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 4 000 11-94.2-0 Initial Comments  4 000

The Department of Health, OHCA has accepted 

the federal Medicare recertification of this facility 

for state relicensing purposes and has exempted 

this facility from a full relicensing inspection as 

authorized by chapter 11-94.2-6(e) Hawaii 

Administrative Rules (HAR). Refer to the federal 

Medicare recertification survey report to see 

citations and plans of correction.The facililty was 

not found to meet the uniqure requirements for 

HAR, 11-93.2-6(e), consturection requirements. 

The facility's adult day health services program is 

no longer operational effective July 2024.

 

 41260 11-94.2-65 (e) Construction requirements

(e) The facility shall have resident bedrooms that 

ensure the health and safety of residents:

(1) Each room shall be at or above grade65 

level;

(2) Each resident bedroom shall have window 

coverings to provide an adequate means of 

ensuring privacy;

(3) Resident bedrooms shall have not more than 

four beds;

(4) Single resident bedrooms shall measure at 

least one hundred square feet of usable space, 

excluding closets, bathrooms, alcoves, and 

entryways;

(5) Multi-resident bedrooms shall provide a 

minimum of eighty square feet per bed of usable 

space, excluding closets, bathrooms, alcoves, 

and entryways;
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 41260Continued From page 1 41260

(6) Bedside screens or curtains shall be provided 

in multi-bed bedrooms to ensure privacy for each 

resident;

(7) Beds shall be placed at least three feet apart; 

and

(8) Each resident shall be provided with:

(A) A separate bed of proper size and height for 

the convenience of the resident and that permits 

an individual in a wheelchair to get in and out 

of bed unassisted;

(B) A comfortable mattress with impermeable 

mattress cover, and a pillow with an impermeable 

cover;

(C) Sufficient clean bed linen and blankets to 

meet the resident's needs;

(D) Appropriate furniture, cabinets, and closets, 

accessible to and meeting individual resident's 

needs.  Locked containers shall be available 

upon resident's request; and

(E) An effective signal call system at the 

resident's bedside.

This Statute  is not met as evidenced by:

Based on requested entrance documentation and 

interview, the facility failed to ensure a single 

resident bedroom measured at least one hundred 

square feet of usable space and ensure a 

multi-resident room provides a minimum space of 

eighty square feet per bed  of usable space, 

excluding closets, bathrooms alcoves and entry 

ways for two of six rooms on a unit. 

Findings include:
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 41260Continued From page 2 41260

Room HH1 in the memory unit accommodates 

one resident. HH1 does not measure at least one 

hundred square feet of usable space for a 

resident that would occupy this room.

Room HH2 in the memory unit houses multiple 

residents and does not meet the requirements of 

eighty square feet per bed of usable space for 

each resident that would occupy this room. 

On 02/25/25 at 07:49 AM, interview with 

Administrator was done. Administrator confirmed 

no construction changes have been made to the 

two bedrooms. 

The facility currently has been issued a waiver for 

booths rooms.
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