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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46929

Residents Affected - Few Based on interview and record review, the facility failed to report the results of all investigations to the

administrator or his or her designated representative and to other officials in accordance with State law,
including to the State Survey Agency, within 5 working days of the incident, and if the alleged violation is
verified appropriate corrective action must be taken for 2 of 11 residents (Resident #1 and Resident #2)
reviewed for abuse and neglect.

The facility failed to ensure the provider investigation report was turned into the state survey agency (HHSC)
within 5 working days of the reported incident between Resident #1 and Resident #2.

This failure could place residents at risk for abuse and neglect.
Findings included:

1. Record review of Resident #1's face sheet, dated 09/04/24, indicated she was a [AGE] year-old female,
admitted to the facility on [DATE]. Her diagnoses included dementia (a decline in cognitive abilities that can
affect a person's ability to perform everyday activities), generalized anxiety disorder (a mental health
condition characterized by excessive, uncontrollable worry about various aspects of daily life), and chronic
obstructive pulmonary disease (a group of progressive lung diseases that cause obstructed airflow from the
lungs and make breathing difficult).

Record review of Resident #1's quarterly MDS assessment, dated 06/07/24, indicated she was able to make
herself understood and understand others. She had a BIMS score of 10, indicating moderate cognitive
impairment.

2. Record review of Resident #2's face sheet, dated 09/04/24, indicated she was an [AGE] year-old female,
admitted to the facility on [DATE]. Her diagnoses included Alzheimer's disease (a progressive neurological
disorder that leads to the degeneration and death of brain cells), generalized anxiety disorder (a mental
health condition characterized by excessive, uncontrollable worry about various aspects of daily life), and
paranoid personality disorder (a mental health condition characterized by pervasive and irrational distrust
and suspicion of others).

Record review of Resident #2's quarterly MDS assessment, dated 06/17/24, indicated she was usually able
to make herself understood and usually understood others. She had a BIMS score of 5, indicating severe
cognitive impairment.
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F 0609 Record review of the facility's provider investigation report for the reported incident between Resident #1 and
Resident #2, dated 07/11/24, indicated that Resident #1 had reported being slapped by Resident #2. The
Level of Harm - Minimal harm or residents were separated and placed on 15-minute checks. There were no witnesses to the incident, and
potential for actual harm assessments of both residents showed no marks or injuries. Ultimately, the facility's investigation concluded
that the allegation of abuse was unfounded. In-services were conducted with facility staff on the prevention of
Residents Affected - Few abuse, neglect, and exploitation. The allegation was reported to the state survey agency on 07/05/24.

During an interview on 09/03/24 at 10:32 AM, the Administrator said she did not send the provider
investigation report for the incident between Resident #1 and Resident #2 to the state. She explained that
she was unable to find the email and must have forgotten to send it.

During an interview on 09/04/24 at 12:20 PM, the Administrator said that she did not send the provider
investigation report for the incident between Resident #1 and Resident #2 to HHSC within 5 days of the
investigation. She said she was solely responsible for submitting the report and mentioned that she was
going to send it on that day. Additionally, she noted that the abuse policy would address this deficiency.
Record review of the facility's undated policy, Abuse/Neglect, stated:

.F. Investigation .

.3. A report to the appropriate agency will include the following: .

.The written report must be sent to HHSC no later than the fifth working day after the initial report. The
facility will use the designated state reporting form .
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