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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, staff and resident interview, and record review, the facility did not ensure 8 residents (R) (R3, 
R10, R8, R9, R11, R14, R15, and R13) of 16 sampled residents received timely assistance for activities of 
daily living (ADLs)R3 and R10 experienced long call light response times and had to wait to be assisted to 
bed.R8 experienced long call light response times which caused increased incontinence and embarrassment.
R9 experienced long call light response times which caused stress and difficulty completing ADLs so R9 
could go to bed.R11, R14 and R15 experienced long call light response times which resulted in increased 
stress and incontinence.R13 experienced long call light response times which resulted in increased 
incontinence. In addition, R13 had to wait to be assisted to bed.Findings include: The facility's Call lights: 
Accessibility and Timely Response policy, revised 7/6/22, indicates: .2. All residents will be educated on how 
to call for help by using the resident call system .10. All staff members who see or hear an activated call light 
are responsible for responding. If the staff member cannot provide what the resident desires, the appropriate 
personnel should be notified. 11. Process for Responding to Call Lights: a. Turn off the signal light in the 
resident's room. b. Identify yourself and call the resident by name. c. Listen to the resident's request and 
respond accordingly. Inform the resident if you cannot meet the need and assure him/her that you will notify 
the appropriate personnel. d. Inform the appropriate personnel of the resident's need. e. Do not promise 
something you cannot deliver. f. If assistance is needed with a procedure, summon help by using the call 
light. Stay with the resident until help arrives.The facility's Activities of Daily Living (ADLs) policy, revised 
7/26/22, indicates: The facility will, based on the resident's comprehensive assessment and consistent with 
the resident's needs and choices, ensure a resident's abilities in ADLs do not deteriorate unless deterioration 
is unavoidable. Care and services will be provided for the following activities of daily living: 1. Bathing, 
dressing, grooming and oral care; 2. Transfer and ambulation; 3. Toileting .2. The facility will provide a 
maintenance and restorative program as applicable to assist the resident in achieving and maintaining the 
highest practicable outcome based on the comprehensive assessment. 3. A resident who is unable to carry 
out ADLs will receive the necessary services to maintain good nutrition, grooming, and personal and oral 
hygiene .1. On 9/8/25, Surveyor reviewed R3's medical record. R3 was admitted to the facility on [DATE] and 
had diagnoses including vascular dementia, chronic obstructive pulmonary disease (COPD) with acute 
exacerbation, chronic respiratory failure with hypoxia, low back pain, and obesity. R3's Minimum Data Set 
(MDS) assessment, dated 6/18/25, had a Brief Interview for Mental Status (BIMS) score of 15 out of 15 
which indicated R3 had intact cognition. The MDS assessment also indicated R3 was totally dependent on 
staff for bathing/showering, standing, toileting, and transfers. On 9/8/25 at 3:18 PM, Surveyor noted R3's call 
light was turned on. R3's call light was turned off at 3:53 PM after 35 minutes. On 9/8/25 at 4:27 PM, 
Surveyor interviewed R3 who indicated R3 often has to wait for staff to answer R3's call light. R3 indicated it 
is not always acceptable to wait that long because sometimes R3 has to go to the bathroom and doesn't feel 
that R3 can hold it. R3 also indicated R3 and R3's roommate had to wait until the night shift arrived last week 
to go to bed which was after 10:00 PM. During the interview, R3's roommate confirmed R3's statement. R3 
indicated R3 wanted to go to bed around 8:00 PM and turned on the call light, however, R3 was told a staff 
had gone home and staff were not able to put R3 to bed until the next shift arrived. R3 indicated the facility is 
understaffed.2. On 9/8/25, Surveyor reviewed R10's medical record. R10 was admitted to the facility on 
[DATE] and had diagnoses including congestive heart failure (CHF), chronic kidney disease, and 
polyosteoarthritis. R10's MDS assessment, dated 6/18/25, had a BIMS score of 10 out of 15 which indicated 
R10 had moderately impaired cognition. The MDS assessment also indicated R10 was totally dependent on 
staff for bathing/showering, standing, toileting, and transfers. On 9/8/25 at 3:20 PM, Surveyor noted R10's 
call was turned on. R10's call light was turned off at 3:59 PM after 39 minutes. Surveyor noted R10's call light 
was turned on again at 6:25 PM. R10's call light was turned off at 6:40 PM after 15 minutes. On 9/8/25 at 
6:52 PM, Surveyor interviewed R10 who indicated R10's needs are not being met and stated R10's call light 
was on and R10 had to wait a long time. When staff responded, R10 was told R10 couldn't go to bed at that 
time and had to wait until later. R10 indicated staff said they had other things to do and R10 had to wait 
R10's turn to be put to bed. R10 stated R10 gets upset and wishes R10 didn't have to wait so often but there 
is nothing R10 can do. On 9/8/25 at 7:08 PM, Surveyor interviewed Certified Nursing Assistant (CNA)-I who 
verified CNA-I turned off call lights in a few rooms on the A wing. CNA-I indicated R10 wanted to go to bed, 
but it was too early. CNA-I indicated if R10 went to bed now, R10 would turn the call light on too much. 
CNA-I indicated if R10 goes to bed early, R10 wants attention and turns the call light on to have staff fix 
R10's blankets, untuck the corner of the blanket, or move items in R10's room. CNA-I indicated R10 is lonely 
and CNA-I will keep R10 comfortable in R10's chair and put R10 to bed later. CNA-I indicated CNA-I has a 
routine of who to put to bed when and R10 is put to bed after two other residents. CNA-I indicated CNA-I 
does the same thing when CNA-I works another hallway and has a pre-determined pattern of who is put to 
bed in what order. CNA-I indicated residents in the other hallway also activate their call lights constantly if 
they are put to bed right after dinner (which is when CNA-I indicated they request to be put to bed) so CNA-I 
has them wait until a later time.3. On 9/8/25, Surveyor reviewed R8's medical record. R8 was admitted to the 
facility on [DATE] and had diagnoses including macular degeneration, morbid obesity, chronic respiratory 
failure with hypoxia, and difficulty walking. R8's MDS assessment, dated 6/11/25, had a BIMS score of 15 
out of 15 which indicated R8 had intact cognition. The MDS assessment also indicated R8 required 
substantial/maximal assistance of staff for bathing/showering and standing and was totally dependent on 
staff for toileting and transfers. On 9/8/25 at 6:07 PM, Surveyor noted R8's call light was turned on. The call 
light was turned off at 6:23 PM after 16 minutes. On 9/8/25 at 6:48 PM, Surveyor interviewed R8 who 
indicated R8 has to wait a long time for staff to answer the call light. R8 indicated R8 is continent, however, 
R8 has been incontinent due to waiting too long. R8 indicated it is messy when R8 has a loose bowel 
movement and has to wait for staff to respond. R8 stated R8 is embarrassed when R8 has to wait a long 
time in a soiled brief.4. On 9/8/25, Surveyor reviewed R9's medical record. R9 was admitted to the facility on 
[DATE] and had diagnoses including COPD, CHF, vaginal prolapse, urinary incontinence, leukoplakia of 
vulva, and anxiety. R9's MDS assessment, dated 6/11/25, had a BIMS score of 14 out of 15 which indicated 
R9 had intact cognition.On 9/8/25 at 4:10 PM, Surveyor interviewed R9 who indicated R9 is not happy with 
call light response times. R9 indicated it takes staff too long to answer call lights and it's difficult to hold it 
when R9 needs to use the bathroom. R9 indicated R9 needs staff assistance to ambulate but it's hard to hold 
R9's bladder when staff take 30 minutes to answer the call light. R9 wants staff to answer call lights sooner. 
On 9/8/25 at 6:23 PM, Surveyor noted R9's call light was turned on. R9's call light was turned off at 6:41 PM 
after 18 minutes.On 9/8/25 at 6:58 PM, Surveyor interviewed R9 who indicated R9's call light was turned off 
by staff who didn't provide assistance. R9 asked if staff could put R9 to bed but was told R9 couldn't go to 
bed yet and had to wait. R9 was trying to undress R9's self and had part of R9's shirt off. R9 asked Surveyor 
to help R9 get ready for bed and said there aren't enough staff. When asked if R9 had to wait to go to bed 
prior to that evening, R9 stated staff often turn off R9's call light and say R9 has to wait until they come back. 
On 9/8/25 at 7:08 PM, Surveyor interviewed CNA-I who indicated all residents want to go to bed after dinner, 
including R9, but it is too early. CNA-I confirmed CNA-I turned off R9's call light, stated R9 had to wait for 
assistance to get ready for bed, and then left R9's room to answer other call lights.5. On 9/8/25, Surveyor 
reviewed R11's medical record. R11 was admitted to the facility on [DATE] and had diagnoses including 
hemiplegia and hemiparesis following cerebral infarction, CHF, contracture, and chronic pain syndrome. 
R11's MDS assessment, dated 8/13/25, had a BIMS score of 14 out of 15 which indicated R11 had intact 
cognition. The MDS assessment also indicated R11 was dependent on staff and required full assistance for 
bathing/showering and toileting and substantial/maximal assistance for standing and transfers.On 9/8/25, 
Surveyor noted R11's call light was turned on at 3:23 PM. R11's call light was turned off at 3:46 PM after 23 
minutes.On 9/8/25 at 4:50 PM, Surveyor interviewed R11 who indicated call light response times are 
unreasonable. R11 indicated R11 has to wait a long time and urinates a lot. R11 indicated the worst part of 
call light response times and ADLs is that staff put R11 on the toilet and forget to come back. R11 indicated 
R11 has been incontinent due to long wait times. R11 told staff that R11 needs them to answer the call light 
faster but staff stated they are too busy. 6. On 9/8/25, Surveyor reviewed R14's medical record. R14 was 
admitted to the facility on [DATE] and had diagnoses including osteoarthritis, morbid obesity, CHF, and slow 
transit constipation. R14's MDS assessment, dated 9/3/25, had a BIMS score of 15 out of 15 which indicated 
R14 intact cognition.On 9/8/25, Surveyor noted R14's call light was turned on at 1:07 PM. R14's call light was 
turned off at 1:48 PM after 41 minutes.On 9/9/25 at 1:36 PM, Surveyor interviewed R14 who indicated call 
light response times are not always acceptable. R14 indicated there are not enough staff and the facility is 
very corporate. R14 said R14 has a weak bladder and waits 20 to 25 minutes on average for staff to answer 
the call light. R14 indicated R14 would prefer staff answer the call light faster.7. On 9/8/25, Surveyor 
reviewed R15's medical record. R15 was admitted to the facility on [DATE] and had diagnoses including 
COPD, chronic kidney disease, left leg above knee amputation, right leg chronic ulcer, difficulty walking, and 
weakness. R15's MDS assessment, dated 7/16/25 had a BIMS score of 15 out of 15 which indicated R15 
had intact cognition.On 9/8/25, Surveyor noted R15's call light was turned on at 10:47 AM. R15's call light 
was turned off at 11:04 AM after 17 minutes. On 9/9/25 at 1:22 PM, Surveyor interviewed R15 who indicated 
call light response times are usually between 15 and 30 minutes. R15 wished staff would respond sooner so 
R15 was not incontinent due to not making it to the bathroom on time. R15 indicated staff turned off the call 
light without meeting R15's needs because staff didn't think it was necessary to help R15.8. On 9/8/25, 
Surveyor reviewed R13's medical record. R13 requested to remain anonymous. R13's most recent MDS 
assessment indicated R13 had intact cognition. On 9/8/25, Surveyor noted R13's call light was turned on at 
1:16 PM. R13's call light was turned off at 1:41 PM after 25 minutes. On 9/9/25 at 1:01 PM, Surveyor 
interviewed R13 who indicated it takes staff a long time to respond to call lights and the average response 
time is 30 minutes. R13 indicated R13 has waited almost 2 hours for staff to answer the call light and stated 
staff often turn off the call light without meeting R13's needs, including 2 CNAs last night. R13 indicated one 
CNA stated Surveyors were watching call lights so they needed to turn the call lights off. R13 indicated the 
CNA turned off R9 and R10's call lights without meeting their needs. R13 indicated when staff turn off the call 
light without meeting R13's needs, R13 turns the call light back on if staff don't come back after 10 minutes. 
R13 feels bad for residents whose needs aren't being met and who can't advocate for themselves. R13 
stated R13 gets annoyed when staff turn off the call light without providing assistance and has been 
incontinent due to waiting too long for help. R13 indicated R13 has to wait even longer after the call light is 
turned off and staff leave because staff don't come back for a longer time. Surveyor reviewed the facility's 
grievance log from the last survey (8/20/25) to the present and noted a grievance related to long call light 
response times that was dated 8/25/25. On 9/8/25 Surveyor requested call light audits for seven rooms on 
seven dates on a specified shift picked at random and noted the following call light times (rounded to the 
nearest minute) that were 15 minutes or longer: ~ On 8/3/25: 18 minutes and 19 minutes ~ On 8/9/25: 29 
minutes, 32 minutes, and 44 minutes ~ On 8/14/25: 17 minutes and 26 minutes ~ On 8/15/25: 25 minutes 
and 57 minutes ~ On 8/26/25: 21 minutes and 25 minutes ~ On 8/30/25: 19 minutes and 26 minutes ~ On 
9/1/25: 15 minutes, 20 minutes, 26 minutes, and 26 minutes On 9/8/25 at 1:54 PM, Surveyor observed the 
call light screen with Registered Nurse (RN)-P and noted call lights at 19 minutes, 25 minutes, and 41 
minutes. RN-P indicated that was not unusual.On 9/8/25 at 5:10 PM, Surveyor interviewed CNA-I who 
indicated the facility is short staffed. CNA-I stated call light response times should be 1 to 2 minutes. CNA-I 
indicated CNA-I tries to respond to call lights within 2 to 3 minutes unless CNA-I is giving a shower or doing 
something that takes longer.On 9/8/25 at 5:48 PM, Surveyor interviewed Licensed Practical Nurse (LPN)-N 
who indicated call lights should be answered as soon as they are turned on. LPN-N stated the average call 
light response time is approximately 7 minutes. LPN-N indicated the longest call lights LPN-N has seen have 
been 15 to 20 minutes.On 9/8/25 at 5:51 PM, Surveyor interviewed CNA-O who indicated staffing is not 
consistent and call light response times would be better if there were more staff. CNA-O indicated the worst 
times for call lights are in the morning, between 3:00 and 4:00 PM, and between 7:00 and 8:00 PM. CNA-O 
indicated residents' needs are likely not met at times.On 9/8/25 at 5:54 PM, Surveyor interviewed LPN-D 
who indicated there is room for improvement with call lights. LPN-D indicated the average call light response 
time is approximately 20 minutes but should be less than 5 minutes. LPN-D indicated if there were more 
staff, call light response times would be less. LPN-D verified residents complain about long call response 
times.On 9/9/25 at 1:46 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A who indicated call 
lights should be answered in the order they are turned on. NHA-A indicated if several lights are on at the 
same time, staff should check with residents, see what they need, and let them know they'll be back to assist 
them shortly. NHA-A indicated staff should not turn the call light off if the resident's needs have not been 
addressed since the call light serves as a reminder that the resident still needs services. NHA-A indicated it's 
not okay for staff to tell residents they can't go to bed. NHA-A indicated if staff assigned to a hall are busy 
elsewhere, they should use their walkie talkie to communicate with other staff and ask for help. NHA-A 
indicated staff can help residents on any hall as needed. NHA-A indicated the facility is staffed appropriately 
for the census and management should be on the floor helping as needed. NHA-A indicated NHA-A doesn't 
like to specify call light response times and indicated a 15 minute call light response time is acceptable at a 
busy time like shift change. NHA-A indicated on average call lights should be answered within 7 to 10 
minutes.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, staff interview, and record review, the facility did not ensure adequate supervision was provided 
for 1 resident (R) (R1) of 5 residents reviewed for elopement.R1 was at risk for wandering and elopement. 
On 8/15/25, R1 exited the facility unsupervised and was found lying on the side of the road 0.3 miles from 
the facility. The facility failed to ensure all exit doors alarmed and did not have a system in place to ensure 
doors were secure and an audible alarm functioned.The facility's failure to provide adequate supervision for 
a resident assessed to be at risk for elopement and who exited the facility and was discovered laying on the 
side of a road and to ensure a properly functioning alarm system led to a finding of immediate jeopardy that 
began on 8/8/25. Nursing Home Administrator (NHA)-A was notified of the immediate jeopardy on 9/10/25 at 
4:30 PM. The immediate jeopardy was removed on 9/10/25, however, the deficient practice continues at a 
scope/severity level D (potential for more than minimal harm/isolated) as the facility continues to implement 
its action plan.Findings include: The facility's Elopement and Unsafe Wandering policy, revised 8/9/22, 
indicates the facility will ensure residents who exhibit wandering behavior and/or are at risk for elopement 
receive adequate supervision to prevent accidents .Alarms are not a replacement for necessary supervision. 
Staff are to be vigilant in responding to alarms in a timely manner. On 9/8/25, Surveyor reviewed R1's 
medical record. R1 was admitted to the facility on [DATE] and had diagnoses including toxic encephalopathy, 
chronic kidney disease, dysphagia, type 2 diabetes, anxiety, and mood disorder. R1's most recent Minimum 
Data Set (MDS) assessment, dated 8/8/25, had a Brief Interview for Mental Status (BIMS) score of 0 out of 
15 which indicated R1 had severely impaired cognition. The MDS assessment also indicated R1 required the 
assistance of one staff for transfers and used a wheelchair. R1 had an activated Power of Attorney for 
Healthcare (POAHC) and discharged from the facility on 8/15/25.A care plan, initiated 8/8/25, indicated R1 
was at risk for wandering related to cognitive impairment. The care plan contained interventions to 
encourage rest throughout the day, check alert bracelet functioning per facility guidelines, check alert 
bracelet placement per facility guidelines, provide assistance in locating room, and redirect if attempting to 
go outdoors. R1's plan of care also indicated R1 was at risk for falls.The facility placed a WanderGuard 
bracelet (a security device that triggers an alarm if the wearer exits the facility) on R1's left ankle upon 
admission on [DATE].Daily skilled nursing notes indicated R1 required increased supervision related to 
impaired cognitive status. A skilled nursing note, dated 8/8/25 at 10:00 PM, indicated R1 attempted to open 
the D wing door (exit 10) and the alarm sounded. Staff were able to redirect R1 toward the nurses' station.
The facility's investigation, dated 8/15/25, included a timeline of events that indicated: ~ At 8:30 PM, R1 was 
toileted by Certified Nursing Assistant (CNA)-E. ~ At 9:15 PM, R1 was last seen by CNA-H. ~ At 
approximately 9:52 PM, LPN-D observed R1's empty wheelchair at the nurses' station and asked CNA-E if 
CNA-E recently saw R1. CNA-E replied no, began to search for R1, and notified other staff in the building. ~ 
At 10:00 PM, Director of Nursing (DON)-B was notified and instructed staff to follow the facility's elopement 
protocol. Staff conducted a head count and searched the perimeter of the building.~ At 10:13 PM, DON-B 
called the police and reported R1 missing. The police informed DON-B that R1 was located and taken to the 
ED. ~ At approximately 10:50 PM, Director of Maintenance (DOM)-C arrived at the facility and checked all 
door alarms. DOM-C indicated exit door 5 did not alarm when opened even though the keypad indicated the 
door was alarmed. DOM-C indicated DOM-C checked the door alarms daily by visually observing the keypad 
(rather than sounding the alarm). DOM-C added a temporary magnetic strip alarm on all exit doors as a back 
up in case of another malfunction. ~ On 8/16/25, DON-B spoke with Family Member (FM)-K who stated R1 
told FM-K that R1 walked until R1's legs were sore and sat down. ~ On 8/19/25, Service Technician (ST)-J 
inspected the facility's alarm system and indicated the keypad on exit door 5 was deprogrammed which 
could be due to a power issue. ST-J reprogrammed the keypad and tested the other doors with no concerns. 
The facility's investigation did not include resident or staff interviews regarding alarms that sounded/were 
turned off and did not contain a determination of the root cause of exit door 5's malfunction. The facility 
provided immediate education to DOM-C to check door alarms by setting them off rather than observing 
keypad lights. All staff were educated on the elopement/wandering policy and instructed that if an alarm 
sounds, staff need to know why. If unable to determine why, staff should complete a head count and 
document on the resident roster. The facility did not provide proof of staff education on how to ensure alarms 
are properly functioning/armed, including temporary magnetic strip alarms. A police report, dated 8/15/25, 
indicated the police department received a call at 9:09 PM for a welfare check due to a person laying on the 
side of the road. The officer arrived on the scene at approximately 9:13 PM and discovered R1 laying on the 
side of the road near County Highway B (CTH B) and Evergreen Street. The officer indicated R1 was 
confused and could not adequately answer the officer's questions. The officer thought R1 was having a 
medical emergency and called Emergency Medical Services (EMS). It was later determined that R1 eloped 
from the facility and had ambulated approximately 0.3 miles without a wheelchair or walker. The facility was 
informed that R1 was at the local ED.According to weatherunderground.com, the weather in Shawano, WI 
between 8:30 PM and 9:15 PM on 8/15/25 was partly cloudy with a temperature of 80 degrees. Sunset 
occurred at approximately 8:00 PM.On 9/8/25 at 3:21 PM, Surveyor interviewed LPN-D who verified LPN-D 
observed R1's empty wheelchair at the nurses' station on 8/15/25, initiated the elopement protocol, and 
notified administration when staff could not locate R1. LPN-D stated LPN-D did not hear any alarms after 
LPN-D last saw R1 at approximately 7:45 PM.On 9/8/25 at 3:38 PM, Surveyor interviewed Registered Nurse 
(RN)-F who stated RN-F did not hear any alarms after RN-F last saw R1 at approximately 7:45 PM on 
8/15/25. RN-F stated RN-F often sits with R1 at the nurses' station to chart, however, that evening RN-F was 
on RN-F's assigned unit most of the evening. On 9/8/25 at 3:47 PM, Surveyor interviewed CNA-I who did not 
hear any alarms on the evening of 8/15/25 and did not see R1 that night.On 9/8/25 at 3:52 PM, Surveyor 
interviewed CNA-H who thought CNA-H heard an alarm that sounded like a siren around 9:00 PM. CNA-H 
indicated CNA-H was fairly confident about the time because CNA-H was providing care for a resident on a 
different wing and consistently provided care for that resident between 9:00 and 9:45 PM. CNA-H did not see 
R1 after the alarm sounded and was not sure who turned the alarm off. CNA-H did not report the alarm to 
any other staff.On 9/8/25 at 4:30 PM, Surveyor interviewed CNA-E who verified CNA-E was assigned to R1's 
wing on the evening of 8/15/25 and last saw R1 when CNA-E toileted R1 between 8:00 and 8:30 PM. CNA-E 
indicated CNA-E heard an alarm sometime after 8:00 PM while putting another resident to bed. CNA-E 
indicated the alarm was after CNA-E had toileted R1 and verified CNA-E did not see R1 after the alarm 
sounded. CNA-E was not sure who turned the alarm off and stated CNA-E did not know how to turn the 
alarm off. CNA-E did not report the alarm to any other staff. On 9/9/25 at 5:15 PM, Surveyor interviewed 
DON-B who verified DON-B last saw R1 as DON-B was leaving the facility at approximately 8:30 PM and 
CNA-E was taking R1 to R1's room to use the bathroom. DON-B was not aware of any concerns with the 
alarm system prior to the incident on 8/15/25. DON-B verified the facility did not investigate the discrepancy 
between CNA-H's statement that R1 was last seen at approximately 9:15 PM and the police report that 
indicated R1 was found by police at 9:09 PM. DON-B verified a cause was not identified for exit door 5's 
keypad malfunction. On 9/8/25, Surveyor toured the facility and observed all exit doors and temporary 
alarms. Surveyor noted exit doors 2, 3, 4, 5, and 6 had temporary magnetic strip alarms in place and were 
turned on. Exit doors 9, 10, and 13 had temporary magnetic strip alarms in place but was turned off. Exit 
door 12 did not have a temporary magnetic strip alarm in place. On 9/8/25 at 11:30 AM, Surveyor 
interviewed DOM-C who indicated there were concerns with the facility's alarm system prior to 6/6/25 when 
DOM-C started. DOM-C was not familiar with the concerns and stated DOM-C just knew that the alarm 
system had been worked on before. DOM-C indicated that prior to 8/15/25, DOM-C tested two exit doors per 
week and exit door 5 was last tested on [DATE]. DOM-C verified DOM-C checked the door alarm system 
visually prior to 8/15/25 but received education and currently activated each alarm daily. DOM-C 
demonstrated the door alarm which sounded like a loud siren throughout the building. DOM-C stated 
magnetic strip alarms were put in place until the facility could fix the issue with the alarm system. DOM-C 
and NHA-A verified the magnetic strip alarms for exit doors 9.10, and 13 were turned off. DOM-C and NHA-A 
were unsure why the alarms were turned off and indicated staff may have turned them off when going in/out 
and did not turn them back on. When DOM-C turned on the magnetic strip alarm for exit door 10 and it didn't 
sound, DOM-C indicated a new magnetic strip or battery was needed. When DOM-C turned on the magnetic 
strip alarm for exit door 13 and it didn't sound, DOM-C verified the magnetic strip was missing from the 
alarm. DOM-C stated ST-J inspected the system on 8/19/25 and indicated all door alarms appeared to be 
functioning when ST-J left. DOM-C verified the root cause of the original malfunction was not determined but 
thought it was power-related.On 9/8/25 at 11:54 AM, Surveyor interviewed NHA-A who was not aware of any 
issues with the alarm system until the elopement incident on 8/15/25. NHA-A toured the facility with DOM-C 
and Surveyor and acknowledged some of the magnetic strip alarms had been turned off because all doors 
were functioning when ST-J left the faciity on 8/19/25. On 9/9/25 at 8:30 AM, Surveyor interviewed DOM-C 
who verified all doors currently have a working magnetic strip alarm. DOM-C confirmed the magnetic strip 
alarms were installed as back-up/security because the cause of the malfunction was not determined. DOM-C 
stated the facility set up an appointment with a new company to inspect the alarm system on 9/10/25.On 
9/9/25 at 10:45 AM, Surveyor interviewed ST-J who stated the company that installed the alarm system no 
longer provided support for the facility so ST-J was doing what ST-J could with another company's system. 
ST-J verified exit door 5's alarm keypad appeared to be armed since the door had a red light (which 
indicated it was armed) versus a green light (which indicated it was disarmed) but did not alarm when 
opened. ST-J re-programmed the keypad and verified all doors were functioning before ST-J left the faciity 
on 8/19/25. ST-J suspected a power issue caused the malfunction but could not be sure. ST-J indicated the 
facility installed temporary magnetic strip alarms as a backup in case there was another power issue. ST-J 
stated the door alarms were functioning on 8/19/25 but whatever caused the issue could happen again if the 
facility didn't identify a cause or replace the alarm system. ST-J's professional opinion was that the alarm 
system was not reliable or trustworthy at that time. A review of other residents determined the facility 
identified two other residents in the building on 8/8/25 who were at risk for elopement and wore 
WanderGuards.The facility's failure to provide adequate supervision for residents at risk for 
elopement/wandering and consistently implement a temporary solution for a malfunctioning door alarm 
created a reasonable likelihood for serious harm which led to a finding of immediate jeopardy. The facility 
removed the jeopardy on 9/10/25, however, the deficient practice continues at a scope/severity level D 
(potential for more than minimal harm/isolated) as the facility continues to implement the following action 
plan:1.Ensured temporary alarms were in place and functioning and implemented a new process that 
includes increased frequency of door alarm monitoring.2. Reviewed residents at risk for wandering.3. 
Educated all staff on the facility's elopement/wandering procedure and alarms, including monitoring and 
managing residents at risk for elopement or unsafe wandering and completing a wander risk assessment 
when a resident attempts to elope.4. Educated management staff on completing a thorough investigation. 4. 
Implemented audits to ensure wander risk assessments are completed, alarmed doors are functioning 
properly, and incidents are thoroughly investigated. Audits will be reviewed with Quality Assurance and 
Performance Improvement (QAPI) members.

64525343

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

525343 09/16/2025

Evergreen Health Services 1250 Evergreen St
Shawano, WI 54166

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

(continued on next page)

65525343

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

525343 09/16/2025

Evergreen Health Services 1250 Evergreen St
Shawano, WI 54166

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observation, staff interview, and record review, the facility did not establish and maintain an 
infection prevention and control program designed to prevent the transmission of communicable disease and 
infection. This practice had the potential to affect more than 4 of the 36 residents residing in the facility.The 
facility was following COVID-19 precautions due to staff exposure. During lunch and supper on 9/8/25, hand 
hygiene was not offered to residents prior to or after dining.Finding includes: The facility's Hand Hygiene 
policy, dated 11/2/22, indicates: All staff will perform proper hand hygiene procedures to prevent the spread 
of infection to other personnel, residents, and visitors .Hand Hygiene Table indicates hand hygiene is to be 
performed before and after eating .References: Centers for Disease Control and Prevention (CDC).About 
Handwashing information from CDC.gov, dated 2/16/24, indicates: Many diseases and conditions are spread 
by not washing hands with soap and clean, running water. Hand washing with soap is one of the best ways 
to stay healthy. If soap and water are not readily available, use a hand sanitizer with at least 60% alcohol to 
clean your hands. Washing hands can keep you healthy and prevent the spread of respiratory and diarrheal 
infections. Germs can spread from person to person or from surface to person when you: Touch your eyes, 
nose, and mouth with unwashed hands; Prepare or eat food and drinks with unwashed hands; Touch 
surfaces or objects that have germs on them; Blow your nose, cough, or sneeze into hands and then touch 
other people's hands or common objects. You can keep yourself and your loved ones healthy by washing 
your hands often, especially during these key times when you are likely to get and spread germs: Before, 
during, after preparing food; Before and after eating food .On 9/8/25 at 10:00 AM, Surveyor entered the 
facility and was informed the facility was following COVID-19 precautions due to COVID-19 exposure to staff. 
On 9/8/25 at 12:00 PM, Surveyor began observing lunch in the main dining room. There were 11 residents in 
the dining room. Survey observed 8 additional residents arrive for a total of 19 residents. Surveyor noted the 
dining tables did not contain hand sanitizing wipes or bottles of hand sanitizer. Surveyor did not observe staff 
offer or complete hand hygiene for residents prior to eating their meal. At 12:08 PM, Surveyor observed 
Dietary Manager (DM)-Q and Dietary Aide (DA)-R begin plating and serving meals to residents in the dining 
room. No other staff initially assisted the residents or during the majority of the time the food was served. On 
9/8/25 at 12:03 PM, Surveyor interviewed DM-Q who indicated Certified Nursing Assistants (CNAs) are 
supposed to help in the dining room, however, kitchen staff will assist residents with dining until CNAs arrive. 
On 9/8/25 at 12:27 PM, Surveyor interviewed DA-R who indicated staff should offer residents hand hygiene 
before meals but forgot to do so that day. When Surveyor asked how staff offer hand hygiene, DA-R 
retrieved a container of individually packaged hand sanitizing wipes that were near the sink in the dining 
room and stated staff can give residents a wipe. DA-R then put the container of wipes back and walked 
away. When Surveyor asked if staff should still offer residents a wipe even though they had started eating 
since the facility was in a COVID-19 outbreak, DA-R retrieved the wipes and said DA-R forgot. DA-R offered 
approximately 8 residents a wipe and then put the wipes away. Surveyor noted residents were not offered 
hand sanitizing wipes after they finished their meal and before they exited the dining room.On 9/8/25 at 4:44 
PM, Surveyor observed [NAME] (CK)-L and CK-M plate and serve supper in the main dining room. CNA-I 
was also serving meals and assisting residents. Surveyor noted staff did not offer hand hygiene prior to 
dining to the 16 residents in the dining room. On 9/8/25 at 5:12 PM, Surveyor interviewed CK-L who was 
unsure if residents should be offered hand hygiene before meals.On 9/8/25 at 5:13 PM, Surveyor interviewed 
CK-M who indicated residents should be offered hand hygiene before meals and was unsure why hand 
hygiene was not offered. When Surveyor asked how staff offer hand hygiene, CK-M showed Surveyor a 
container of individually packaged hand sanitizing wipes that were near the sink. On 9/8/25 at 5:18 PM, 
Surveyor interviewed CNA-I who indicated residents should be offered hand hygiene before and after meals 
and was unsure why that didn't occur. CNA-I then offered a wipe to 3 residents in the dining room. On 9/9/25 
at 1:46 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A who indicated staff were trained and 
should follow the facility's infection control and hand hygiene policies and procedures. NHA-A indicated 
residents should be offered hand hygiene in the dining room and should be provided hand sanitizing wipes 
on room trays for every meal.
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