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F 0607

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Based on interview and record review, the facility did not ensure their abuse policy and procedure was 
implemented for 1 of 8 employees reviewed for 4-year background checks potentially affecting a portion of 
the 47 residents.Dietary Aide (DA)-P did not have an up to date background check completed within the four 
year time frame.Findings include:The facility policy and procedure titled Abuse, Neglect, Exploitation and 
Misappropriation Prevention Program from (C)MED-PASS dated 2001 revised 4/2021 documents: 4. 
Conduct employee background checks and not knowingly employ or otherwise engage any individual who 
has: a. been found guilty of abuse, neglect, exploitation, misappropriation of property, or mistreatment by a 
court of law .On 11/6/2025, Surveyor requested from Nursing Home Administrator (NHA)-A the personnel 
files for eight employees to review for the required background checks.DA-P was hired on 4/27/2021. The 
Background Information Disclosure (BID) form, the Department of Justice (DOJ) letter, and the Interagency 
Border Inspection System (IBIS) form were completed on 4/27/2021. Four years had lapsed since the 
background check information had been submitted. On 11/6/2025 at 2:15 PM, Surveyor shared with Director 
of Nursing (DON)-B DA-P's background check forms were completed upon hire on 4/27/2021 and need to be 
completed every four years so the background check should have been completed by 4/27/2025. DON-B 
stated DON-B would talk to Human Resources (HR) to see if there is a more recent background check.In an 
interview on 11/6/2025 at 2:30 PM, HR-O stated HR-O does the background checks for all employees. HR-O 
stated HR-O would check and see if there was a more recent background check for DA-P and if not, HR-O 
would complete the background check immediately.On 11/6/2025 at 2:55 PM, NHA-A brought Surveyor the 
background check forms for DA-P. Surveyor noted the background check forms were dated that day, 
11/6/2025, and DA-P was also listed as being an Activity Aide. NHA-A confirmed DA-P worked as both a 
dietary aide and an activity aide. Surveyor shared with NHA-A the concern DA-P's background check was 
completed that day and not within the four year time frame. NHA-A agreed it should have been done earlier.
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure residents received treatment and care in accordance 
with professional standards of practice (N6, Wisconsin Nurse Practice Act) based on their comprehensive 
assessment for 1 (R1) of 3 residents reviewed.On 9/3/2025, R1 experienced a change of condition with 
increased lethargy, not wanting to eat, having a small emesis, and no bowel movement for three days. No 
documentation of an assessment by facility staff including vital signs, was found with the change of condition. 
No assessment or documentation was found from facility nursing staff of R1 having multiple emesis. No 
assessment or documentation was found from facility nursing staff indicating R1 had received medication to 
relieve constipation, what medication was administered, and the results from receiving the medication. No 
documentation was found from facility staff indicating R1 had a COVID-19 test administered on 9/03/2025 or 
the results of that test. R1 was seen by Nurse Practitioner (NP)-D on 9/3/2025 who referenced these details 
in their note and ordered lab work. R1's laboratory results with elevated white blood count of 19.9 were not 
reported to the NP or attending physician. No documentation was found indicating R1 was monitored each 
shift for a decline in condition; facility nursing staff did not assess or document vital signs, the general 
appearance of R1 and the overall health status of R1. On 9/4/2025, 911 was called and R1 was transferred 
to the hospital. R1 was admitted to the hospital with initial diagnoses of septic shock due to a urinary tract 
infection, acute hypoxic respiratory failure, and cardiogenic shock. No documentation was found in R1's 
record prior to R1 being transferred to the hospital of the circumstances as to why 911 needed to be 
activated for R1.The facility's failure to monitor and assess R1 while R1 was experiencing a change in 
condition created a finding of immediate jeopardy that began on 9/3/2025. Surveyor notified Nursing Home 
Administrator (NHA)-A and Director of Nursing (DON)-B of the immediate jeopardy on 11/4/2025 at 3:26 PM. 
The immediate jeopardy was removed on 11/5/2025, however, the deficient practice continues at a scope 
and severity of D (potential for more than minimal harm/isolated) as the facility continues to implement its 
action plan.Findings include:According to the Wisconsin Nurse Practice Act, N6.03(1), An R.N. (Registered 
Nurse) shall utilize the nursing process in the execution of general nursing procedures in the maintenance of 
health, prevention of illness or care of the ill. The nursing process consists of the steps of assessment, 
planning, intervention, and evaluation. This standard is met through performance of each of the following 
steps of the nursing process:(a) Assessment. Assessment is the systematic and continual collection and 
analysis of data about the health status of a patient culminating in the formulation of a nursing diagnosis.(b) 
Planning. Planning is developing a nursing plan of care for a patient which includes goals and priorities 
derived from the nursing diagnosis.(c) Intervention. Intervention is the nursing action to implement the plan of 
care by directly administering care or by directing and supervising nursing acts delegated to L.P.N.s 
(Licensed Practical Nurse) or less skilled assistants.(d) Evaluation. Evaluation is the determination of a 
patient's progress or lack of progress toward goal achievement which may lead to modification of the nursing 
diagnosis.According to N6.04(1), In the performance of acts in basic patient situations, the L.P.N. shall, 
under the general supervision of an R.N. or the direction of a provider .(b) Provide basic nursing care. (c) 
Record nursing care given and report to the appropriate person changes in the condition of a patient .(e) 
Perform the following other acts when applicable:1. Assist with the collection of data.2. Assist with the 
development and revision of a nursing care plan.3. Reinforce the teaching provided by an R.N. provider and 
provide basic health care instruction.4. Participate with other health team members in meeting basic patient 
needs.R1 was admitted to the facility on [DATE] with diagnoses of Diabetes Mellitus, Parkinson's Disease, 
and Gastroesophageal Reflux Disease. R1's Quarterly Minimum Data Set (MDS) dated [DATE] documents 
R1 had severe cognitive impairment with a Brief Interview for Mental Status (BIMS) score of 05. R1 required 
extensive to total assistance from staff with activities of daily living (ADLs) including toileting, dressing, and 
bathing. R1 had an activated Power of Attorney (POA).On 8/29/2025 at 1:57 PM, R1's vital signs were as 
follows: temperature 98.0 degrees, pulse 64, respirations 16, blood pressure 120/82, and oxygen saturation 
97%.On 9/1/2025 at 8:25 PM in the progress notes, nursing documented R1's POA signed the fluoxetine 
(antidepressant Prozac) consent form on 8/29/2025.No documentation was found in R1's progress notes 
from 9/1/2025 until 9/3/2025.On 9/3/2025 on the food intake record, R1 had a decline of meal percentage 
eaten; for the three meals, R1 ate 26-50%. Normal intake for R1 ranged from 50-100%.R1's medical record 
includes a progress note e-signed as an imported record, dated 9/3/2025 at 8:42 PM from NP-D., The chief 
complaint is documented as lethargy . (R1) presents today for evaluation of lethargy. Nursing staff reported 
R1 had been more lethargic than baseline over the past few days. R1 had been less responsive during care 
and activities. R1's daughter, who is the POA, also reported concerns today of R1 being more lethargic, not 
wanting to eat, and having small emesis that morning. R1's POA also reported R1 had not had a bowel 
movement in a couple days. Milk of Magnesia was given, with R1 subsequently having a large bowel 
movement. At the POA's request, a COVID test was completed and was negative. No fever or other acute 
symptoms had been reported. R1's vital signs have remained stable. There have been no recent falls or 
injuries since his last evaluation. NP-D documented the following vital signs: blood sugar 125 on 8/25/2025, 
weight 145 on 2/25/2025, and body mass index (BMI) 22.7 and height 170.2 on 4/14/2021. NP-D 
documented in the Physical Examination section of the progress note R1's chest expansion was equal 
bilaterally and breath sounds were clear in all lung fields. The assessment and plan portion of the progress 
note documented the plan for diagnosis of Other fatigue was to obtain lab work including Complete Blood 
Count (CBC), Comprehensive Metabolic Panel (CMP), Vitamin D and Vitamin B12 to further assess. NP-D 
documented R1 would continue to be monitored closely for changes in condition and encourage adequate 
hydration and nutrition. NP-D documented R1 would be monitored for changes in lethargy and mental status. 
NP-D's progress note indicated R1 had an emesis, was given Milk of Magnesia, a COVID-19 test was 
completed with negative results, and vital signs had been stable. Surveyor noted R1's record did not contain 
any documentation of an emesis, the as needed order for Milk of Magnesia was not signed out by a nurse 
indicating it was administered, the COVID-19 test standing order was not signed out by a nurse indicating it 
was administered and no results were entered into R1's record, and no vital signs had been documented 
since 8/29/2025.Surveyor noted interviews with facility staff, including NP-D, indicate NP-D saw R1 much 
earlier in the day on 9/3/2025 than the time NP-D documented her note regarding R1. Interviews indicate 
NP-D saw R1 anywhere from 11:00 am to early afternoon, around 1:30 pm.Surveyor noted no 
documentation was found in R1's medical record dated 9/3/2025; prior to, or after NP-D's progress note at 
8:42 pm, regarding R1's status; no vital signs were documented, no progress notes were entered, and no 
documentation was found of any assessments being completed by nursing staff.On 9/4/2025 at 2:21 PM in 
the progress notes, LPN-S documented R1 was admitted to the hospital for septic shock due to a urinary 
tract infection (UTI), acute hypoxic respiratory failure, and cardiogenic shock. Surveyor noted no progress 
note or assessment was documented prior to R1 being transferred to the hospital.On 9/4/2025 on the 
Emergency Medical Services (EMS) transport report, EMS was notified on 9/4/2025 at 6:04 AM of R1 having 
dyspnea (shortness of breath or difficulty breathing) and altered mental status. The report documents R1 
was in bed with nursing staff and R1's daughter present. R1's daughter stated R1's breathing was not normal 
and R1 was more lethargic than normal. R1's skin color was normal and dry. R1's extremities were cooler to 
the touch, but R1's core was warm with a temperature of 99.7 degrees. Staff stated R1 had vomited once 
overnight but was unable to provide a time of the emesis. Staff stated R1 started having difficulty breathing 
with rales (an audible bubbling noise) in all areas of the chest. EMS documented R1's family arrived, and 
staff called 911. R1 had audible rales and was breathing at 40 breaths a minute using accessory muscles. 
R1 was on 4 liters of oxygen per minute via nasal cannula placed by facility staff. Vital signs were taken and 
R1's blood pressure was low. Two intravenous (IV) catheters were attempted but unsuccessful due to poor 
vascular access. R1 was placed on oxygen with a non-rebreather mask and nasal cannula for improvement 
of oxygen saturation. R1's blood pressure improved to 100 systolic and continuous positive air pressure 
(CPAP) was placed during transport to the hospital. R1's blood pressure dropped, and CPAP was removed 
and R1 was placed back on a non-rebreather mask at 25 liters of oxygen per minute and nasal cannula at 6 
liters of oxygen per minute. EMS documented R1's vital signs at 6:18 AM: blood pressure 65/55, pulse 160, 
respirations 40 and labored, and oxygen saturation 90% on high concentration oxygen of 10-25 liters of 
oxygen per minute.On 9/4/2025 at 6:55 AM, R1's Emergency Department hospital paperwork documented 
R1 arrived via EMS. EMS staff stated that some time overnight R1 vomited and since then has been having 
difficulty breathing with gurgling sounds. Vital signs at 6:58 AM were blood pressure 84/53, pulse 170, 
respirations 46, and oxygen saturation 81%. Emergency Department nurse documented R1's family was at 
bedside and R1's daughter, who works at the facility, stated yesterday R1 was not acting like himself so she 
had a COVID test done that came back negative. R1's daughter stated R1 was weak, not wanting to eat, and 
had an emesis. When R1's daughter came to the facility this morning, she found R1 this way and wanted R1 
to come in to be evaluated. The physician documented at 7:41 AM R1 was in obvious respiratory distress 
with gurgling breath sounds and was likely in heart failure secondary to the abnormal heart rhythm for an 
unknown period of time. R1 was accepted for admission to the intensive care unit (ICU) as R1 had septic 
shock and severe cardiac failure with respiratory failure and unable to be intubated.On 9/4/2025 at 12:59 PM 
on the hospital physician note, the hospital physician documented a discussion was had with R1's daughter, 
wife, and multiple family members present in the ICU. R1's daughter stated R1 was in a nursing home for the 
last 5 years. R1 had dementia with good and bad days. R1's daughter stated that morning, R1 was breathing 
heavy and was told by facility staff that R1 had an emesis last night. R1 was looking more tired than at 
baseline and was brought to the emergency room. The physician documented on initial evaluation in the 
ICU, R1's blood pressure was 69/51 and assessment of the chest showed air entry was decreased 
bilaterally, using accessory muscles, and bibasilar rales were present. Palliative care consult was requested. 
R1 was in acute hypoxic respiratory failure with low oxygen saturation currently requiring BiPAP with 100% 
oxygen. The prognosis is poor, and the condition is critical.On 9/4/2025 at 1:23 PM on the hospital History 
and Physical, the physician documented R1 was hemodynamically unstable with a fever of 100.6, 
hypotensive (low blood pressure) in the 70s, tachycardic (fast heart rate) at 177 beats per minute, tachypneic 
(fast respiratory rate), and hypoxic (low oxygen) in the 70s on room air. The exam revealed severe 
respiratory distress breathing 40-45 times per minute, obvious increased work of breathing with all accessory 
muscles being used, and breath sounds are wet and rattling. A urinalysis was positive for a UTI. R1 was in 
severe septic shock with likely cardiogenic shock. Additional concerns were ischemic colitis (damage to the 
intestinal lining from reduced blood flow to the colon), pulmonary embolism (a blood clot in the lungs), and 
kidney stone obstruction. R1's prognosis was guarded given profound lactic acidosis (lactic acid build up in 
the blood), leukopenia (low white blood cell count), septic shock (infection throughout the body), and 
respiratory failure with treatment limitations; recommendation was involving palliative care and preparing 
family for likely imminent decline.R1 passed away on hospice services in the hospital on 9/6/2025.Review of 
the laboratory results collected 9/03/2025 at 14:00 (2:00 PM), Received by the lab on 9/03/2025 at 21:51 
(9:51 PM), and Reported on 9/03/2025 at 22:28 (10:28 PM) indicates the facility was notified of the results of 
a complete blood count (CBC) including WBC (white blood cell count) of 19.9 flagged as high. Red blood cell 
count (RBC) of 4.30 flagged as low. Neutrophils absolute (measurement of WBCs that fight an infection) of 
17.3 (flagged as high). Lymphocytes absolute (measurement of immune function in blood) of 1.8 (flagged as 
low). Monocytes absolute of 1.6 (flagged as high) (a high monocyte count can mean the body is fighting an 
infection, inflammation, an autoimmune disorder, or a blood disorder).Surveyor noted this information was 
reported to the facility at 10:28 pm. There is no indication facility nursing staff noted receipt of the laboratory 
results, consulted with R1's physician or NP-D regarding the results or monitored R1 despite indications R1 
was experiencing a continued change in condition.According to AMDA (American Medical Directors 
Association) a WBC > (greater than) 12,000 should be reported to the MD immediately.A fax was also 
received from the laboratory, fax time stamped, as being received on 9/4/2025 at 5:33 AM. The fax 
documented the same CBC lab results reported to the facility at 10:28 PM on 9/03/2025. Surveyor noted 
additional laboratory documentation indicates the ordered comprehensive metabolic panel (CMP) was 
cancelled on 9/03/2025 at 21:51 (9:51 PM) with a note explaining hemolyzed specimen. Test not performed. 
Surveyor noted a hemolyzed specimen is a blood sample where red blood cells have ruptured, releasing 
their contents and causing the plasma or serum to turn a pink or red color. This is often caused by improper 
blood collection or handling including using too small of a needle, vigorous shaking, or slow draws impacting 
accurate results. (Cross-reference F726.)In a phone interview on 10/8/2025 at 9:00 AM, Surveyor asked 
Laboratory Supervisor-G to verify when the facility had received R1's laboratory test results on 9/3/2025. 
Laboratory Supervisor-G stated R1's laboratory specimens were picked up at the facility on 9/3/2025 at 2:00 
PM. R1's CBC results were received by the laboratory on 9/3/2025 at 9:51 PM and faxed to the facility on 
9/3/2025 at 10:28 PM.On 9/04/2025 the hospital history and physical references CBC lab results that include 
the high lab results of 19.9 reported to the facility on 9/3/2025. Additional WBC counts collected on 
9/04/2025 following arrival at the hospital included a WBC of 2.7 at 07:08 (AM) that was flagged and 4.0 at 
13:09 (1:09 PM) that was also flagged. Surveyor noted this was a significant decline in the WBC counts. 
Surveyor noted a rapid drop in white blood cell (WBC) count from \(19.9\) to \(2\) without antibiotics can be 
due to a phenomenon called pseudoleukopenia, where a severe infection causes WBCs to move from the 
blood to the site of infection, making a blood sample temporarily appear to have low counts. Other causes 
include certain viral infections like influenza or HIV, autoimmune disorders, bone marrow suppression from 
non-antibiotic sources, or issues with the spleen. Pseudoleukopenia Mechanism: During an acute infection, 
the body rapidly moves white blood cells, primarily neutrophils, from the bloodstream to the infected tissue. 
This migration can cause a temporary and deceptive drop in the number of white blood cells counted in a 
blood sample taken at that moment.In a phone interview on 10/8/2025 at 1:15 PM, Surveyor asked Licensed 
Practical Nurse (LPN)-C, who worked first shift on 9/3/2025, if LPN-C could recall any changes in R1's health 
status on 9/3/2025. LPN-C recalled on 9/3/2025 at approximately 1:15 PM it was reported by R1's family 
member to LPN-C that R1 had a small emesis and was experiencing increased fatigue and weakness. 
LPN-C notified NP-D at that time regarding R1's small emesis and increased fatigue and weakness. NP-D 
was at the facility and assessed R1. LPN-C stated a COVID-19 test was conducted for R1 at that time with a 
negative result. NP-D gave orders to LPN-C for laboratory work for R1 including a CBC, a Basic Metabolic 
Panel (BMP), Vitamin D level and Vitamin B-12 level. Med Tech (MT)-E collected the blood samples from R1 
at this time and faxed the facility's contracted laboratory to pick up R1's blood specimens. Surveyor asked 
LPN-C if they recalled reporting R1's condition or pending laboratory results to the next shift when they left 
the facility after first shift. LPN-C remembered MT-F was working that unit on 9/3/2025 for the evening shift. 
LPN-C did not recall giving report to a nurse at that time regarding R1's condition and pending laboratory 
results. LPN-C stated the laboratory results had not been completed by the end of the shift but if they had 
been, LPN-C would have reported any abnormal lab results to NP-D.In an interview on 10/8/2025 at 9:30 
AM, Surveyor asked MT-F, who was assigned to R1 on 9/3/2025 evening shift, if they had been aware of R1 
experiencing a change of condition or awaiting pending laboratory results on 9/3/2025. MT-F responded no 
staff had mentioned R1 had laboratory results pending or a change of condition had been noted. MT-F 
added they had heard later R1 went to the hospital on 9/4/2025 early in the morning when R1's family 
member called 911 but did not know any further details.In an interview on 10/8/2025 at 1:30 PM, Surveyor 
asked Licensed Practical Nurse (LPN)-H, who worked at the facility on night shift 9/3/2025 into the morning 
of 9/4/2025 if they recalled R1 while working at the facility. LPN-H responded that prior to R1 going out to the 
hospital on the morning of 9/4/2025 after R1's family member called 911, they did not recall R1 ever having 
any serious medical issues. Surveyor asked LPN-H if they had been aware R1 had laboratory results 
pending on the afternoon of 9/3/2025. LPN-H stated no facility staff member had conveyed that information 
to them. Surveyor asked LPN-H if a resident had an elevated WBC count of 19.9 if that would be something 
that should be reported to an NP or physician. LPN-H responded, Absolutely. LPN-H stated if they had been 
made aware of the pending laboratory results for R1 they would have been sure to monitor the facility's fax 
machine so they could report the results. Surveyor asked LPN-H if they had taken R1's vital signs or 
conducted any assessments of R1 on night shift 9/3/2025 into 9/4/2025. LPN-H stated they did not recall 
taking any vital signs or assessments for R1.In an interview on 10/8/2025 at 11:45 AM, Surveyor asked 
NP-D if they had been contacted regarding R1's elevated WBC level of 19.9 on 9/3/2025 or 9/4/2025. NP-D 
stated no one from the facility had contacted them regarding R1's elevated WBC level of 19.9 or the fact R1 
went to the hospital on 9/4/2025 after R1's family member had called 911. Surveyor asked NP-D if facility 
staff should have been monitoring R1's condition including vital signs and nursing assessments due to R1's 
emesis, fatigue, and weakness on 9/3/2025. NP-D stated they would have expected the facility to have been 
monitoring R1 closely and have called either themselves or the after hours on call line with any change.On 
10/8/2025 at 10:00 AM, Surveyor requested the 24-hour nursing report sheets from the facility for the dates 
9/1/2025 through 9/5/2025. The facility was unable to locate any 24-hour nursing report sheets for 9/3/2025 
that would indicate whether or not R1 was being monitored by facility nursing staff for follow up after emesis 
or increased fatigue and weakness on 9/3/2025. In an interview on 11/3/2025 at 2:20 PM, Surveyor asked 
Certified Nursing Assistant (CNA)-J, who worked with R1 on day shift on 9/3/2025 and night shift 9/3/2025 
into the morning of 9/4/2025, what CNA-J could recall about R1 on 9/3/2025 and 9/4/2025. CNA-J stated R1 
was a quiet person who had good and bad days. R1 used to try and get out of bed. CNA-J would see R1 at 
the edge of the bed and CNA-J knew R1 needed to use the bathroom. CNA-J stated CNA-J would round 
every hour and put eyes on R1 but would not wake R1 up. CNA-J did not have any recollection of R1 having 
an emesis on 9/3/2025 or 9/4/2025. CNA-J stated on the morning of 9/4/2025, CNA-J was getting R1 up 
because R1 was a night shift get-up. CNA-J recalled R1 was weaker than normal. CNA-J used a Sara 
Steady lift to get R1 out of bed and onto the toilet, but when CNA-J tried to get R1 off the toilet, R1 did not 
have any strength to stand up. CNA-J stated CNA-J got R1's vital signs and gave them to the nurse when 
CNA-J told the nurse about R1 being weak. CNA-J stated CNA-J left R1 on the toilet when CNA-J went to 
tell the nurse about R1. CNA-J stated CNA-K, who is also R1's POA, came in and helped CNA-J clean R1 
up and get R1 off the toilet and into bed. Surveyor asked CNA-J if CNA-J could recall what R1's vital signs 
were and if CNA-J charted the vital signs. CNA-J could not recall what the vital signs were. CNA-J stated 
CNA-J wrote the vital signs down on a piece of paper and gave it to the night shift nurse. CNA-J denied 
calling 911. CNA-J stated CNA-J knew 911 was called but was not involved in any other aspect of R1's care 
after getting R1 back to bed. CNA-J stated R1 was not short of breath, just weak. (Cross-reference F726).In 
an interview on 11/4/2025 at 9:19 AM, CNA-K (also R1's POA) stated R1 was not himself on 9/3/2025. 
CNA-K stated when CNA-K was in the hallway on 9/3/2025, kitchen staff informed CNA-K that R1 was not 
eating. When CNA-K went to talk to R1, R1 did not open their eyes and was not answering questions. 
CNA-K stated this was not R1's baseline. CNA-K stated CNA-K requested from LPN-C to give R1 a COVID 
test. CNA-K stated NP-D was in the building so CNA-K told NP-D R1 was not doing well and requested from 
NP-D a COVID test. CNA-K stated NP-D was hesitant and then ordered a test around 11:00 AM or 11:30 
AM. CNA-K stated DON-L, who was the assistant DON at the time, told CNA-K that she would do CNA-K a 
favor and do the COVID test because corporate does not want the test to be given. CNA-K stated the COVID 
test came back negative. CNA-K stated NP-D ordered blood work. Surveyor asked CNA-K if NP-D did an 
assessment of R1. CNA-K stated CNA-K did not see NP-D do an assessment but was told R1 did not have a 
temperature and R1's vital signs were normal. CNA-K stated R1 was the same throughout the afternoon and 
did not get worse. CNA-K clarified R1 had an emesis in the early morning of 9/3/2025. CNA-K thought R1 
maybe should have gone to the hospital at that time, but nothing was showing that R1 was getting worse that 
afternoon. CNA-K stated CNA-K called the facility in the evening and talked to MT-F who told CNA-K that R1 
ate a little and was in bed sleeping. CNA-K forgot to ask MT-F about R1's blood work that had been done 
earlier in the day and did not know what information was passed to MT-F in the shift report. CNA-K stated in 
the morning of 9/4/2025, CNA-K saw CNA-J at the nurses' station and asked CNA-J how R1's night was. 
CNA-K stated CNA-J told CNA-K R1 had an emesis and was not doing well. CNA-K went to R1's room and 
found R1 on the toilet hanging on the Sara Steady lift, pale and gasping for air, making a gurgling sound. 
CNA-K helped CNA-J get R1 back to bed and put oxygen on R1. CNA-K stated CNA-K put an incontinence 
pad and gown on R1 because R1 had been in the bathroom naked. CNA-K stated all staff wear walkie 
talkies so they can contact other staff without having to leave residents alone. CNA-K stated CNA-J should 
never have left R1 alone on the toilet. CNA-K stated CNA-J was walking in the hallway like there was no 
urgency. CNA-K stated the night nurse peeked into R1's room but did not enter. CNA-K stated no one got 
any vital signs and no nurse came in to assess R1. CNA-K stated the nurse told CNA-K R1's lab results were 
there and R1 had an infection, but R1 was already in the ambulance when they got the results. CNA-K stated 
EMS asked if this was the norm for R1 and CNA-K stated no, R1 did not have any lung diseases like chronic 
obstructive pulmonary disease (COPD). Surveyor asked CNA-K if any other family members were present 
on 9/4/2025 in the morning. CNA-K stated yes, CNA-K's mother/R1's wife, who also works at the facility, so 
when R1's wife came to work that morning, she came and checked on R1 and 911 had already been called. 
Surveyor asked CNA-K who called 911 that morning. CNA-K did not know who called 911, but it was not 
CNA-K.In an interview on 11/4/2025 at 10:17 AM, Surveyor asked DON-L what the process was for staff 
giving report at change of shift. DON-L stated CNAs give report to CNAs and nurses give report to nurses. 
Surveyor asked who gives report to an MT. DON-L stated MTs can listen in on report, but they do not give 
report to the next shift; they are not directly given report. DON-L stated a MT has a nurse that is their touch 
point, either on the same unit or on a different unit. DON-L stated if a resident has a change in condition, 
either the nurse will let the MT know when doing rounds or the MT will find the nurse to let them know. 
DON-L stated the nurse leaving shift when an MT is coming on, the nurse should report to the oncoming 
nurse on the other unit. Surveyor asked DON-L where COVID test results were charted. DON-L stated they 
would be found in the resident record. Surveyor shared with DON-L the only documentation of a COVID test 
was from 1/9/2025. DON-L stated DON-L did a COVID test on R1 on 9/3/2025 as a favor to CNA-K because 
they should only be done if a resident is symptomatic. DON-L stated R1's test was negative and must have 
forgotten to put the test result in R1's record. Surveyor asked DON-L what the expectation of staff is if a 
resident has an emesis. DON-L stated that resident should be monitored for a few days by putting them on 
the 24-hour board and the NP or physician should be notified. Surveyor shared with DON-L the statements 
from staff members that R1 had an emesis on 9/3/2025 and 9/4/2025 with no documentation. DON-L was 
not aware R1 had an emesis at any time and would have expected R1 to be on report and followed through. 
Surveyor asked DON-L when vital signs were normally taken for residents. DON-L stated with a change of 
condition vital signs should be taken and charted in the vital sign section of the record. Surveyor shared with 
DON-L no vital signs had been documented for R1 since 8/29/2025. DON-L stated some of the agency staff 
do not know how to chart vital signs so they would write them in the progress notes. Surveyor asked DON-L 
what is expected of CNAs when there is a change in condition. DON-L stated it depends on the severity of 
the change of condition. If the change in condition is severe, they should run to the nurse to report the 
condition and if it is not emergent, then they do fill out a stop and watch form. Surveyor asked DON-L if all 
nursing staff had walkie talkies. DON-L stated all nursing staff as well as management had walkie talkies. 
Surveyor asked DON-L if a resident should be left alone on the toilet if there is a change in condition. DON-L 
stated no.On 11/4/2025 at 11:43 AM, Surveyor shared with NHA-A, DON-L, and Regional Consultant-M the 
serious concern of R1's change of condition on 9/3/2025 not being monitored, assessed, or documented. R1 
did not have any vital signs taken when the change of condition was initially identified, no nursing 
assessment was completed, and on 9/4/2025, R1 was admitted to the hospital ICU with preliminary 
diagnoses of septic shock due to UTI, acute hypoxic respiratory failure, and cardiogenic shock. Surveyor 
shared the concern NP-D documented in a progress note R1 had an emesis, was given Milk of Magnesia, a 
COVID-19 test was completed with negative results, and vital signs had been stable. Surveyor shared R1's 
record did not contain any documentation of an emesis, the as needed order for Milk of Magnesia was not 
signed out by a nurse indicating it was administered, the COVID-19 test standing order was not signed out 
by a nurse indicating it was administered and no results were entered into R1's record, and no vital signs had 
been documented since 8/29/2025. Surveyor shared the concern the second shift nursing staff were not 
aware R1 had a blood draw that day and they should be on the lookout for the results of those tests.On 
11/4/2025 at 1:35 PM, Regional Consultant-M stated interviews from all staff were found regarding the 
concerns with R1 on 9/3/2025 and 9/4/2025. Those interviews were provided to Surveyor. Regional 
Consultant-M stated CNA-K called 911 so no assessment was done of R1 before EMS arrived. Surveyor 
noted during interviews with CNA-K, CNA-K indicated they did not call 911. Surveyor also noted at the time 
of the survey, the facility still did not know how facility staff responded to R1's change in condition.The staff 
interviews were not dated or signed. The statements did not indicate who obtained the statements. The 
statements are as follows:CNA-J: R1 was at baseline on the day shift of 9/3/2025. R1 was at baseline on the 
night shift. R1 was a checked and changed and repositioned per usual. In the morning of 9/4/2025, R1 had 
an emesis. CNA-J got R1 onto the toilet and R1 seemed weaker than normal. CNA-J informed the nurse and 
got R1's vital signs. CNA-K came in and got R1 cleaned up and was sent out to the hospital. CNA-K was the 
one that called 911. The AM nurse helped to send R1 out around 6:45 AM-7:00 AM. (Surveyor noted CNA-J, 
in a later interview with Surveyor, denied R1 having an emesis.)LPN-H: R1 slept all night 9/3/2025 and was 
checked and changed per usual. At around 6:55 AM-7:00 AM CNA-J was getting R1 up and said R1 had an 
emesis and was weak. CNA-J was getting R1's vital signs and CNA-K called 911. LPN-H was leaving at this 
time, and the day shift nurse was aware of the situation and was helping to get R1 sent out to the hospital. 
LPN-H was under the impression the day shift nurse was doing the send out. (Surveyor noted no 
documentation was completed by any staff nurse of R1's condition when being sent out and no transfer 
documentation that should accompany a resident to the hospital was found.)LPN-N: LPN-N was the day shift 
nurse coming on shift on 9/4/2025. LPN-N remembered overhearing about R1 being sent out. LPN-N was 
under the impression that the night shift LPN was doing the send out.LPN-C: LPN-C worked with R1 on 
9/3/2025 and discussed R1 with NP-D. NP-D was ordering some labs. R1 was constipated and LPN-C gave 
R1 Milk of Magnesia and R1 had a bowel movement. R1 did not have any emesis and nothing other than 
constipation was noted on R1's assessment. (Surveyor noted LPN-C did not sign out the administration of 
the Milk of Magnesia.)NP-D: CNA-K was concerned about R1. R1 seemed more lethargic and was eating 
less per CNA-K. NP-D told the nurse on the floor that R1 seemed more lethargic than usual and R1 was not 
feeling well. NP-D ordered labs.Surveyor noted the night shift nurse thought the day shift nurse was caring 
for R1 and the day shift nurse thought the night shift nurse was caring for R1 at the change of shift on 
9/4/2025. Neither nurse documented anything.In a phone interview on 11/5/2025 at 10:22 AM, NP-D stated 
the nursing staff as well as CNA-K informed NP-D of R1's change of condition on 9/3/2025. NP-D
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not ensure that 2 (CNA-J, MT-E) of 3 nursing staff reviewed had 
appropriate competencies and skills sets to assure resident safety and respond to resident needs. This has 
the potential to affect a total of approximately 25 residents who currently reside in zone 2 and the rehab zone 
in which certified nursing assistant (CNA)-J and med tech (MT)-E are typically assigned. *CNA-J stated they 
assessed vitals for R1 while R1 was experiencing a change of condition without proof of competency to 
collect vitals and without a comprehensive assessment being performed by a registered nurse or monitoring 
by a licensed practical nurse (LPN)*MT-E did not have evidence of completing required pharmacy education 
for the last 3 calendar years and did not have evidence of certification to perform blood draws defined under 
State regulations.Findings include:The facility job description for job title certified nursing assistant 
documents the CNA will provide patient/resident care as required under the direct supervision of the licensed 
nurse . completes assigned tasks to ensure timely, efficient, and safe patient/resident care . ability to observe 
and report patient/resident status . provides direct patient/resident care and reports condition and changes to 
Registered Nurse (RN) or Licensed Practical Nurse (LPN) . The facility job description for job title certified 
nursing assistant/med tech documents under the supervision and direction of a licensed nurse, the 
medication assistant administrators (sic) and records select oral, nasal, transdermal and rectal, inhalant and 
ophthalmic scheduled medications to residents . trained to measure and record blood pressure, radial pulse, 
and blood glucose readings by way of a finger stick . must have successfully completed the State of 
Wisconsin Medication Assistant Training Program . must be a Certified Nursing Assistant in Wisconsin; in 
good standing . reports to nurse when coming on duty and going off duty . obtains assignments and specific 
directions from Unit Nurse or RN supervisor . knowledgeable of medication actions, medication effects on 
body systems and side effects, especially in the geriatric population . R1 was admitted to the facility on 
[DATE] with diagnoses including Diabetes Mellitus, Parkinson's Disease and Gastroesophageal Reflux 
Disease. R1's Quarterly Minimum Data Set (MDS) with an Assessment Reference Date of 6/30/25 
documents R1 had a Brief Interview for Mental Status (BIMS) score of 05, indicating R1 had severe cognitive 
impairment related to daily decision making. R1 required extensive to total assistance from staff with 
activities of daily living (ADLS) including toileting, dressing and bathing. On 10/8/25, at 1:15 PM, a Surveyor 
conducted an interview with LPN-C via telephone. A Surveyor asked if LPN-C recalled any changes in R1's 
health status on 9/3/25. LPN-C recalled on 9/3/25 at approximately 1:15 PM it was reported by R1's family 
member to LPN-C that R1 had a small emesis (vomiting episode) and was experiencing increased fatigue 
and weakness. LPN-C notified Nurse Practitioner-D at this time regarding R1's small emesis and increased 
fatigue and weakness. Nurse Practitioner-D was at the facility at this time and assessed R1. LPN-C told a 
Surveyor a COVID-19 test was conducted for R1 at this time with a negative result. Nurse Practitioner-D 
gave orders to LPN-C for laboratory work for R1 including a Complete Blood Count (C.B.C.), Basic Metabolic 
Panel (B.M.P), Vitamin D level and Vitamin B-12 level. MT-E collected the blood samples from R1 at this 
time and faxed the facility's contracted laboratory to pick up R1's blood specimens. On 10/8/25, at 1:30 PM, 
a Surveyor conducted an interview with Agency LPN-H, who worked the night shift at the facility on 9/3/25 
into the morning of 9/4/25. Agency LPN-H stated that prior to R1 going out to the hospital on the morning of 
9/4/25, they did not recall R1 ever having any serious medical issues. A Surveyor asked Agency LPN-H if 
they had taken R1's vital signs or conducted any assessments of R1 on night shift 9/3/25 into 9/4/25. Agency 
LPN-H told a Surveyor they did not recall taking any vital signs or performing an assessment for R1.On 
11/3/25, at 2:20 PM, Surveyor interviewed CNA-J who worked with R1 during the night shift on 9/3/25 into 
9/4/25. CNA-J stated R1 was a night shift get up, and when CNA-J got R1 up, CNA-J noted R1 transferred 
onto the toilet normally with a Sara Steady transfer device but then could not get up from the toilet and was 
weaker than normal. CNA-J stated CNA-J kept R1 on the toilet, reported to the nurse on duty, and then 
obtained R1's vital signs. CNA-J stated CNA-J wrote the vital signs on a piece of paper and gave them to the 
NOC (night) shift nurse, Agency LPN-H. Surveyor reviewed R1's electronic medical record and did not locate 
any nursing assessments or vital signs documented on 9/3/25 or 9/4/25. On 11/3/25, at 3:18 PM, Surveyor 
interviewed Nursing Home Administrator (NHA)-A regarding the process for blood draws. NHA-A stated the 
facility does not have a phlebotomist and MT-E does all the blood draws for the facility. Surveyor requested 
evidence that MT-E is certified to perform blood draws. On 11/3/25, at 3:35 PM, NHA-A informed Surveyor 
that the facility does not have a copy of MT-E's certification to perform blood draws, but MT-E requested 
transcripts of the course MT-E completed. On 11/3/25, at 3:40 PM, Regional Consultant-M stated the lab that 
services the facility does not provide any blood draw services, so the facility utilizes their own licensed staff 
or MT-E to perform blood draws. On 11/4/25, at 9:28 AM, Surveyor interviewed CNA-K who stated if a 
resident were experiencing a change in condition, CNA-K would get the nurse immediately to obtain vitals, 
as CNAs are not trained to do vital signs. On 11/4/25, at 10:28 AM, Surveyor interviewed Director of Nursing 
(DON)-L who stated if there were an emergent situation or change of condition with a resident, the CNA 
would be expected to get the nurse on duty immediately. DON-L stated if the situation were not emergent, 
the CNA would fill out a stop and watch form and the nurse would follow up. DON-L stated nurses would take 
a resident's vitals, or a med tech is trained to take vitals if administering a medication which would require 
assessment of the resident's vitals. DON-L stated a CNA would not take a resident's vitals. Surveyor shared 
the concern with DON-L that CNA-J assessed R1's vitals while R1 was experiencing a change of condition 
and there is no evidence that a comprehensive assessment was completed by a licensed nurse for R1. 
Surveyor requested to review the required education and hours worked for MT-E for the last 3 years. On 
11/4/25, at 1:00 PM, Surveyor reviewed the education hours for 2022, 2023, and 2024 for MT-E. The 
Wisconsin Department of Health Services Medication Aides: Nursing Homes and Hospices webpage, last 
revised 4/7/25, documents a medication aide maintains status by completing four hours of pharmacy-related 
in-service and 100 hours of work each calendar year and by keeping three full years of records showing they 
completed the 100 hours of work and four hours of in-service. Surveyor noted MT-E worked more than 100 
hours each calendar year in 2022, 2023, and 2024. Surveyor noted no education for MT-E was provided for 
the calendar year 2022. Surveyor noted the following pharmacy-related education courses MT-E completed 
in the calendar year 2023, totaling 3.54 hours:- Antipsychotic medications, completed 1/25/23 with a total 
time in course of 1.00 hours- High alert medications, completed 1/28/23 with a total time in course of 0.98 
hours- Medication administration, completed 1/28/23 with a total time in course of 0.95 hours- Medication 
administration: antibiotics, completed 1/28/23 with a total time in course of 0.31 hours- Medication 
administration: basics, completed 1/28/23 with a total time in course of 0.26 hours- Medication 
administration: controlled substances, listed as incomplete status on 1/28/23 with a total time in course of 0.
04 hours.Surveyor noted the following pharmacy-related education courses MT-E completed in the calendar 
year 2024, totaling 0.39 hours:- Medication assistance for medication aides, completed 12/20/24 with a total 
time in course of 0.39 hours.On 11/4/25, at 3:26 PM, Surveyor shared concerns with NHA-A, DON-L, 
Regional Consultant-M that a CNA obtained vitals for R1, who was experiencing a change of condition, and 
there is no evidence that a licensed nurse performed an assessment for R1, that MT-E does not have 
evidence of completing the required 4 hours of pharmacy-related education for calendar years 2022, 2023, 
or 2024, and that no evidence was provided that MT-E is certified to perform blood draws. No additional 
information was provided.
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