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525330 10/08/2025

Middleton Village Nursing and Rehab 6201 Elmwood Ave
Middleton, WI 53562

F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**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, including injuries of unknown source and misappropriation of resident property, 
are reported immediately, but not later than 2 hours after the allegation is made, if the events that cause the 
allegation involve abuse or result in serious bodily injury, or not later than 24 hours if the events that cause 
the allegation do not involve abuse and do not result in serious bodily injury, to the administrator of the facility 
and to other officials (including to the State Survey Agency and adult protective services where state law 
provides for jurisdiction in long-term care facilities) in accordance with State law through established 
procedures for 1 of 1 reportable incidents involving 1 of 3 residents reviewed for abuse (R1).An allegation of 
abuse was made involving facility staff inappropriately touching R1, this was not reported to the State 
Agency.Evidenced by:The facility's abuse policy states, The facility will have written procedures that include: 
Reporting of all alleged violations to the administrator, state agency, adult protective services and to all other 
required agencies within specified timeframes: a.) Immediately, but not later than 2 hours after the allegation 
is made, if the events that cause the allegation involve abuse or result in serious bodily injury or b.) not later 
than 24 hours if the events that cause the allegation do not involve abuse and do not result in serious bodily 
injury.R1 was admitted to the facility on [DATE].On 9/23/25, the facility became aware of an allegation of 
sexual abuse regarding R1. A family member of R1 reported to NHA A (Nursing Home Administrator) that a 
CNA had inappropriately touched R1's private area during routine care. The facility conducted an 
investigation including interviews and education with staff regarding the facility's abuse policy, which 
concluded on 9/30/25. As of 10/8/25, a report was still not submitted to the state agency.On 10/8/25 at 2:50 
PM, Surveyor interviewed NHA A who stated that that the incident should have been submitted to the state 
on 9/23/25. NHA A stated that she had received education on the abuse policy and indicated that she should 
have then submitted a report to the state regarding the 9/23/25 allegation, given that the education of the 
abuse policy had included timely reporting to the state agency.
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Middleton Village Nursing and Rehab 6201 Elmwood Ave
Middleton, WI 53562

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.
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525330 10/08/2025

Middleton Village Nursing and Rehab 6201 Elmwood Ave
Middleton, WI 53562

F 0610

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 have evidence that all alleged violations are thoroughly 
investigated and did not report the results of all investigations to officials in accordance with State law, 
including to the State Survey Agency, within 5 working days of the incident for 1 of 1 allegations of abuse 
involving 1 of 3 residents reviewed for abuse (R1).An allegation of sexual abuse was made in which a staff 
member was accused of inappropriately touching R1's genitals and the facility did not conduct a thorough 
investigation and report the results to the state survey agency.Based on interview and record review, the 
facility did not have evidence that all alleged violations are thoroughly investigated and did not report the 
results of all investigations to officials in accordance with State law, including to the State Survey Agency, 
within 5 working days of the incident for 1 of 1 allegations of abuse involving 1 of 3 residents reviewed for 
abuse (R1).An allegation of sexual abuse was made in which a staff member was accused of inappropriately 
touching R1's genitals and the facility did not conduct a thorough investigation and report the results to the 
state survey agency.Evidenced by:The facility's abuse policy states, The facility will have written procedures 
that include: Reporting of all alleged violations to the administrator, state agency, adult protective services 
and to all other required agencies within specified timeframes: a.) Immediately, but not later than 2 hours 
after the allegation is made, if the events that cause the allegation involve abuse or result in serious bodily 
injury or b.) not later than 24 hours if the events that cause the allegation do not involve abuse and do not 
result in serious bodily injury. the administrator will follow up with government agencies to report the results 
of the investigation when final within 5 working days of the incident, as required by state agencies. 
Additionally, The facility will make efforts to ensure all residents are protected from physical and 
psychosocial harm during and after the investigation. Examples include but are not limited to:* Responding 
immediately to protect the alleged victim and integrity of the investigation* Examining the alleged victim for 
any sign of injury, including a physical examination or psychosocial assessment if needed.* Increased 
supervision of the alleged victim and residents.*Room or staffing changes to protect the residents from the 
alleged perpetrator.* Protection from retaliation. R1 was admitted to the facility on [DATE].On 9/15/25, a 
family member of R1 expressed a care concern to NHA A (Nursing Home Administrator), which was 
documented as a grievance. Facility grievance documentation states R1's family expressed concern with 
peri care on R1 as CNA C (Certified Nursing Assistant) was not wearing gloves when conducting care on 
9/14/25. NHA A resolved the complaint by care planning that no males would work with R1 any longer. 
Additionally, the facility interviewed staff and residents, asking the following questions:1. Has a staff member 
ever made you feel uncomfortable during personal care?2. If so, did you report it?3. Who do you report 
concerns about staff to? On 9/23/25, the facility became aware of an allegation of sexual abuse regarding 
R1. The family member of R1 who made the 9/15/25 grievance had elevated their complaint, saying that on 
9/14/25 CNA C inappropriately touched R1's vaginal area during routine care. The facility conducted an 
investigation including interviews and education with staff regarding the facility's abuse policy, which 
concluded on 9/30/25. As of 10/8/25, a report was still not submitted to the state agency, nor did the facility 
report its findings to the state agency at the conclusion of the investigation.The following should be 
noted:*CNA C continued working with residents during the investigation, despite the sexual abuse allegation. 
Education on abuse policies did not conclude at the facility until 9/30/25. Facility records indicate CNA C 
worked on 9/25, 9/26, 9/27, and 9/28. This was confirmed on 10/8/25 at 2:20 PM in an interview with 
Surveyor. CNA C stated that he gave a statement to the facility but continued working the floor and was not 
suspended or removed from resident care. When the grievance became elevated to include a sexual nature 
on 9/23/25, the facility did not conduct any additional interviews or ask any additional questions of staff or 
residents. On 10/8/25 at 2:50 PM, Surveyor interviewed NHA A who stated that the incident should have 
been submitted to the state on 9/23/25 when the grievance was elevated. NHA A stated that she had 
received education on the abuse policy and indicated that she should have then submitted a report to the 
state regarding the 9/23/25 allegation, including findings report, given that the education of the abuse policy 
had included timely reporting to the state agency.
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