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The State Agency (SA) conducted a complaint 

survey for CI MS #16986, CI MS #17223, CI MS 

#17227, and CI MS #17314 at the facility from 

02/24/21 through 02/26/21. During the survey, the 

SA determined that the facility was not in 

compliance with the requirements of participation 

in Medicare and Medicaid. The SA substantiated 

CI MS #17314 and CI MS #17227 for quality of 

care regarding pressure ulcers and cited F686 at 

the "G" level.   CI MS #16986 was not 

substantiated for Neglect, and CI MS #17223 was 

not substantiated for pressure sores, infection 

control, and environment. The census at the time 

of suvey was 81.
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