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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure that all alleged violations
involving abuse were reported immediately, but not later than 2 hours after the allegation was made to
Health and Human Services Commission (HHSC) for 4 of 4 residents (Residents #1, #2, #3 and
Resident #4) reviewed for abuse and neglect. 1. The facility did not report allegation of abuse
involving Resident #1 and Resident #2 until 19 hours after they were aware of the incident. 2. The
facility did not report an allegation of abuse involving Resident #3 until almost 22 hours after they
were aware of the incident. 3. The facility did not report an allegation of abuse involving Resident #4
until almost 9 hours after they were aware of the incident. This failure could place residents at risk
for further abuse, humiliation, intimidation, fear, shame, agitation, and a decreased quality of
life.Findings included: 1. Record review of a face sheet dated 05/28/26 indicated Resident #1 was a
[AGE] year-old male admitted on [DATE]. His diagnoses included Alzheimer's disease (progressive
disease that destroys memory and other important mental functions), generalized anxiety disorder
(persistent and excessive worry that interferes with daily activities), and post-traumatic stress
disorder (a mental health condition triggered by a terrifying event-either experiencing it or witnessing
it). The face sheet indicated Resident #1 discharged to an out-of-town psychiatric hospital on
[DATE]. Record review of a quarterly MDS assessment dated [DATE] indicated Resident #1 had a
BIMS of 6 out of 15 indicating severely impaired cognition; had no behaviors; supervision or touching
assistance for transfers and independent with propelling self in a wheelchair; active diagnoses of
Alzheimer's disease, anxiety disorder, and post-traumatic stress disorder; and received an
antidepressant medication. Record review of a face sheet dated 05/28/26 indicated Resident #2 was
a [AGE] year-old male admitted on [DATE]. His diagnoses included Alzheimer's disease (progressive
disease that destroys memory and other important mental functions), bipolar disorder (mental
disorder associated with episodes of mood swings ranging from depressive lows to manic highs),
mood disorder (mental disorders that primarily affect a person's emotional state), major depressive
disorder (mental health disorder characterized by persistently depressed mood or loss of interest in
activities, causing significant impairment in daily life), and generalized anxiety disorder (persistent
and excessive worry that interferes with daily activities). Record review of a quarterly MDS
assessment dated [DATE] indicated Resident #2 had a BIMS of 15 out of 15 indicating intact
cognition; had no behaviors; required partial/moderate assistance with transfers; had active
diagnoses of Alzheimer's disease, bipolar disorder, mood disorder, major depressive disorder, and
generalized anxiety disorder; and received antipsychotic medication, antianxiety medication, and
antidepressant medication. During an observation and interview on 05/28/26 at 10:38 a.m. Resident
#2 was in bed. He was clean, neat, and had no odors. He said he was doing good. He said he liked the
facility and had no issues with any staff. Resident #2 said he had an issue with a resident coming into
his room several months ago, but he has had no other issues with any resident; he said he felt safe at
the facility. Record review of the Provider Investigation Report dated 09/26/25 indicated the incident
involving Resident #1 and Resident #2 occurred on 09/22/25 at 06:50 p.m., incident category was
(continued on next page)
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Abuse, and it was reported to HHSC on 09/23/25 at 02:00 p.m. Review of the HHSC TULIP Portal
indicated the facility was aware of the incident involving Resident #1 and Resident #2 on 09/22/25 at
07:00 p.m.; it was categorized by the facility as Abuse; and it was received in the TULIP Portal on
09/23/25 at 02:41 p.m.-19 hours and 41 minutes after they were aware. 2. Record review of a face
sheet dated 05/28/26 indicated Resident #3 was a [AGE] year-old female admitted on [DATE]. Her
diagnoses included bipolar disorder (mental disorder associated with episodes of mood swings
ranging from depressive lows to manic highs), major depressive disorder (mental health disorder
characterized by persistently depressed mood or loss of interest in activities, causing significant
impairment in daily life), and generalized anxiety disorder (persistent and excessive worry that
interferes with daily activities). Record review of a quarterly MDS assessment dated [DATE]
indicated Resident #3 had a BIMS of 7 out of 15 indicating severely impaired cognition; she had no
behaviors; she required supervision or touching assistance with transfers; she had active diagnoses
of bipolar disorder, major depressive disorder, and generalized anxiety disorder; and she received
antipsychotic medication, antianxiety medication, and antidepressant medication. During an
observation and interview on 05/28/26 at 11:00 a.m., Resident #3 was sitting on the side of her bed;
she was clean, neat, and had no odors. Interactions with other residents and staff were appropriate.
She said she was doing fine, she felt safe with the staff taking care of her, and had no issues. Record
review of the Provider Investigation Report dated 01/20/26 indicated the incident involving Resident
#3 occurred on 01/15/26 at 02:00 p.m., incident category was Abuse, and it was reported to HHSC on
01/16/26 at 11:50 a.m. Review of the HHSC TULIP Portal indicated the facility was aware of the
incident involving Resident #3 on 01/15/26 at 02:00 p.m.; it was categorized by the facility as Abuse
and Neglect; and it was received in the TULIP Portal on 01/16/26 at 11:56 a.m.-21 hours and 56
minutes after they were aware. 3. Record review of a face sheet dated 05/28/26 indicated Resident
#4 was a [AGE] year-old female admitted on [DATE]. Her diagnoses included dementia (loss of
cognitive functioning). Record review of an admission MDS assessment dated [DATE] indicated
Resident #4 had a BIMS of 11 out of 15 indicating moderately impaired cognition; she had no
behaviors; she required substantial/maximal assistance with transfers; she had active diagnoses of
non-Alzheimer's dementia; and she received antidepressant medication. During an observation and
interview on 05/28/26 at 11:20 a.m. Resident #4 was up in her wheelchair propelling herself through
the facility. She was clean, neat, and had no odors. Interactions with other residents and staff were
appropriate. She said she was doing fine, she did not hate anyone. Resident #4 said she had an issue
with a nurse recently but it was taken care of, she felt safe with the staff taking care of her, and had
no issues. Record review of the Provider Investigation Report dated 05/06/26 indicated the incident
involving Resident #4 occurred on 05/01/26 at 07:30 p.m., incident category was Abuse, and it was
reported to HHSC on 05/01/26 with no time filled in. Review of the HHSC TULIP Portal indicated the
facility was aware of the incident involving Resident #4 on 05/01/26 at 11:30 a.m.; it was categorized
by the facility as Abuse and Neglect; and it was received in the TULIP Portal on 05/01/26 at 08:14
p.m.-8 hours and 44 minutes after they were aware. Record review of the Abuse, Neglect, and
Exploitation Policy dated 2025 indicated: .VII. Reporting/ResponseA. The facility will have written
procedures that include: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: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, orb. Not later than 24
hours if the events that cause the allegation do not involve abuse and do not result in serious bodily
injury. During an interview on 05/28/26 at 03:20 p.m. the Administrator said she was the AC. She said
she had received training on ANE. She said she thought if the Abuse did not cause serious bodily
injury, then it was to be reported within 24 hours. She said she missed the part on the Provider Letter
and the policy that Abuse was to be reported within 2 hours whether there was serious bodily injury
or not.
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