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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Level of Harm - Actual harm
*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
Residents Affected - Few record review and interview the facility failed to provide adequate supervision to prevent an accident
for one of three residents (R) 13 sampled for accidents related to falls resulting in major injury and

pain. The deficient practice puts all residents, who are at a high risk for falls, who are informally
monitored on one to one for falls prevention, at great risk for a fall with injury and pain.Findings
Include:On 08/06/25 at 4:49 PM the Office of Health Care Assurance received an initial report via fax
from the facility reporting R13 had an unattended fall on 07/04/25 at 1:00 PM resulting in an Acute
comminuted right femoral neck fracture. R13 was transferred to the hospital on [DATE] and

underwent surgical repair on 07/05/25. R13 returned to the facility on [DATE] at 1015. Facility

reported on 07/14/25 at 3:30 PM R13 had an unwitnessed fall from her wheelchair when she

attempted to stand. X-rays were done showing Right proximal femoral endoprosthesis in place; No
acute fractures identified. On 7/15/25, she visited the orthopedic office where repeat X-Rays showed
Stable R Hip Hemi - L Hip no Fx Seen. Facility reported today 08/01/25 at 12:24 PM, x-rays were
repeated because R13 complained of pain while up ambulating and had no demonstrated improvement.
X-ray today showed Fracture of the right greater trochanter appears new since 07/14/25; Right
proximal femoral endoprosthesis in place. Follow up visit at hospital x-ray done prior to visit shows

no fracture. On 05/14/26 at 9:19 AM an interview was conducted with Certified Nurse Aide (CNA) 62

in the conference room. Inquired of CNAG2 if she was assigned to do one to one with R13 on

07/14/25. CNA62 denied being assigned one to one with resident on 07/14/25, stated she was taking
care of the residents in this section that R13 resides in, she was assigned residents that day, a case
load which is about 8 residents. CNA62 confirmed that she told Registered Nurse (RN)29 that she
wanted to go home and CNAG62 stated she tagged (endorsed/handed over duties of one to one) RN29
who said yes and CNA62 stated so | can go home. Inquired of CNA62 what tagged meant and she
stated, | can tag you which means they can stay with the resident. Inquired if R13 was on a

one-to-one monitoring and CNA62 stated she was not sure if R13 was on one-to-one monitoring.
CNAG62 denies R13 stood up and fell while she was monitoring R13. On 05/14/26 at 9:38 AM an
interview was conducted with the Director of Nursing (DON) in the conference room. Inquired of DON
when R13 was placed on one-to-one monitoring and she stated on 07/09/25, when she returned to the
facility after having had right hip surgery due to a previous fall on 07/04/25. DON stated on 07/04/25
R13 was positive for COVID, and she was in isolation and stood up to go to the bathroom and fell right
outside of the bathroom. R13 required stand by assistance because of her advanced dementia that
she would forget what needs to be done in the bathroom. At this time, on 07/04/25, DON stated R13
was a medium risk for falls. Resident had a floor alarm but because the door needed to be closed (due
to COVID) the staff did not hear the alarm. Since this occurred the facility has changed its practice to
leave the door open. Inquired of the DON who was assigned to do one to one monitoring with R13 and
she stated CNA62 and CNA47. DON stated she believes the resident stood up from her wheelchair and
tripped over the footrest and had the fall. DON stated the unit had an outbreak of COVID at this time,
and the other CNAs were helping on the floor. Inquired why the CNAs assigned were helping on the
(continued on next page)
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F 0689 floor instead of staying with the resident and she stated to help the staff. Inquired why the one-to-one
staff did not stay with the R13 and DON said they would tag another staff to watch the resident, and

Level of Harm - Actual harm it was nearing the end of the shift. On 05/14/26 at 9:53 AM an interview was conducted with CNA19
in the conference room. Inquired about what a one-to-one staff does with the resident, and she stated

Residents Affected - Few that as a one-to-one you would stay with the resident. CNA19 confirmed she worked with R13 as a

one-to-one when R13 returned to the facility after having her surgery. CNA19 stated the staff stay
with the resident unless they endorse to another staff. Surveyor asked CNA19 to give an example of
when she would endorse to another staff member and she stated she endorsed to another staff when
she took a break but cannot remember who she endorsed to. Inquired of CNA19 if she was working
with R13 when she had the fall on 07/14/25 and CNA19 denied being with the resident when she had
the fall. Inquired who told her what needed to be done as a one-to-one with R13 and CNA19 stated the
charge nurse and sometimes the DON tell the CNAs, staff meet before the shift and are told to stay
with the resident if you are assigned one-to-one and to tag or endorse off to another staff member. On
05/14/26 at 9:59 AM an interview was conducted with CNA47 in the conference room. Inquired if she
worked with R13 as a one to one in July 2025 and CNA47 was able to confirm she was one of the
1:1's. Inquired where staff position themselves to monitor the one-to-one and CNA47 stated if the
resident is in her room, we sit at the door facing into the room to see the resident who is in the bed
and their bed is low. If the resident is outside, we sit with her, next to her. CNA47 stated she worked
with R13 in the morning on 07/14/25. Inquired who relieved her and CNA47 stated she did not
remember who relieved her to leave the resident. CNA47 stated she worked with only those residents
who were positive for COVID during this time, approximately 4 residents, but does not remember the
accurate number. Inquired of CNA47 if she was with R13 when she fell and CNA47 denied being with
the resident when she fell.On 05/14/26 at10:30 AM interviewed the DON again in the conference
room. Inquired about the x-ray that was taken on 08/01/25 which showed R13 had a trochanter
fracture. DON stated the fracture might be due to the hardware placed in the resident's hip and
osteoporosis. Inquired if R13 had a diagnosis of osteoporosis and DON could not recall. Inquired if the
impact of the fall could have caused the pain and fracture R13 sustained and DON stated she was not
sure. Inquired why CNAs assigned to work with R13 also worked with the other residents in the
section of rooms and one was not designated as the one-to-one staff with R13 and DON stated we
have to be clearer about the staff assignment, that they know they are the one-to-one with the
resident. DON also stated the nurse maybe should not have taken the resident. DON confirmed that
the CNA should have waited for the next shift CNA to hand off care to. DON stated Resident returned
to the facility as a high risk for falls after she had her first fall and had surgery. DON was able to
confirm that the CNAs had left and RN29 was the staff who was with the resident when she fell on
[DATE]. Inquired for a copy of the facility's policy for one-to-one monitoring and DON stated they do
not have a policy for one-to-one monitoring for residents who are being monitored for falls. Requested
printed documentation of the fall the nurse wrote which the DON was able to provide. On 05/14/25
record review of R13's printed copy of progress note written on 07/14/25 and signed by RN29 at
23:21 (11:21 PM) states .Resident was comfortably sitting on wheelchair with footrests on, outside of
room [ROOM NUMBER] while this writer at the med cart parked by room [ROOM NUMBER]. This
writer head [sic.] loud thud sound and noted resident on the floor, L side passed the middle side of
the hallway. Tramadol given at 1625 (4:25 PM) due to grimacing with ambulation, .Continued record
review of printed documents provided by DON found a Physical Therapy note dated 07/17/25 verified
by Physical Therapist (PT) 4 at 16:08 (4:08 PM) stated PT Clinical Assessment Summary: Resident
was found in her wheelchair in the long-term care (LTC) facility, accompanied by a nurse. She (R13)
ambulated 10 feet with wheelchair follow, CGA, and support from her left upper extremity on the
railing. Due to a recent increase in pain, the resident was unable to tolerate longer distances during
ambulation. Her previous ambulation of 300 feet may have contributed to the exacerbation of
symptoms observed today.Continued record revied of R13's progress notes provided by DON found a
(continued on next page)
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

progress note written by DON on 08/01/25 and electronically signed at 15:58 (3:58 PM) which stated
Resident continues to complain of pain when staff attempted to walk her. Resident will stand with
minimal assist however complains of pain with mobility stating that it hurts. Decision was made by
doctor and nurse practitioner to re-x-ray rt hip. Results Rt Greater Trochanter fracture.Continued
record review of R13's progress notes found a note written by the Nurse Practitioner (NP) dated
08/01/25 and electronically signed at 16:07 (4:07 PM) which states . Since, 07/14/25, patient moves
from sitting to standing with contact guard but when attempting to ambulate with PT, she can plant R
(right) leg but has great difficulty then moving L (left) leg forward. As a result of this presentation, in
spite of previous x-ray results, x-ray of R (right) hip and pelvis done 8/1/25. See results from 8/1/25
x-ray showing slightly displaced fracture of the right great trochanter which appears new since
7114/2025.Continued record review of R13's printed progress notes found on 08/01/25 electronically
signed at 18:36 (6:36 PM) RN13 wrote Xray of right hip was done results fracture of the right great
trochanter. APRN name and doctor's name aware of the results New order from APRN's name:
Tramadol 50 mg po g (every) 6 hrs for 7 days prn (as needed) pain breakthrough stop date 08/08/25.
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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and
actions that can be measured.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interview, the facility failed to develop and implement individualized dementia care
Residents Affected - Some plans for three of four residents (Resident (R) 4, R6, and R7) reviewed for dementia care. This

deficient practice placed residents with dementia at risk for unmet needs and failure to attain or
maintain their highest practicable physical, mental, and psychosocial well-being. Findings Include:1)
R6 is [AGE] year-old female admitted to the facility on [DATE] for long term care. Diagnoses

included the following, but not limited, to high blood pressure, vascular dementia, type 2 diabetes, and
motor speech disorder.

Review of R6's Electronic Health Record (EHR) revealed R6 is prescribed psychotropic medications,
has a diagnosis of dementia, and found no care plan related to dementia care.

On 05/13/26 at 02:47 PM, an interview was conducted with Director of Nursing (DON). DON confirmed
R6 did not have a care plan for dementia care.

2) R4 was admitted to the facility on [DATE] with diagnoses, but not limited to, dementia with mood
disturbance, major depressive disorder, borderline personality disorder, and obtrusive sleep apnea.

Review of R4's EHR revealed R4 is prescribed psychotropic medications, has a diagnosis of dementia,
and found no care plan related to dementia care.

On 05/13/26 at 01:47 PM, an interview was conducted with DON. DON confirmed R4 did not have a
care plan for dementia care.

3) On 05/12/26 at 03:45 PM, record review of R7's EHR found his diagnoses include, but are not
limited to, peripheral neuropathy, atrial fibrillation and chronic constant pain due to injury. Review of
R7's Center of Medicare and Medicaid Services Minimum Data Set (MDS) with an Assessment
Reference Date (ARD) observation end date of 04/28/2026 found resident was coded as having an
active diagnosis of non-Alzheimer's dementia.

On 05/13/26 at 08:00 AM, requested a printed copy of R7's dementia care plan from the DON.

On 05/13/26 at 11:13 AM, an interview was conducted with the DON in the conference room. DON was
able to provide copies of some of R7's care plans. DON stated R7 did not have a CP for resident's
dementia care. Inquired if this should have been included in R7's CP and DON confirmed this should
have been included. Requested a copy of the facility's policy on care planning which she was able to
provide.

On 05/13/26, review of facility policy tittled Behavior Management Program with an effective date of
November 14, 2025, states, |. Purpose: To define and set expectations for the provision of mood,
behavioral health, and dementia care services to ensure each resident attains and maintains their
highest practicable physical, mental, and psychological well-being. This includes residents with
dementia, severe mental iliness, intellectual disability, or related conditions.IV. Procedure: D.
Person-Centered Care Plan 1. The IDT will develop a comprehensive care plan including: a. Mood and
behavior interventions b. Dementia-specific approaches c. Environmental modifications d.
Non-pharmacological interventions.
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and
serve food in accordance with professional standards.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation and interview, the facility failed to store and label food, and failed to ensure the ice
Residents Affected - Some machine in the kitchen was kept in clean and sanitary condition, in accordance with professional

standards for food service safety. This deficient practice puts residents at risk for serious
complications from foodborne illness as a result of their compromised health status. Unsanitary food
handling and/or equipment maintenance practices represent a potential source of pathogen exposure
for all residents at the facility. Findings Include: On 05/11/26 at 08:29 AM, during initial tour of the
facility's kitchen, concurrent observation and interview were done with the Hospital Executive Chef
(HEC). Observed large plastic container with expired uncooked rice with a use-by label date of
04/07/26. Multiple food items stored in the walk-in freezer observed as expired and without proper
labels. HEC was queried if containers should be labeled correctly after food was transferred from the
original containers and expired foods should be discarded, HEC confirmed and agreed that all food
containers should be properly labeled and all expired food discarded. On 05/11/26 at 08:37 AM,
continued concurrent observation and interview of facility's kitchen with HEC. Observed a buildup of
hardened brown sediment/material around the bottom edge and side panel of ice machine in the
kitchen. HEC explained that an outside vendor, [NAME] Refrigeration Kauai (RRK), is responsible for
doing preventive maintenance (PM) and cleaning of the ice machine. RRK was scheduled to perform
PM and cleaning of the ice machine in February 2026 but had to reschedule for 05/11/26 due to
staffing issues. EC also agreed that the ice machine should be cleaned regularly to maintain and
prevent buildup of brown sediment/material on any part of the ice machine. The kitchen ice machine
quarterly PM log indicated that PM was only done on 08/12/25 and 11/17/25, but no PM was done for
2026. Reviewed facility's policy and procedure titled, Food Preparation and Storage with an effective
date of 03/02/26. The policy instructs staff to make sure that .ltems will be labeled with the date and
food service employee number.3. All chilled food items.will be disposed within expiration.all frozen
food items.will be disposed within expiration. Policy and procedure titled, Storage and Handling of Ice
with an effective date of 06/14/25 stated, .D. Preventive Maintenance (PM) Ice Machine.1. PM will be
done quarterly and as needed.
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F 0552 Ensure that residents are fully informed and understand their health status, care and treatments.

Level of Harm - Minimal harm Based on record review and interview, the facility failed to ensure a resident or resident

or potential for actual harm representative was informed of treatment and provided consent for the use of psychotropic
medication for one of five residents (Resident (R) 40) reviewed for unnecessary medications. This

Residents Affected - Few failure placed R40 at risk for receiving treatment without informed consent and compromised the

resident's rights to participate in care planning and treatment decisions. Findings Include: Review of
R40's physician orders revealed the resident was prescribed trazodone, an antidepressant medication,
50 milligrams (mg) every morning beginning on 11/10/25.Review of R40's Electronic Health Record
(EHR) revealed no documented informed consent for trazodone 50mg prior to administration of the
medication.On 05/13/26 at 02:01 PM, an interview was conducted with the Director of Nursing (DON),
who confirmed the facility did not obtain consent for the administration of trazodone 50mg.
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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record review, the facility failed to ensure the discharge/transfer form used by the
Residents Affected - Few facility was provided to the resident, resident's representative, and Ombudsman for one of three

sampled residents (Resident (R)49). Findings include: On 05/12/26 at 01:36 PM, review of R49's
Electronic Health Record (EHR) documented the resident was transferred and discharged to the
hospital on [DATE] at 11:39 AM. Unable to locate a written discharge/transfer notification to the
resident/resident representative or Ombudsman. Request a copy of the written transfer/discharge
notification from the Director of Nursing (DON). On 05/13/26 at 02:28 PM, conducted an interview
with the DON. DON confirmed a written notification was not provided to the resident, resident
representative, and Ombudsman. Review of the facility's policy and procedure titled, Resident
Transfer and Discharge with an effective date of 07/22/25, states that, .D. 1. Notice of discharge
shall be provided to the resident and the resident's representative. 2. A copy of the notice shall also
be provided to the Hawaii LTC Ombudsman at least 30 days prior to the discharge.
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F 0761 Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments,
Level of Harm - Minimal harm separately locked, compartments for controlled drugs.

or potential for actual harm
Based on observations and interviews, the facility failed to ensure one of three treatment carts and
Residents Affected - Few one of three medication carts were locked when unattended by nursing staff. This deficient practice
allowed unauthorized access to medications and treatment supplies, placing medications at risk for
diversion and placing residents at risk for not receiving medications and dressing changes as
prescribed.Findings Include:1) On 05/13/26 at 08:34 AM, during medication administration
observation, observed the treatment cart with prescribed topical medications and other supplies for
the residents in the hallway unlocked and unsecured. Registered Nurse (RN) 24 was asked if
medication cart should be locked when not in use, or before leaving treatment cart to administer
medication to residents, RN24 confirmed that it should be locked and secured. RN24 stated that she
forgot to lock the cart after grabbing band aid to apply to a resident's wound. On 05/13/26 at 09:20
AM, an interview was conducted with the Director of Nursing (DON). Shared observation of the
unlocked treatment cart with DON and DON confirmed that treatment carts should always be locked
and secured when not in use.

2) On 05/13/26 at 11:28 AM, observed a medication cart in the hallway near a resident's room
unlocked and no nurses nearby. Licensed Practical Nurse (LPN) 4 came out of the resident's room.
LPN4 noticed the medication cart was unlocked and stated she got distracted by the resident who
had yelled out for help and she went to help him. Inquired if the medication cart is to be locked before
the nurse leaves the cart and LPN4 confirmed she is to lock the medication cart before leaving it.

On 05/14/26 requested, received and reviewed facility policy on Medication Storage with an effective
date of March 15, 2026, stated, |. Purpose: To ensure all medications and biologicals are stored,
secured, handled, and maintained in accordance with Centers for Medicare and Medicaid Services
(CMS) Requirements of Participation, state regulations, Drug Enforcement Agency (DEA)
requirements, and accepted professional standards of practice. To provide guidelines that support
resident safety, prevent medication diversion, and preserve medication integrity. Il Policy: . B.
Medications will be stored in a manner that prevents contamination, deterioration, and unauthorized
access. D. Medication rooms, cabinets, and medication supplies should remain locked when not in use
or attended by persons with authorized access.
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F 0883

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Develop and implement policies and procedures for flu and pneumonia vaccinations.

Based on record review and interview, the facility failed to provide education for five of five residents
(Resident (R) 1, R3, R4, R7 and R13) or their representative, reviewed for influenza immunizations,
regarding the risks and benefits and potential side effects of influenza immunization before offering
the influenza immunization and obtaining consent or declination from the resident or their
representative. This deficient practice puts all residents at risk of not being fully informed about their
risks and benefits and potential side effects of receiving or declining the influenza
immunization.Findings Include:On 05/12/26 at 02:53 PM, record review was conducted for R1, R3, R4,
R7 and R13 to assure each resident received or declined their annual influenza vaccination for 2025.
The facility was able to provide copies of these residents' consent/declination forms.Review of R1's
form found it was dated 09/28/25 and consent was given for the influenza vaccination. Review of this
form found the facility staff had circled N (No) for | was provided with education and the CDC
Vaccination Information Statement (VIS) (if available) about the benefits, risks and potential side
effects associated with the vaccine. Review of R3's consent/declination form which was dated
10/27/25 and consent given to be vaccinated for influenza vaccination. Review of this form found the
facility staff had circled N (No) for | was provided with education and the CDC Vaccination Information
Statement (VIS) (if available) about the benefits, risks and potential side effects associated with the
vaccine. Review of R4's consent/declination form which was dated 10/04/25 and consent given to be
vaccinated for influenza vaccination. Review of this form found the facility staff had circled N (No) for
| was provided with education and the CDC Vaccination Information Statement (VIS) (if available)
about the benefits, risks and potential side effects associated with the vaccine. Review of R7's
consent/declination form which was dated 10/27/25 and consent given to be vaccinated for influenza
vaccination. Review of this form found the facility staff had circled N (No) for | was provided with
education and the CDC Vaccination Information Statement (VIS) (if available) about the benefits, risks
and potential side effects associated with the vaccine. Review of R13's consent/declination form
which was dated 09/25/25 and declination signed not to be vaccinated for influenza vaccination.
Review of this form found the facility staff had circled N (No) for | was provided with education and
the CDC Vaccination Information Statement (VIS) (if available) about the benefits, risks and potential
side effects associated with the vaccine. On 05/14/26 at 11:17 AM, an interview was conducted with
the Infection Preventionist (IP) in the conference room. Inquired of IP why facility staff were putting N
(no) for no education given to the resident/representative prior to getting consent or declination for
the influenza vaccination. IP stated she tracks the dates of the vaccines for all residents but was not
aware the nurses were doing this. IP nurse confirmed the resident, or their representative, is to be
given the education/CDC Vaccination Information Statement (VIS) prior to acquiring consent or
declination for the influenza vaccination and confirmed this information is in the facility policy.
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AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

125029 B. Wing 05/14/2026

NAME OF PROVIDER OR SUPPLIER

Samuel Mahelona Memorial Hospital

STREET ADDRESS, CITY, STATE, ZIP CODE

4800 Kawaihau Road
Kapaa, HI 96746

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0887

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Educate residents and staff on COVID-19 vaccination, offer the COVID-19 vaccine to eligible residents
and staff after education, and properly document each resident and staff member's vaccination
status.

Based on record review and interview the facility failed to provide education for one of five residents
(Resident (R) 1) or their representative, reviewed for COVID-19 vaccine, regarding the benefits and
risks and potential side effects associated with the COVID-19 vaccine before offering the vaccine and
obtaining consent or declination from the resident or their representative. This deficient practice puts
all residents at risk of not being fully informed about the benefits and risks and potential side effects
associated with the COVID-19 vaccine administered at the facility.Findings Include:On 05/12/26 at
02:53 PM, record review was conducted for R1 to assure the resident received or declined their
COVID-19 vaccine. The facility was able to provide a copy of R1's consent/declination form.Review of
R1's consent/declination form found it was dated 09/28/25 and consent was given for the COVID-19
vaccination. Review of this form found the facility staff had circled N (No) for | was provided with
education and the CDC Vaccination Information Statement (VIS) (if available) about the benefits, risks
and potential side effects associated with the vaccine. On 05/14/26 at 11:17 AM, an interview was
conducted with the Infection Preventionist (IP) in the conference room. Inquired of IP why facility

staff were putting N (no) for no education given to the resident/representative prior to getting

consent or declination for the COVID-19 vaccine. IP stated she tracks the dates of the vaccines but
was not aware the nurses were doing this. IP nurse confirmed the resident, or their representative is
to be given the education/CDC sheet and confirmed this is in their facility policy.
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