in the hallway at the time. R52 

was redirected back to his room where he could 

masturbate in private and re-educated that that 

behavior was not acceptable in public areas. One 

of the interventions to manage R52's behavior 

was to provide "1:1 (one staff to one resident 

monitoring) and continued monitoring."

On 07/26/22 at 3:00 PM, reviewed R52's "Q 

(every) 30 minutes Checks For 24 hours" 

flowsheets for 06/15/22. DON clarified that the 

flowsheet was for the documentation of the one 

submitted to meet requirements 

established by state and federal law. 

Resident 52 is no longer at the facility. 

Resident was discharged 8/1/2022. He 

continued one on one staff to Resident 

ratio until discharge. Residents 

34,41,47,54 and 66 have been assessed 

by Social Service Director and continue to 

be followed as needed. Staff involved in 

incident were inserviced. Facility 

assessment was updated to reflect the 

denial of admission to individuals with a 

history of sexual behaviors. Social 

services will ensure residents exhibiting 

any sexual behaviors will be referred 

immediately upon detection through 

observations, reports and record review to 

psych services.

Facility Residents have the potential to be 

affected by the alleged practice. 

Facility staff were inservices on one to one 

supervision policy by Staff Development 

Coordinator/Director of Nurses/Designee. 

Inservices will be ongoing as needed. 

Administrator/Director of Nurses/Designee 

will monitor through observation and 

medical record review weekly X12 weeks 

or until compliance is achieved. 

Administrator will take results to Quality 

Assurance Performance Improvement 

meetings monthly for 3 months or until 

compliance is achieved. 

Office of Health Care Assurance
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{4 135}Continued From page 4{4 135}

staff dedicated to R52's care (one to one 

monitoring). There was a line drawn through the 

time and initial boxes from 07:00 AM to 1:30 PM. 

On 07/26/22 at 3:54 PM, a concurrent interview 

and record review was done with the 

Administrator and DON. The Director of Nursing 

stated that one dedicated staff was provided for 

R52 during the day shift, 06:30 AM to 3:00 PM 

and every 30 minute monitoring was done by the 

CNA during the evening and night shifts. During 

the concurrent record review of R52's "Q 30 

minutes Checks For 24 hours" document for 

06/15/22 with the DON and Administrator, it was 

confirmed that R52 was not monitored by staff 

from 07:00 AM to 1:30 PM. 

On 07/27/22 at 08:30 AM, reviewed the facility's 

"One to one" policy and procedure (P/P) with 

original effective date 05/10/21, it stated, " 

...1.One-to-One supervision requires that a 

patient is never out of line of sight from the staff 

at all times. a) The patient is accompanied by the 

staff member at all times (including bathing, 

showering, shaving, and toileting)."

2) On 07/26/22 at 10:07 AM, R52's electronic 

health record (EHR) was reviewed. A progress 

note documented by licensed nurse (LN)10 on 

07/24/22 at 10:13 PM, revealed that LN10 saw 

R52 place R54's hand on his exposed genitalia. 

R41, who was sitting close to R54, stated, " ...He 

pulled out his thing in front of me and I told him 

don't you do that to me." Two hours later, R52 

wheeled past R66 and R66 stated to LN10 that 

R52 told R66 that "he wants to look between my 

legs." An hour after that incident, R52 needed 

assistance in the bathroom by signaling the 

bathroom call light. R52 needed assistance to pull 

up his pants and when the CNA helped him, he 

Office of Health Care Assurance
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{4 135}Continued From page 5{4 135}

touched himself inappropriately.

On 07/26/22 at 1:15 PM, received and reviewed 

the facility's incident report entered on 07/24/22 

describing R52's alleged sexual abuse of R41, 

R54, and R66. The incident involving R52's 

sexual abuse of these female residents that was 

described in LN10's progress note on 07/24/22 at 

10:13 PM, was documented on the report as 

having occurred at "16:00" or 4:00 PM. 

On 07/26/22 at 3:54 PM, a concurrent interview 

and record review was done with the 

Administrator and DON. The "Q (every) 30 

Minutes Checks for 24 hours" on  07/24/22 was 

reviewed. Staff documentation of R52's one to 

one monitoring started at 10:30 PM. The 

Administrator and DON were asked why R52 was 

not on one to one monitoring with one staff after 

the initial sexual abuse of R54 at 4:00 PM and 

with continued sexual abuse allegations with a 

few more female residents thereafter. The 

Administrator stated that the LN10 reported the 

witnessed sexual abuse of R54 to the charge 

nurse, but the charge nurse did not recall being 

told of the incident. Another sexual abuse 

allegation involved R47 and R52 occurred at 

10:00 PM and the one to one monitoring of R52 

was instituted at 10:30 PM.  R52 was in the same 

hallway with R47 and R52 pointed to his genitalia 

while looking at R47. R47 yelled and staff 

intervened. The Administrator stated that he was 

not aware of the earlier sexual abuse allegations 

at 4:00 PM. He further stated that he reported the 

sexual abuse occurrences to APS on 07/26/22, 

but not with the police department (PD). 

On 07/27/22 at 08:00 PM, the facility's 

"Comprehensive Abuse Policy and Prevention 

Program" policy and procedure last updated on 

Office of Health Care Assurance
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{4 135}Continued From page 6{4 135}

03/03/21, was reviewed. It stated under, "7) 

Reporting / Responding: ...Procedures: Staff are 

to report suspected violations to their supervisor 

immediately, who in turn will notify the 

Administrator. The Administrator or designee will 

report to the state survey agency and others 

(police, APS, OIG,AG, etc) will be notified as 

mandated by regulation and/as needed alleged 

abuse (this includes sexual assault) no later than 

2 hrs. (hours) of the allegation, if events that 

cause the allegation abuse or result in serious 

bodily injury."

 4 136 11-94.1-30 Resident care

The facility shall have written policies and 

procedures that address all aspects of resident 

care needs to assist the resident to attain and 

maintain the highest practicable health and 

medical status, including but not limited to:

(1) Respiratory care including ventilator use;

(2) Dialysis;

(3) Skin care and prevention of skin breakdown;

(4) Nutrition and hydration;

(5) Fall prevention;

(6) Use of restraints;

(7) Communication; and

(8) Care that addresses appropriate growth and 

development when the facility provides care to 

infants, children, and youth.

This Statute  is not met as evidenced by:

 4 136 8/22/22

Based on interviews and record review, the 

facility failed to ensure residents with limited 

range of motion (ROM) received appropriate 

treatment and services to increase ROM and/or 

prevent further decrease in ROM.  As a result of 

This plan of correction constitutes our 

written allegation of compliance for the 

deficiencies cited. However, submission of 

this plan of correction is not an admission 

that a deficiency exists or that one was 

Office of Health Care Assurance
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 4 136Continued From page 7 4 136

this deficiency, there is the potential for harm and 

decreased quality of life for residents.  

Findings include: 

Upon entering the facility on 07/26/22, requested 

with the Administrator and Director of Nursing 

(DON) for all of the facility's documentation 

related to the Plan of Correction (POC) for the 

recertification survey that was conducted on 

05/20/22.  As part of the facility's POC, current 

residents would be reviewed to ensure the 

resident's restorative, positioning, and turning 

needs were addressed and the residents were 

receiving the appropriate services.  

On 07/27/22 at 09:34 AM, conducted an interview 

with the DON regarding the documentation 

requested on 07/26/22.  The DON confirmed the 

facility did not complete screening of current 

residents as indicated in the facility's plan of 

correction and cannot confirm that the ROM 

needs of current residents are receiving the 

appropriate ROM treatments and services.

cited correctly. This plan of correction is 

submitted to meet requirements 

established by state and federal law. 

Facility Residents were reassessed and 

screened for restorative/range of motion 

(ROM) and positioning needs. Residents 

were referred to therapy as needed. 

Director of Nursing (DON)/ Staff 

Development Coordinator (SDC)/ 

Designee inserviced licensed nursing staff 

regarding ROM, positioning, and 

restorative services. Inservices will be 

ongoing as needed. 

Facility Residents have the potential to be 

affected by the alleged practice. 

SDC/ Designee inserviced licensed 

nursing staff and direct care staff 

regarding ROM, positioning and 

restorative services. Inservices will be 

ongoing as needed. 

DON/SDC/ Designee will monitor 

compliance through observations on 

rounds, reviewing positioning and turning 

by use of the 2 hour turning tool on rounds 

through the shift and medical record 

reviews X 12 weeks. DON will bring 

results to Quality Assurance Performance 

Improvement meetings monthly for 3 

months or until compliance is achieved. 

 4 149 11-94.1-39(b) Nursing services

(b) Nursing services shall include but are not 

limited to the following:

(1) A comprehensive nursing assessment of 

each resident and the development and

implementation of a plan of care within five 

 4 149 8/22/22

Office of Health Care Assurance
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 4 149Continued From page 8 4 149

days of admission.  The nursing plan of care 

shall be developed in conjunction with the 

physician's admission physical examination and 

initial orders.  A nursing plan of care shall be 

integrated with an overall plan of care 

developed by an interdisciplinary team no later 

than the twenty- first day after, or simultaneously, 

with the initial interdisciplinary care plan 

conference; 

(2) Written nursing observations and 

summaries of the resident's status recorded, as 

appropriate, due to changes in the resident's 

condition, but no less than quarterly; and

(3) Ongoing evaluation and monitoring of 

direct care staff to ensure quality resident care 

is provided.

This Statute  is not met as evidenced by:

Based on observation, interviews, and record 

review, the facility failed to ensure a 

comprehensive person-centered care plan was 

developed for one resident (R), R38, out of three 

residents sampled.  As a result of this deficiency, 

there is the potential for harm related to not 

maintaining the resident's highest practicable 

physical well-being.  

Findings include: 

Conducted a record review for R38 on 07/27/22 

at 10:15 AM.   Review of the physician orders 

documented an order for restorative nursing 

program, apply to wrist/ hand orthosis/ splint to 

right-hand during the day (08:00 AM) and remove 

6 hours after (2:00 PM).  The order was initiated 

on 04/15/21 and was last reviewed on 07/05/22 at 

09:27 AM.  Review of the resident's 

This plan of correction constitutes our 

written allegation of compliance for the 

deficiencies cited. However, submission of 

this plan of correction is not an admission 

that a deficiency exists or that one was 

cited correctly. This plan of correction is 

submitted to meet requirements 

established by state and federal law. 

Resident 38 was re-evaluated by 

occupational therapy and is being treated 

as directed. Care plan was updated to 

reflect therapy and treatment. Director of 

Nursing inserviced nursing staff involved. 

Inservices will be ongoing as needed. 

Facility resident’s care plans were 

reviewed and updated as needed.

Facility Residents have the potential to be 

affected by the alleged practice. 

Licensed Nurses, Direct Care, and 
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comprehensive care plan was not developed to 

address the resident's use or refusal of the right 

hand splint as ordered.     

An observation was made of R38 on 07/27/22 at 

10:27 AM.  The resident did not have a right wrist 

splint applied as ordered.  Inquired with 

Registered Nurse (RN)22 about R38's right wrist 

splint.  RN22 stated that R38 has not had the 

splint for a while.   

On 07/27/22 at 10:50 AM, conducted a record 

review and concurrent interview with the Director 

of Nursing (DON).  The DON confirmed R38 did 

have an order to apply a right-handed splint from 

08:00 AM to 2:00 PM and a comprehensive care 

plan was not developed to address the resident's 

use or refusal of the splint.

Interdisciplinary Team were inservices on 

care planning and updating care plans. 

Inservices will be ongoing as needed. 

Director of Nurses/Designee will monitor 

compliance through weekly medical 

record review X12 weeks or until 

compliance is achieved. Director of 

Nurses will take results to Quality 

Assurance Performance Improvement 

meetings monthly for 3 months or until 

compliance is achieved. 
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