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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm 28154

Residents Affected - Few Based on interview, document review, and review of facility policy, the facility failed to ensure that there was

evidence that an initial report of an abuse allegation was submitted to the State Survey Agency (SA) within
two hours for one of two residents (Resident (R) 5) reviewed for abuse from a total sample of 13 residents.
This failure had the potential to delay corrective measures and appropriate response to abuse allegations
ensuring the safety of the residents.

Findings include:
Review of the facility policy titled Abuse Investigation and Reporting, last approved 12/2024, revealed:

Reporting A. All alleged violations involving abuse, neglect, exploitation, or mistreatment, including injuries of
an unknown source and misappropriation of property will be reported to the Administrator or designee and to
the following other officials or agencies: . B. Alleged violations involving abuse, neglect, exploitation, or
mistreatment (including injuries of unknown source and misappropriation of resident property) will be
reported: 1. Abuse or Serious Bodily Harm - immediately but not later than 2 hours.*[sic] If the alleged
violation involves abuse or results in serious bodily injury. 2. No Serious Bodily Injury - As soon as practical,
but not later than 24 hours*. [sic] If the alleged violation involves neglect, exploitation, mistreatment, or
misappropriation of resident property; does not result in serious bodily injury. C. Verbal/written notices to
agencies may be submitted via special carrier, fax, e-mail, or by telephone.

Review of the facility reported incident (FRI) file regarding an allegation R5 made that a Certified Nurse Aide
(CNA) refused to assist her to bed sometime in April and was mean showed a printed Wisconsin Department
of Health Services Misconduct Incident Report that had the entity information completed, the date discovered
(04/29/25), the incident summary stated, See attached summary. R5 was identified as the person affected,
and Unknown was typed in the section for Accused Person Information. The section for Person Preparing
This Report was not filled out. The form had large print DRAFT on each page. Nothing showed a submission
date or time. In the lower left corner of each page was Incident ID:1197928, Status: Draft and in the right
lower corner was Printed on: 5/8/2025 3:12:09 PM.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0609 During an interview on 05/29/25 at 1:30 PM, the Administrator pointed out the Incident ID in the right lower
corner of the Misconduct Incident Report and stated that number was evidence the initial report was

Level of Harm - Minimal harm or submitted. However, the Misconduct Incident Report sections for Report Submitted BY and Report

potential for actual harm Submitted Date were blank. There was no way to tell the actual date and time it was first submitted to show

the allegation of abuse was initially reported within two hours.
Residents Affected - Few

During a follow up interview on 05/30/25 at 3:45 PM the Administrator stated, If we suspect abuse, we report
within two hours and the investigation would be in within five days.
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