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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50467

Residents Affected - Few Based on staff interview and record review, the facility did not ensure an allegation of abuse was reported to

the State Agency (SA) in a timely manner for 1 resident (R) (R1) of 1 sampled resident.

On 10/15/24, R1 reported an allegation of abuse that involved a Certified Nursing Assistant (CNA). The
facility did not submit an initial or five-day report to the SA in a timely manner.

Findings include:

The facility's Abuse Prevention and Response policy, with a review date of 9/23/23, indicates: Any person
who becomes aware of alleged abuse, neglect or mistreatment .shall immediately report to the Executive
Director .The Executive Director is responsible for receiving allegations of mistreatment, abuse, concerns,
and complaints and ensuring the required investigation, reporting and resolution is completed according to
State and Federal requirements .External Reporting: .If the suspected allegation does not appear to have
caused serious bodily injury to the resident, or there is not a reason to suspect a crime has been committed
against a person receiving care in this facility, a report will be submitted to the Department of Quality
Assurance (DQA) immediately, but no later then 24 hours after forming the suspicion or notification of the
abuse allegation .Response: Initial incident report will be submitted to the Wisconsin Department of Health
Services (DHS) within 24 hours of notification of the incident and the investigation documentation and
conclusion submitted within 5 working days of the initial report.

On 11/7/24, Surveyor reviewed R1's medical record. R1 was admitted to the facility on [DATE] and passed
away on 10/26/24. R1 received Hospice services and had diagnoses including traumatic subdural hematoma
with loss of consciousness, congestive heart failure (CHF), and cognitive communication deficit. R1's
Minimum Data Set (MDS) assessment, dated 9/12/24, had a Brief Interview for Mental Status (BIMS) score
of 13 out of 15 which indicated R1 had intact cognition. R1 had an activated Power of Attorney for Healthcare
(POAHC).
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F 0609 On 11/7/24, Surveyor reviewed a facility-reported incident (FRI) that indicated the facility was made aware of

an allegation of abuse on 10/15/24 at 5:07 AM. The FRI indicated R1 reported to a student nurse that a CNA
Level of Harm - Minimal harm or threw a wash cloth in R1's face when R1 was sleeping. R1 also alleged staff rolled R1 in a way that caused
potential for actual harm more sores on R1's buttock. Nursing Home Administrator (NHA)-A submitted an initial report to the SA on
10/16/24 at 11:10 AM. The initial report should have been submitted to the SA within 24 hours of when the
facility became aware of the incident. The facility started an investigation on 10/15/24 and submitted the
five-day investigation to the SA on 10/23/24 at 10:10 PM. The five-day investigation should have been
submitted to the SA within 5 business days of the initial report.

Residents Affected - Few

On 11/7/24 at 1:15 PM, Surveyor interviewed Director of Nursing (DON)-B who confirmed NHA-A and

DON-B were aware the five-day report was submitted late. NHA-A was not available for interview at that
time.
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