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Declaration of Ronda Tewell 

STATE OF TEXAS 

COUNTY OF HARRIS 

l\I[y name is Ronda Tewell. I have personal knowledge of these facts and each is true and 
correct: 

I am a Licensed Master Social Worker, Surveyor/Investigator with the Texas Department 
()fHealth and Human Services. I have been licensed as a master's level social worker 
(LMSW) since 2006. I was licensed as a bachelor's level social worker in 1998. I have 
worked full-time in hospitals and residential treatment facilities. In my 9 year career as a 
social worker, I have experience with DSM IV (Diagnostic and Statistical Manual of 
Mental Disorders 4th Edition) diagnoses and mental and physical health agencies and 
facilities. My license requires that I have annual continuing education and I am current in 
those requirements. I have completed federal and state training on hospital surveying, as 
well as additional training on how to interview and conduct investigations. 

For the last year, in my capacity of surveyor/investigator, the Texas Department of State 
Health Services has assigned me to conduct unannounced investigative surveys in 
response to complaints filed by patients and their families against hospitals and 
psychiatric hospitals. During these surveys, I go onsite to gather information that I use to 
evaluate a facility's compliance with federal and/or state regulations. If my evaluation 
finds non-compliance by the facility, I draft a statement of deficiencies. The most 
critical element of a complaint survey is the determination of whether a finding of 
deficiency constitutes an immediate jeopardy situation. 

As a result of three abuse/patient's rights complaints, I conducted an investigation of 
Cypress Creek hospital on June 7, 2007. I was responsible for observations and findings 
related 'to the state tag Y-502, which corresponds to federal tag A-038 and 42 C.F.R. § 
482.13, related to patients' rights. My findings are accurately and correctly reflected in 
the State survey form and in the Report of Contact documents, CMS exhibits 1 and 2. 
The documents created by me accurately reflect my observations and interviews. 

One of the three complaints, numbered TX-OOO-79359, was investigated at first only to 
determine whether there were violations of the standards used by the State to grant the 
facility a license to operate under state law. The facility reported only that rounds had 
not been conducted at a time mentioned in the complaint, but had mentioned nothing 
about a patient injury. Upon investigation, additional unreported information came to 
light and was reported to eMS. 

I discovered that a patient known to be suicidal was allowed to check out a razor, and he 
used the blade to slit his wrist. Thereafter, he lie on a shower floor for 5-6 hours, and 
when discovered was taken by ambulance to an emergency room. After reviewing this 
information, I informed Diane Reidy, Chief Executive Officer, that the facility's self
report of the incident was incomplete, and in light of new facts an additional investigation 
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would be conducted. It was not clear why the incident had been reported as simply as 
rounds not having been conducted. 

Ms. Reidy stated that she wouldn't even know how to write a plan of correction for this 
incident because they had sufficient policies and procedures in place and that if staff had 
just done their job the incident wouldn't have happened. She stated that her response to 
the incident had been to fire three staff members. However, it had been a month since the 
incident, and other than firing staff, there had been no further action taken. 

,\s I investigated the incident, I asked for various policies and procedures. I asked to see 
their policy on checking out sharps to patients. Ms. Reidy and her staff stated that no 
such policy existed. They produced a policy on patient belongings, stating what patients 
were allowed, and not allowed, to have. I pointed out to her that they were lacking the 
necessary policy and that it might be prudent to develop one and train staff on it. I asked 
for the check-out sheet, showing when the patient checked out the razor, and when it was 
due to be checked back in. Staff told me that they had check-out sheets, and showed me 
a blank one, but stated that they didn't have the sheet for the night in question because 
they shred them once they are completed. I pointed out that they are required to keep 
those sheets for documentation. 

I asked how it was that no one noticed that rounds weren't being done for 9 hours and 
was told that it was the nursing supervisor's duty to notice that. I pointed out that the 
supervisor had been in charge of multiple units and suggested they put a second level 
checking system in place. I asked why staffhad not followed the policy and gone to meet 
the EMS personnel once 911 was called. Ms. Reidy stated that she did not know why. I 
told her that staff needed to be retrained on that policy. In my opinion the facility should 
have recognized that changes needed to be made, policies needed to be examined and 
implemented, that staff needed training, and that not making any changes after such a 
serious incident put their patients at risk. 

It was disconcerting that a month had passed since the incident and yet no administrator, 
director, or manager at the facility had recognized the need to take any of the above 
named actions until we came out to investigate the incident based on a complaint, and 
uncovered deficiencies. 

Upon submission of my findings, a federal complaint was approved under TX-OOO-
80104, and an additional complaint investigation was completed on June 14,2007. As a 
result of these investigations, the facility was placed on a 23-day termination schedule 
and notified. 

I was also part of the team that conducted a follow-up visit to the facility from July 16 to 
July 18, 2007, to determine whether the 23-day termination could be lifted. Serious 
problems with infection control and patient safety were either discovered or noted to have 
continued to exist. I was present at the exit conference the team held with Diane Reidy 
and staff. During the exit conference Ms. Ready was informed of the serious nature of 
the findings, the reasons for those findings, and that the facility would remain on a 23-
day tennination track as a result of the findings. Although I cannot remember if the 
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specific words ~'immediate jeopardy" were used during the exit interview, the survey 
lL~am certainly did stress the seriousness of our findings. 

I declare under penalty of perjury under the laws of the United States of America that the 
fl)regoing is true and correct. . 

Executed on August 27, 2007. 

6f~,- A. ~ jmSU-J 
Ronda M. Tewell, LMSW ) 
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