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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record reviews, the facility failed to ensure all alleged violations involving abuse, neglect, 
exploitation, or mistreatment, including injuries of unknown sources, were reported immediately to the 
administrator of the facility and to HHSC for 1 of 3 Residents (Resident #4) reviewed for abuse. The facility 
staff failed to report an allegation of abuse to the administrator and HHSC within 2 hours after the allegation 
was made per facility policy. This deficient practice could affect any resident and could contribute to further 
neglect. The findings were: Record review of Resident #4's face sheet dated 05/29/24 revealed a [AGE] 
year-old female with an original admission date of 02/18/19. Diagnoses included Alzheimer's, fainting, 
Unspecified injury of the head, stomach ulcer with perforation, Dementia with behavioral disturbance, anemia 
(low blood count), anxiety, Diabetes, High blood pressure, malnutrition, abnormal gait and balance, curvature 
of the spine, repeated falls, reduced mobility, unsteadiness of feet, and assistance with personal care. 
Record review of Resident #4's quarterly MDS dated [DATE] revealed a BIMS score of 00, indicating severe 
cognitive impairment. She was exit-seeking, utilized a wheelchair which she could self-propel slowly. She 
was dependent on staff for personal hygiene, dressing, including footwear, showering, toileting, transferring, 
and oral hygiene. She required set-up assistance with eating. She required substantial assistance with 
upper-body dressing and moderate assistance with positioning. She was always incontinent of bladder and 
bowel. Her active diagnosis was Non-traumatic Brain Dysfunction. Record review of Resident #4's care plan 
dated 04/27/20: Date Initiated: 02/01/23. The resident has an ADL self-care performance deficit. 
Interventions included: Date Initiated: 04/21/23 The resident requires extensive assistance by (2) staff to turn 
and reposition in bed, and the resident requires extensive assistance by (2) staff to move between surfaces 
(transfers). Date Initiated: 08/13/24. Needs a structured environment in a secure unit related to cognitive 
deficit. Interventions included Date Initiated: 08/13/24, Try to keep a routine such as bathing, dressing, and 
eating. Date Initiated: 02/01/2023. The resident has impaired cognitive function/dementia or impaired thought 
processes r/t Alzheimer's. Interventions included cue, reorient, and supervise as needed. Keep the resident's 
routine consistent and try to provide consistent caregivers as much as possible in order to decrease 
confusion. She required extensive and frequent redirection. Record review of Resident #4's active physician 
orders revealed Cilostazol Oral Tablet 100 MG (Cilostazol), Give 1 tablet by mouth one time a day for PVD 
(Peripheral Vascular Disease), Pharmacy, Active, 10/24/2024. Record review of Resident #4's fall risks dated 
from 06/16/20 to present had all been scored as high. During a phone interview with HSK C on 10/07/25 at 
1:20 pm, she said she saw LVN A help Resident #4 in her seat. She said she told the resident to sit down, 
and LVN A put his hand on Resident #4's shoulders and lowered her back down and she got up again and 
LVN A put his fingers on Resident #4's chest to sit her back down. She said LVN A was not forceful with 
Resident #4. She said Resident #4 did not cry out or grimace. She said she did not think LVN A was trying to 
hurt her. She said she did not say anything to anyone. She said she told her supervisor the following 
afternoon because she had personal issues going on. She said she reported things to everyone all the time. 
She said the Abuse coordinator was the ADM. She said she was not reporting to the Abuse Coordinator 
because she had personal issues going on, and she just went home on [DATE], the day of the incident. She 
said the ADM told her she should have called him, no matter what. She said she forgot they were supposed 
to report things right away. Observation of Resident #4 on 10/07/25 at 9:15 am revealed she was 
self-propelling slowly in her wheelchair. She was smiling at nothing or no one in particular. She touched the 
furniture, other residents', and/or their wheelchairs as she rolled down the hallway and in the dining area. 
Resident #4 was easily redirected by staff. In an interview with RN E on 10/07/25 at 9:16 am, she said 
Resident #4 tried to get up a lot, unassisted, and often fell. She said Resident #4 could be aggressive with 
other staff and residents. She said sometimes, Resident #4 did not answer, but seemed to understand 
because she could be redirected. She said she knew LVN A and worked with him several times. She said 
she never saw LVN A being aggressive, but rather, had seen him being nothing but kind and patient with the 
residents. In an interview with LVN A on 10/07/25 at 10:50 am, he said he was the only nurse in the unit on 
10/02/25 with 2 CNAs. He said CNA B was bathing residents; CNA D was in another room assisting another 
resident. He said he was documenting at the desk, saw the resident trying to stand from her wheelchair, and 
he was able to verbally redirect her. He said the resident propelled herself in her wheelchair. He said she got 
up again and started walking around the dining table. He said he followed her closely behind with her 
wheelchair in case she fell. He said the resident did this several times, and he followed her with her 
wheelchair each time. He said the next time she got up; he quickly had to lock the chair and position himself 
in front of the wheelchair and the resident because the resident was getting a little wobbly. He said he told 
the resident to sit down, but she became rigid and would not sit down. He said she walked some more, he 
followed with her wheelchair, and this time he was able to guide her back into her chair by placing his hands 
in her axillary and lowering her to the wheelchair seat because she was about to fall and he barely caught 
her to get her back in the chair. He said it was better to get her in the chair than to let her fall. He said there 
was not anyone else in the unit other than himself, the residents, and the 2 CNAs. He said the resident did 
not vocalize or act in any different way than her norm. He said he received Alzheimer's training upon hire in 
August and has had dementia/Alzheimer's training throughout his career since 2020. Interview with CNA B 
on 10/07/25 at 1:07 pm, she said Resident #4 required a lot of redirecting. She said she did not see LVN A 
walking behind her with a wheelchair, but remembered the resident being very agitated on 10/02/20. She 
said she was performing showers, and the incident happened during rounds at shift change, around 6:30 pm. 
She said she helped the resident back to her chair a couple of times as well. She said HSK C was not in the 
unit at the time of the incident on 10/02/25, but saw her come out of the unit around 8:00 pm. She said she 
heard 2 days later, LVN A was rough with the resident. She said she never saw LVN A be rough with 
anyone. She said he was a nice guy- he was quiet. She said abuse should be reported immediately to the 
nurse or the ADM, who was the abuse coordinator.In an interview with CNA D, on 10/07/25 at 1:40 pm, she 
said she was working 10/02/25, the day of the incident, in the locked unit and denied ever seeing LVN A 
being rough with anyone. She said abuse should be reported immediately to the nurse or the ADM, who was 
the abuse coordinator.In an interview with the DON on 10/07/25 at 1:45 pm, she said Resident #4 had an 
unwitnessed fall several days before the incident on 10/02/25, and they could not determine if the spot on 
Resident #4's chest was from the unwitnessed fall or the incident. Record review of safe surveys dated 
10/02/25 and 10/03/25 revealed no identified concerns. All residents said they felt safe. Record review of 
LVN A's Personnel file revealed a hire date of 08/08/25. No counseling reports other than the suspension on 
10/02/25 for this intake.Record review of the facility policy dated 07/11/25 titled Abuse, Neglect, and 
Exploitation under VII. Reporting/Response: A. 1. Reporting of all alleged violations to the Administrator, 
state agency, adult protective services and to all other required agencies (e.g. law enforcement when 
applicable) within specified timeframes: 1a. A. Immediately, but not later than 2 hours after the allegation is 
made, if the events that cause the allegation involve abuse or result in serious bodily injury, or b. Not later 
than 24 hours if the events that cause the allegation do not involve abuse and do not result in serious bodily 
injury.
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