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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm interview and record review, the facility failed to have evidence that all alleged violations were
thoroughly investigated and failed to prevent further potential abuse, neglect, exploitation or

Residents Affected - Few mistreatment while the investigation was in progress for 1 of 8 residents (Resident #1) reviewed for

abuse, neglect and misappropriation. The facility failed to thoroughly investigate and conduct relevant
interviews after Resident #1 alleged on 06/24/26 that CNA A stole her money. This failure could place
residents at risk of not having allegations of abuse, neglect, exploitation, or misappropriation
investigated properly to prevent re-occurrence. Findings included: Record review of Resident #1's
face sheet, dated 07/29/26, indicated a 75- year- old female who was admitted to the facility on
[DATE]. Her diagnosis included severe bilateral glaucoma (serious eye condition characterized by
significant damage to the optic nerve in both eyes, often leading to vision loss). Record review of
Resident #1's quarterly MDS assessment, dated 07/01/26, indicated she was able to make herself
understood and understood others. She had severely impaired vision. She was cognitively intact with
a BIMS-15. Record review of Resident #1's care plan, dated 06/24/26, indicated Resident #1 was at
risk of potential psychosocial well-being problem related to missing money. She was angry that
someone would take her money without permission. Interventions included a provided lock box and a
key. Record review of the facility schedule, dated 06/23/26 at 10:00 p.m. through 06/24/26 at 6:00
a.m., indicated CNA B and LVN E were assigned to work with Resident #1. Record review of the
facility investigation, dated 07/01/26, and completed by the Administrator, indicated the incident
occurred on 06/23/26 at 11:15 p.m. and was reported to HHSC on 06/24/26 at 5:02 p.m. The AP was
identified and confirmed as CNA A. There were no identified witnesses. The allegation was noted on
06/24/26 as Resident #1 stated someone had stolen her money and she thought it was the aide. The
Administrator asked when she thought it was stolen and she stated last night. The Administrator
asked who and she stated that girl. The Administrator asked who that girl was, and she stated the
one who gave her the bath. CNA A was suspended during the investigation. CNA A denied the
allegation. The facility investigation did not include interviews and/or statements from the night staff
assigned to Resident #1 from 10:00 p.m. on 06/23/26 through 6:00 a.m. on 06/24/26. The facility
investigation did not include interviews or statements of other night staff from 10:00 p.m. on

06/23/26 through 6:00 a.m. on 06/24/26. The facility investigation identified Resident #1 was missing
$205. The facility investigation concluded the allegation was unconfirmed. During an interview on
07/28/26 at 11:00 a.m., the Administrator said he was the abuse coordinator and responsible for
conducting thorough investigations in the facility. He said Resident #1 reported she was missing
money on 06/24/26. He said Resident #1 asked CNA A to put her purse/fanny pack on the seat of the
walker. He said it was in the doorway of the shower area and was in view during the shower. He said
Resident #1 identified CNA A as the AP. He said CNA A was immediately suspended pending the
(continued on next page)
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F 0610 outcome of the investigation and the police were notified. He said it was determined Resident #1's
money was missing, but he could not identify who stole the money. During an interview on 07/28/26

Level of Harm - Minimal harm at 12:15 p.m., Resident #1 said she was blind and could not see her money. She said other staff and

or potential for actual harm Resident #2 (her roommate) helped her count her money. She said she had more than $200 before she
went into the shower on 06/23/26. She said she believed CNA A took her money. She said CNA A

Residents Affected - Few assisted her with her bath/shower. She said CNA A put her purse with her money on the seat of her

walker and then moved the walker out of the shower area. She said after her shower, CNA A put her
purse on the overbed table and assisted her backto bed. She said the next morning, on 06/24/26, she
discovered she was missing a wallet with more than $200. She said she now had a lock box and a key
for her money. She said she kept the [NAME] a lanyard around her neck. During an interview on
07/28/26 at 12:20 p.m., Resident #2 (Resident #1's roommate) said she did not see anyone take any
money or Resident #1's wallet. During an interview on 07/28/26 at 12:23 p.m., CNA A said she
assisted Resident #1 to the shower on 06/23/26. She said she put Resident #1's purse on the seat of
her walker and pushed the walker out of the shower area and into the doorway of the shower room.
She said the walker and purse were not out of Resident #1's sight during the entire shower. She said
after she completed Resident #1's shower, she assisted Resident #1 to dress and then assisted her
back into bed. She said she handed Resident #1 her purse and Resident #1 put the purse around her
neck as she usually did. She said she did not see Resident #1's money or wallet. She denied taking
Resident #1's money. She said she was suspended and interviewed during the facility investigation.
During an interview on 7/28/26 at 2:45 p.m., LVN E said Resident #1 reported her money was missing
on 06/24/26. She said she reported it to the Administrator immediately. She said Resident #1 said her
purse was on the overbed table when she was put in bed and that was not the usual place Resident
#1 kept her purse or money. She said Resident #1 usually kept her purse/fanny pack around her neck
at all times. During an interview on 07/28/26 at 2:57 p.m., CNA C said Resident #1 told her on
06/24/26 she was missing her money. She said she reported Resident #1's missing money to LVN E
immediately. She said Resident #1 asked for her purse/fanny pack from the overbed table. She said it
was unusual because Resident #1 always had her purse/fanny pack around her neck, even when she
was sleeping. She said she handed the purse/fanny pack to Resident #1 and Resident #1 asked for
her wallet She said she opened the purse/fanny pack and handed her a wallet. She said Resident #1
opened the wallet and felt the bills and asked if it was all $1's. CNA C said she told Resident #1 it
was only $1's in her wallet and she put it back and thought she had another wallet. | helped her
search her bed for another wallet and we did not find another wallet. She said her money was
missing. She said she reported the missing money to LVN E immediately. During an interview on
07/29/26 at 9:05 a.m., LVN D said she worked from 10:00 p.m. on 06/23/26 through 06/24/26 at 6:00
a.m. She said she did not know of Resident #1's missing money. She said she did not recall where
Resident #1's purse/fanny pack was at the time of the alleged incident. She said she was not
interviewed regarding Resident #1's missing money. During an interview on 07/29/26 at 9:23 a.m., the
Administrator said he usually interviewed other staff and got interviews that said they knew

something or they knew nothing if that was the case. He said this time, he did not. He said he asked a
few other staff if they knew anything and they did not know anything, but he did not get any
statements. He said he tried to get ahold of CNA B, but she did not respond. He said he did not
interview LVN D or get her statement. He said residents were at risk of continued misappropriation if
investigations were not thorough. During an interview on 07/29/26 at 11:00 a.m., the SW said
Resident #1 kept her money in 1 one of 2 two wallets. She said Resident #1 usually kept her wallets
in her purse/fanny pack around her neck or under her pillow. She said Resident #1 guarded her money
(continued on next page)
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at all times. She said she assisted to search Resident #1's room for the missing wallet and couldn't
find the missing wallet or the money. Attempted interview on 07/23/26 at 1:38 p.m. with CNA B
(worked from 10:00 p.m. on 06/23/26 through 06/24/26) was unsuccessful. A voicemail message was
left. Record review of the facility's Abuse, Neglect, and Exploitation policy dated 07/11/25 indicated .
Misappropriation of Resident Property means the deliberate misplacement, exploitation, or wrongful,
temporary or permanent, use of a resident's belongings or money without the resident's consent. V.
Investigation of Alleged Abuse, Neglect and Exploitation A. An immediate investigation is warranted
when suspicion of abuse, neglect or exploitation, or reports of abuse, neglect or exploitation occur. B.
Written procedures for investigations include: . 4. Identifying and interviewing all involved persons,
including the alleged victim, alleged perpetrator, withesses, and others who might have knowledge of
the allegations; .6. Providing complete and thorough documentation of the investigation.
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