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 M 000 Initial Comments  M 000

The State Agency (SA) conducted the Complaint 

Investigations (CI), CI #17590  from 3/2/2021 to 

3/4/2021 and the SA did not substantiate the 

complaint for failure to follow Professional 

Standards of Practice for passing the medication 

cart from one shift to another and nurses being 

responsible for more than 50 residents at once. 

Unable to substantiate nurses punching out 

medications in advance. Unable to substantiate 

facility less than 2.8 ratio of staffing per shift. 

Unable to substantiate short staffed for Certified 

Nursing Assistant (CNA) and working more than 

16 hours per day. Unable to substantiate facility 

using green bedspreads for incontinent pads. 

Unable to substantiate any residents being 

allowed to smoke in their rooms. Unable to 

substantiate resident on resident physical abuse. 

Unable to substantiate residents with wounds not 

being sent to a Long-term Treatment Center 

(LTAC) unit as ordered by the physician. Unable 

to substantiate residents in need of Hospice 

services not being placed on Hospice.  The 

facility was in compliance with the Minimum 

Standards of Operation for Institutions for the 

Aged or Infirm and state licensure requirements.
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