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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

survey, MS #17458, MS #17348 and MS #17419 

from 6/7/21 to 6/9/21.  The SA did not 

substantiate the complaints    MS #17458 for 

Infection Control related to Covid and not 

answering the phones, MS #17438 for Resident 

Neglect related to medications, Quality of Care 

related to a resident left soiled for extended 

periods of time, Infection Control practices by the 

facility,  Staffing by the facility and Rehabilitation 

services, MS #17419 for Resident Neglect related 

to assessing and monitoring, Quality of Care 

related to  Infection Control Practices by the 

facility and water not offered to the resident with 

no citations.  The census was 51 with 60 beds.
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