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 M 000 Initial Comments  M 000

On 12/28/21 through 12/29/21 State Agency 

conducted a complaint survey for one (1) 

complaint, CI MS #18402 related to Resident 

Abuse. Based on observations, policy reviews, 

record reviews and interviews the State Agency 

(SA) determined there was no evidence of abuse 

by staff. The facility employed staff after 

appropriate background checks which would 

have disqualified them for employment and were 

licensed by the SA. The Facility developed and 

implemented written policies and procedures to 

prohibit and prevent abuse. The facility provided 

in-service training for nurse aides to prevent 

resident abuse and ensure reporting of suspected 

allegations within mandated timeframes. The 

facility conducted a thorough investigation and 

reported the allegation in a timely manner after 

being made aware of the allegation by the local 

hospital social worker. The facility took measures 

to prevent further potential abuse. The SA cited 

no deficiencies. The SA found the facility to be in 

compliance with the Minimum Standards fot the 

Institutions for the care of the Aged or Infirm. 

Complaint CI MS #18402 was unsubstantiated.
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