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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not ensure that all alleged violations involving abuse, neglect, 
exploitation, or mistreatment, are reported immediately to the administrator of the facility and to other 
officials, including the State Survey Agency, in accordance with State law through established procedures for 
2 of 3 residents (R1 and R2) reviewed for abuse. Facility became aware of an abuse allegation on 10/4/25 at 
7:41 PM involving R1 and R2 The facility did not report the allegation to the State Agency. Evidenced by: 
The facility policy entitled, Reporting and Investigation of Alleged Caregiver Misconduct or Resident Rights 
Violation, dated 10/2024, states, in part: . Policy: It is the policy of the Sauk County Health Care Center that 
each resident will be free from abuse. Abuse can include verbal, mental, sexual, or physical abuse, 
exploitation, corporal punishment or involuntary seclusion.Definitions: Definitions of Abuse and Neglect: .i. 
Verbal abuse is defined as the use of oral, written or gestured language that willfully includes disparaging 
and derogatory terms to residents or their families. Examples of verbal abuse include, but are not limited to: 
threats of harm; saying things to frighten a resident.Procedure: Responding/Investigating/Protection:All 
allegations of misconduct will be thoroughly investigated.1. Any person may report an allegation of potential 
resident mistreatment, neglect, abuse, misappropriation of resident property, injury of unknown source, 
resident rights violation, or resident to resident incident to any entity employee at any time. Upon receiving 
such a report, either verbal or written, the entity employee shall immediately intervene, if necessary, and 
assure resident safety. Resident safety is priority. Once resident safety is ascertained, reporting individual 
will immediately inform the unit nurse/supervisor or management staff, who will immediately notify the 
administrator or administrator designee in person or with direct telephone contact.Examples of ways to 
ensure resident safety include:A. Removing the alleged perpetrator from the facility.4. The supervisor 
receiving verbal or written information shall take prompt measures to assess and ensure the safety and 
welfare of the resident involved, immediately notify the Administrator. of the allegation along with any other 
appropriate individuals. Following notification of the Administrator, the supervisor/administrator reporting will 
immediately complete the Alleged Nursing Home Resident Mistreatment Report via the online reporting 
system @ https://dqa.wi.gov/DHSSurveys/takesurvey.aspx?surveyid=96mi3mi4 .6. Resident or resident 
legal representative will be immediately informed. of the initiation of the investigation.9. Staff to include 
contracted staff will be oriented to the Abuse Report Policy and Procedure to include their reporting 
requirements . Staff are required to report suspected misconduct and crimes to their immediate supervisor 
immediately. Thorough Investigation:All nursing homes must immediately begin a thorough investigation of 
any reported incident, collect information that corroborates or disproves the incident, and document the 
findings for each incident. A thorough investigation may include: .*Identifying and interviewing other staff or 
residents in the immediate area at the time of the incident who may have witnessed what occurred.*Interview 
other residents to determine if they have been abused or mistreated.12. Based upon initial information 
received from the resident and/or employee(s), the entity Administrator. will take/direct appropriate action to 
protect the resident's health, safety and welfare from any real or perceived future misconduct while the 
investigation is in progress. Such action will include suspending the involved employee(s) from further work 
duties until the investigation is completed.14. The Administrator. shall complete Form F-62447, Caregiver 
Misconduct Incident Report if an investigation was initiated. The completed form, along with a copy of the 
Alleged Form and the appropriate supporting documentation will be submitted via the MISCONDUCT 
INCIDENT REPORTING SYSTEM and/or forwarded to the Division of Quality Assurance, Office of Caregiver 
Quality. This will be completed within five working days of the alleged incident. Example 1:R2 was admitted 
to the facility on [DATE] and has diagnoses that include vascular dementia (a type of cognitive decline 
caused by damage to the blood vessels in the brain).R2's admission Minimum Data Set (MDS) Assessment, 
dated 9/15/25 shows that R2 has a Brief Interview of Mental Status (BIMS) score of 3 indicating R2 has 
severe cognitive impairment.On 10/14/25 at 10:52 AM, Surveyor spoke with R2. Surveyor asked R2 if she 
receives the care she needs at the facility and R2 indicated yes. Surveyor asked R2 if the staff treat her well 
and R2 indicated no. Surveyor asked how the staff treat her and R2 did not answer. Surveyor asked if any 
staff have ever physically or verbally abused R2 by hurting her or yelling at her. R2 indicated yes. R2 could 
not indicate when or who. R2 indicated it happens quite often staff yell at her. Surveyor asked R2 if staff hurt 
her and R2 indicated no. Surveyor asked R2 how that makes her feel when staff yell at her and R2 shrugged 
her shoulders. Surveyor asked if it makes her feel good and R2 indicated not good.On 10/14/25 at 3:35 PM, 
CNA D (Certified Nursing Assistant) returned Surveyor's phone call. CNA D indicated on 10/4/25 she was 
working on the same unit as CNA E and observed CNA E being reckless with the residents all day by pulling 
the residents up by their hands instead of using a gait belt. CNA D indicated R1 and R2 had been wandering 
off the unit the whole shift. CNA D indicated one-time R2 had wandered off the unit and CNA E brought R2 
back and stated to R2 You do that again I am going to beat your butt. Throughout the shift after that R2 was 
acting more confused by pushing her tray table from her room up the hallway instead of her walker. CNA D 
indicated she reported the incident to the nurse (CNA D could not recall the nurse's name). Surveyor asked 
CNA D what time she reported the incident, and CNA D could not recall. CNA D indicated CNA E had told 
her and another CNA that she wanted to bop R1 on the head. Surveyor asked CNA D when she overheard 
CNA E tell R1 she was going to beat her butt what CNA D did. CNA D indicated she was working with 
another resident at the time so nothing, but she reported it an hour to an hour and a half later. CNA D 
indicated the nurse phoned DON B (Director of Nursing) and had her on speaker phone. CNA D informed 
DON B she felt unsafe and wanted to leave the facility. CNA D wanted the police phoned due to CNA E 
threatening a resident and on CNA E's actions. CNA D informed DON B she would fill out a statement later 
she just wanted to leave. CNA D indicated she left the facility right after talking to DON B (CNA D unsure of 
time).Of Note: Surveyor unsuccessful in connecting with RN F (Registered Nurse) and CNA E for interview.
Example 2:R1 admitted to the facility on [DATE] and has diagnoses that include Alzheimer's Disease (a type 
of dementia that affects memory, thinking and behavior. Symptoms eventually grow severe enough to 
interfere with daily tasks) and metabolic encephalopathy (a condition where the brain does not function 
properly due to an underlying metabolic disorder). R1's Quarterly Minimum Data Set (MDS) Assessment, 
dated 8/10/25 shows that R1 has severe cognitive impairment by showing no Brief Interview of Mental Status 
(BIMS) score.On 10/14/25, at 10:56 AM, Surveyor interviewed RN C. RN C indicated when she came onto 
shift on 10/4/25 she had heard from the PM (evening) nurse a complaint that staff was trying to stop a 
resident from leaving the unit. RN C indicated NHA A came into the facility that evening due to the complaint. 
RN C indicated she had to sign something for abuse and care planning.On 10/14/25 at 11:06 AM, Surveyor 
interviewed NHA A (Nursing Home Administrator) who indicated an allegation was reported to him on 
10/4/25 at 8:15 PM from DON B (Director of Nursing). NHA A was informed around 8:00 PM CNA E told R1 
if she got up again CNA E was going to slap R1. CNA E had got sent home. NHA A indicated he arrived at 
the facility at 9:15 PM and spoke with RN F who was getting statements from staff. NHA A indicated he 
received statements from all staff and education was started that night on) If a resident is leaving the hall, we 
cannot block resident. Staff to try to redirect resident and if unable 1 staff is to stay with the resident, and 2) 
Staff to be professional and not demeaning communication in front of or with the residents. NHA A indicated 
he spoke with R1 and asked her if anything happened that evening; R1 indicated no. NHA A asked R1 if she 
felt safe and R1 indicated yes. Surveyor asked NHA A if R1 is alert and oriented, and NHA A indicated no. 
Surveyor asked NHA A if this incident was an allegation of abuse and NHA A indicated yes. Surveyor asked 
NHA A when an allegation of abuse be reported to the state agency, and NHA A indicated within 2 hours. 
Surveyor asked if the incident was reported to the state agency and NHA A indicated no because he 
investigated and found the other witnesses had different stories and CNA D would not give a statement. NHA 
A indicated the facility assured R1 was safe, and education was started and continued through the weekend. 
NHA A indicated it should have been reported to the state.On 10/14/25 at 11:35 AM, Surveyor interviewed 
DON B (Director of Nursing) who indicated she received a call from RN F on 10/4/25 at 7:41 PM about CNA 
D reporting overhearing CNA E saying she was going to slap R1. CNA D was there with RN F during phone 
conversation, and CNA D indicated she feared for her life. DON B asked CNA D if someone had threatened 
her and CNA D indicated no, but she heard CNA E yell at R1. CNA E was sent home after completing a 
statement of the incident. DON B indicated she called NHA A immediately at 7:50 PM and informed him of 
the abuse allegation and that CNA D left facility because she feared for her life. DON B indicated NHA A was 
going to the facility to interview staff. The next morning 10/5/25 NHA A informed DON B the allegation was 
unfounded. DON B indicated the morning of 10/5/25, a skin sweep on that unit was conducted by RN C. 
Surveyor asked DON B when an allegation of abuse should be reported to the state agency, and DON B 
indicated within 2 hours.Facility staff were aware of an allegation of abuse involving R1 and R2, this was not 
reported to the state survey agency within the required timeframes.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.
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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to thoroughly investigate an accusation of verbal abuse for 2 of 
3 residents (R1 & R2) reviewed for abuse.Facility became aware of an abuse allegation on 10/4/25 regarding 
R1 and R2. The facility did not conduct a thorough investigation or put protections in place during the 
investigation. Evidenced by:The facility policy entitled, Reporting and Investigation of Alleged Caregiver 
Misconduct or Resident Rights Violation, dated 10/2024, states, in part: . Policy: It is the policy of the Sauk 
County Health Care Center that each resident will be free from abuse. Abuse can include verbal, mental, 
sexual, or physical abuse, exploitation, corporal punishment or involuntary seclusion.Definitions: Definitions 
of Abuse and Neglect: .i. Verbal abuse is defined as the use of oral, written or gestured language that willfully 
includes disparaging and derogatory terms to residents or their families. Examples of verbal abuse include, 
but are not limited to: threats of harm; saying things to frighten a resident.Procedure: 
Responding/Investigating/Protection:All allegations of misconduct will be thoroughly investigated.1. Any 
person may report an allegation of potential resident mistreatment, neglect, abuse, misappropriation of 
resident property, injury of unknown source, resident rights violation, or resident to resident incident to any 
entity employee at any time. Upon receiving such a report, either verbal or written, the entity employee shall 
immediately intervene, if necessary, and assure resident safety. Resident safety is priority. Once resident 
safety is ascertained, reporting individual will immediately inform the unit nurse/supervisor or management 
staff, who will immediately notify the administrator or administrator designee in person or with direct 
telephone contact.Examples of ways to ensure resident safety include:A. Removing the alleged perpetrator 
from the facility.4. The supervisor receiving verbal or written information shall take prompt measures to 
assess and ensure the safety and welfare of the resident involved, immediately notify the Administrator. of 
the allegation along with any other appropriate individuals. Following notification of the Administrator, the 
supervisor/administrator reporting will immediately complete the Alleged Nursing Home Resident 
Mistreatment Report via the online reporting system @ https://dqa.wi.gov/DHSSurveys/takesurvey.
aspx?surveyid=96mi3mi4 .6. Resident or resident legal representative will be immediately informed. of the 
initiation of the investigation.9. Staff to include contracted staff will be oriented to the Abuse Report Policy 
and Procedure to include their reporting requirements . Staff are required to report suspected misconduct 
and crimes to their immediate supervisor immediately.Thorough Investigation:All nursing homes must 
immediately begin a thorough investigation of any reported incident, collect information that corroborates or 
disproves the incident, and document the findings for each incident. A thorough investigation may include: .
*Identifying and interviewing other staff or residents in the immediate area at the time of the incident who 
may have witnessed what occurred.*Interview other residents to determine if they have been abused or 
mistreated.12. Based upon initial information received from the resident and/or employee(s), the entity 
Administrator. will take/direct appropriate action to protect the resident's health, safety and welfare from any 
real or perceived future misconduct while the investigation is in progress. Such action will include suspending 
the involved employee(s) from further work duties until the investigation is completed.14. The Administrator. 
shall complete Form F-62447, Caregiver Misconduct Incident Report if an investigation was initiated. The 
completed form, along with a copy of the Alleged Form and the appropriate supporting documentation will be 
submitted via the MISCONDUCT INCIDENT REPORTING SYSTEM and/or forwarded to the Division of 
Quality Assurance, Office of Caregiver Quality. This will be completed within five working days of the alleged 
incident. Example 1:R1 admitted to the facility on [DATE] and has diagnoses that include Alzheimer's 
Disease (a type of dementia that affects memory, thinking and behavior. Symptoms eventually grow severe 
enough to interfere with daily tasks) and metabolic encephalopathy (a condition where the brain does not 
function properly due to an underlying metabolic disorder).R1's Quarterly Minimum Data Set (MDS) 
Assessment, dated 8/10/25 shows that R1 has severe cognitive impairment by showing no Brief Interview of 
Mental Status (BIMS) score.R2 was admitted to the facility on [DATE] and has diagnoses that include 
vascular dementia (a type of cognitive decline caused by damage to the blood vessels in the brain).R2's 
admission MDS Assessment, dated 9/15/25 shows that R2 has a BIMS score of 3 indicating R2 has severe 
cognitive impairment.On 10/14/25 at 10:52 AM, Surveyor interviewed R2. Surveyor asked R2 if the staff treat 
her well and R2 indicated no. Surveyor asked R2 to tell Surveyor about that and R2 shrugged her shoulders. 
Surveyor asked R2 if staff have ever hurt her or yelled at her. R2 answered yes to staff yell at her. Surveyor 
asked R2 when staff yell at her and R2 indicated quite often. R2 could not indicate what staff or when. R2 
indicated when staff yell at her it does not make her feel good.On 10/14/25 at 11:45 AM, NHA A (Nursing 
Home Administrator) provided Surveyor with the investigation he conducted of the allegation.The NHA A's 
summary dated 10/04/25, states: I received the phone call from (DON B (Director of Nursing)) around 8:15 
PM of a possible allegation. The accused employee (CNA E (Certified Nursing Assistant)) was immediately 
sent home. The accuser refused to leave a statement when asked to by DON B. I arrived at the facility about 
9:15 PM. Upon entering the facility, I talked with the nurse on the (name) wing and discussed the incident 
with all staff members on the location. I asked all staff members to complete a statement if they hadn't 
written one already. Next, I went to room [number] to interview the resident. Upon entering the room the 
resident appeared to be happy and in a good mood. Resident did not appear to be frightened or upset. I 
asked her how she was and if her night was going ok. Resident said yes. I asked R1 if she felt safe, and she 
responded yes. Than [sic] we talked a little while about the tv show she was watching.The next morning a 
skin assessment was done on all residents on (unit name0, with no findings.Signed NHA A.The investigation 
completed by NHA A includes:4 staff statementsSkin check dated 10/5/25 for all residents on that unit 
onlyEducation on treating residents with dignity and respect. One staff signature sheet dated 10/4/25 with 20 
signatures, and another signature sheet dated 10/6/25 with 17 signatures.Of note: there are no resident 
interviews.CNA E's Invoices showing the days CNA E worked at the facility show CNA E worked on 10/5/25, 
10/6/25, and 10/7/25.Of note: The investigation was still being conducted on 10/6/25 with staff being 
educated on 10/6/25.On 10/14/25 at 11:06 AM, Surveyor interviewed NHA A who indicated an allegation was 
reported to him on 10/4/25 at 8:15 PM from DON B. NHA A indicated he was informed that CNA D refused to 
write a statement and walked out during her shift. NHA A indicated he arrived at the facility at 9:15 PM and 
was informed CNA E told R1 if she got up again CNA E was going to slap her. CNA E had got sent home 
around 8:00PM. NHA A indicated when he arrived at the facility at 9:15 PM he spoke with RN F who was 
getting statements from staff. NHA A indicated the 3 CNAs reported they were trying to redirect R2 back to 
the hall and CNA E said If R2 wanted out she is strong enough to run all of us over. NHA A indicated the 
staff said CNA E said it more in a joking way. NHA A indicated he received statements from all staff and 
education was started that night on1) If a resident is leaving the hall, we cannot block resident. Staff to try to 
redirect resident and if unable 1 staff is to stay with the resident, and 2) Staff to be professional and not 
demeaning communication in front of or with the residents. NHA A indicated he spoke with R1 and asked her 
if anything happened that evening; R1 indicated no. NHA A asked R1 if she felt safe and R1 indicated yes. 
Surveyor asked NHA A if R1 is alert and oriented, and NHA A indicated no. NHA A indicated a skin check 
was performed on all residents just on that unit the next morning. Surveyor asked NHA A if this incident was 
an allegation of abuse and NHA A indicated yes. Surveyor asked NHA A when an allegation of abuse be 
reported to the state agency, and NHA A indicated within 2 hours. Surveyor asked if the incident was 
reported to the state agency and NHA A indicated no because he investigated and found the other witnesses 
had different stories and CNA D would not give a statement. NHA A indicated the facility assured R1 was 
safe, and education was started and continued through the weekend. Surveyor asked if the investigation was 
considered completed before the education was completed. NHA A indicated no. Surveyor asked if CNA E 
worked the weekend, and NHA A said he would check. Surveyor asked NHA A for time punches for CNA E. 
Surveyor asked if an allegation of abuse should have been reported to the state within 2 hours and, NHA A 
indicated yes.Of note: CNA E worked the next day on 10/5/25 and on 10/6/25 while the investigation was still 
being conducted. Residents' safety was not ensured at time.On 10/14/25 at 11:35 AM, Surveyor interviewed 
DON B who indicated she received a call from RN F on 10/4/25 at 7:41 PM about CNA D reporting 
overhearing CNA E saying she was going to slap R1. CNA D was there with RN F during the phone 
conversation, and it was on speaker. CNA D indicated she feared for her life and wanted to leave the facility. 
CNA D wanted the police phoned. DON B asked CNA D if someone had threatened her and CNA D 
indicated no, but she heard CNA E yell at R1. CNA D indicated she doesn't feel safe. DON B indicated she 
told CNA D to fill out a statement and that CNA E would be sent home. CNA D would not complete a 
statement at that time but did write a statement a few days later and emailed it to her. CNA E was sent home 
after completing a statement of the incident. DON B indicated she called NHA A immediately at 7:50 PM and 
informed him of the abuse allegation and that CNA D left facility because she feared for her life. DON B 
indicated NHA A was going to the facility to interview staff. DON B indicated the morning of 10/5/25, a skin 
sweep on that unit was conducted by RN C. Surveyor asked DON B when an allegation of abuse should be 
reported to the state agency, and DON B indicated within 2 hours.On 10/14/25 at 3:35 PM, CNA D returned 
Surveyor's phone call. CNA D indicated on 10/4/25 she was working on the same unit as CNA E and 
observed CNA E being reckless with the residents all day by pulling the residents up by their hands instead 
of using a gait belt. CNA D indicated R1 and R2 had been wandering off the unit the whole shift. CNA D 
indicated one-time R2 had wandered off the unit and CNA E brought R2 back and stated to R2 You do that 
again I am going to beat your butt. Throughout the shift after that R2 was acting more confused by pushing 
her tray table from her room up the hallway instead of her walker. CNA D indicated she reported the incident 
to the nurse (CNA D could not recall the nurse's name). Surveyor asked CNA D what time she reported the 
incident, and CNA D could not recall. CNA D indicated CNA E had told her and another cna that she wanted 
to bop R1 on the head, and R1 was in close range when that was said. Surveyor asked CNA D when she 
overheard CNA E tell R1 she was going to beat her butt what CNA D did. CNA D indicated she was working 
with another resident at the time, but as CNA D walked past CNA E and R1 she said Stop to CNA E. CNA D 
indicated she estimates reporting it an hour to an hour and a half later to the nurse. CNA D indicated the 
nurse phoned DON B and had her on speaker phone. CNA D informed DON B she felt unsafe and wanted to 
leave the facility. CNA D wanted the police phoned due to CNA E threatening a resident and because of 
CNA E's actions. CNA D informed DON B she would fill out a statement later she just wanted to leave the 
facility. CNA D filled a statement out indicated she emailed it to the facility. CNA D indicated she left the 
facility right after talking to DON B (CNA D unsure of time). Facility became aware of an abuse allegation on 
10/4/25 involving CNA E and the facility did not conduct a thorough investigation or put protections in place 
during the investigation.
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