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F 000 INITIAL COMMENTS F 000

 The State Survey Agency (SSA) conducted a 

three (3) complaint investigations (CI) survey at 

the facility from 07/13/2021 to 07/19/2020 for CI 

#17155, CI #17480 and CI # 17548.  CI #17155 

was regarding Resident/Patient/Client Neglect, 

Quality of Care/Treatment and Dental Services 

involving client not being monitored or assessed 

accurately, services not performed for a dentist 

referral and improper infection control due to poor 

oral care.  CI# 17480 was regarding 

Resident/Patient/Client Neglect due to client not 

being assessed or monitored accurately and 

pressure wounds, the complaint of client not 

being cared for well.  CI # 17548 was regarding 

Resident/Patient/Client Neglect related to 

pressure ulcers due to complaint client became 

septic from neglect. During the investigations, the 

SSA determined the facility was in compliance 

with the requirements of participation in Medicare 

and Medicaid. The SSA did not substantiate CI 

#17155, CI #17480, and CI #17548 because 

there is lack of evidence to prove the facility was 

negligent of quality of care/treatment in pressure 

wounds, infection control, monitoring or 

assessing clients.  The facility provided consistent 

documentation of residents' and wound care 

status, and the residents' overall health declined.  

No deficiencies cited. The facility had a census of 

76 and is licensed for 91.
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