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F 000 INITIAL COMMENTS F 000

 Initial Comments

CI MS #18224; CI MS #18478; CI MS #18521 

and Covid 19

The State Agency (SA) conducted onsite 

complaint investigations (CI) and a Covid 19 

Focused Infection Control Survey on 

05/17/2022-05/19/2022 for three (3) complaints, 

CI MS #18224 alleged abuse of a resident by two 

(2) staff members while in the bathroom/shower 

area; CI MS #18478 alleged that there was abuse 

and/or neglect of resident while riding in a wheel 

chair on the facility van/bus; and CI MS #18521 

alleged abuse and/or neglect of a resident by 

staff's refusing to deliver quality care to a 

cognitively impaired resident. The SA 

unsubstantiated abuse and neglect for all three 

(3) complaint investigations, and no Substandard 

Quality of Care was identified.  The SA 

substantiated CI MS #18478 and cited 

deficiencies at F689 Scope and Severity (S/S) at  

a "G" level (harm) for failure to supervise a 

bilateral amputee resident riding in the facility 

van/bus.  The SA determined that the facility was 

not in substantial compliance with the federal 

regulations for participation in Medicare and 

Medicaid. The resident census on 5/17/2022 was 

85 and the facility held a license for 120 beds.
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