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Initial Comments

On 01/23/2025, with information gathered through
02/24/2025, the Bureau of Assisted Living,
Southern Regional Office conducted a verification
visit of statement of deficiency (SOD) OCCY12 at
Cottages of Madison Applewood, located at 5565
Burke Rd in Madison, WI.

16 citations of noncompliance were issued, all of
which were repeat citations of noncompliance.

Census: 11

Under statutory provisions of Wis. Stat. Ch. 50, a
$200.00 revisit fee is being assessed.

83.12(2)(a) Caregiver: Investigating abuse &
neglect

Investigating and reporting abuse, neglect, or
misappropriation of property. Caregiver. 1. When
a CBREF receives a report of an allegation of
abuse or neglect of a resident, or
misappropriation of property, the CBRF shall take
immediate steps to ensure the safety of all
residents. 2. The CBRF shall investigate and
document any allegation of abuse or neglect of a
resident, or misappropriation of property by a
caregiver. If the CBRF ' s investigation concludes
that the alleged abuse, or neglect of a resident or
misappropriation of property meets the definition
of abuse or neglect of a resident, or of
misappropriation of property, the CBRF shall
report the incident to the department on a form
provided by the department, within 7 calendar
days from the date the CBRF knew or should
have known about the abuse, neglect, or
misappropriation of property. The CBRF shall
maintain documentation of any investigation.
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Continued From page 1

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure allegations regarding
misappropriation of Resident 12's oxycodone,
were investigated and documented.

This requirement is being cited for the third time.
See Statement of Deficiency (SOD) 54DT 11,
issued 03/24/2023, and SOD OCCY12, issued
10/29/2024.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N01588 DHS 83.12(2)(a)
Caregiver: Investigating Abuse and Neglect" was
documented.

On 01/23/2025 at 9:47 A.M., Surveyors
conducted an interview with Administrator M.
Administrator M said s/he did "not recall" any
allegations and/or investigations related to
caregiver misconduct including abuse, neglect,
and/or misappropriation since issuance of SOD
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Continued From page 2

OCCY12 on 10/29/2024. Administrator M told
Surveyors s/he would be responsible for
conducting and documenting an investigation
regarding any allegation of misconduct regarding
this facility. Administrator M told Surveyors
Administrator's Assistant B and Administrator's
Assistant KK were responsible for conducting and
documenting medication room and cart audits on
a weekly basis.

On 01/23/2025 at approximately 11:10 A.M.,
Administrator M and Surveyor reviewed resident
medications, including medications stored within
the facility's medication cart with corresponding
practitioner orders. Administrator M told Surveyor
s/he was not aware of any concerns regarding
schedule Il narcotic medications prescribed for
residents at this facility, including Resident 12's
oxycodone.

On 01/23/2025, at approximately 1:45 p.m.,
Resident 12 approached Surveyor and reported
having a concern s/he wanted to discuss.
Resident 12 reported s/he was having an issue
where for the last few months, every month,
approximately the last 2 weeks' worth of his/her
medications were gone. Resident 12 reported
s/he had spoken with law enforcement about
these concerns on 3 different occasions.
Resident 12 reported s/he spoke to the manager
last month about his/her concern but was not
sure of the manager's name. Resident 12
reiterated that s/he had made his/her concerns
known to staff. Resident 12 reported that
specifically s/he was unable to receive his/her
nighttime PRN medication and that s/he was
upset about these medications missing. Resident
12 reported that a previous response s/he had
received from law enforcement personnel was
that they were unable to prove how the
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Continued From page 3

medications were missing without knowing a
specific individual that was responsible, and that
they couldn't hold an entire facility responsible.
During the interview, Resident 12 appeared
visibly upset, as evidenced by becoming teary.
Resident 12 also reported being upset with
knowing Surveyors had been to the building on
previous visits and facility issues were on-going,
including Resident 12's concerns.

On 01/23/2025, at approximately 2:05 p.m.,
Surveyor requested from Administrator's
Assistant B all schedule Il medication counts for
Resident 12 from 12/13/2024 to the current date.

At approximately 4:05 p.m., Surveyors
interviewed Administrator M. As part of this
interview, Surveyor reported that the schedule Il
medication counts for Resident 12, from
12/13/2024 to the current date, were still needed.
Surveyor requested from Administrator M all
schedule Il medication counts for Resident 12,
including electronic and paper counts -
dependent on how the provider conducted their
counts- from 12/13/2024 to the current date, and
gave a deadline of 01/24/2025 at 5:00 p.m. for
the records to be received. In discussing the
allegations made by Resident 12, Administrator M
reported s/he was aware of concerns Resident 12
had raised regarding his/her oxycodone tablets.
Administrator M reported that Resident 12 was
known to call the pharmacy for oxycodone refills
and that s/he was "flagged" for doing so.
Administrator M said Resident 12's oxycodone
prescription had changed and there was a newer
PRN order for him/her to receive 1-2 tablets at
bedtime, of which Resident 12 was known to ask
for 2 tablets. Administrator M reported that the
pharmacy typically delivered 1 cards' worth of
oxycodone tablets for deliveries, which contained
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Continued From page 4

approximately 28 tablets. Administrator M
reported s/he was aware of Resident 12's
allegations and that Resident 12 had made
threats of calling the police but they have never
come onsite. Administrator M reported that s/he
him/herself had been monitoring the medication
counts for Resident 12's oxycodone and has not
seen any issues with the counts or had any
concerns based on his/her reviews of them.

At approximately 4:09 P.M., Surveyor continued
the interview with Administrator M and requested
all documented medication room and cart audits
conducted between 12/13/2024 and 01/23/2025.
Administrator M told Surveyor s/he would email
the requested documentation to Surveyor on
01/24/2025.

On 01/24/2025 at 1:08 P.M., Surveyor received
an email from Administrator M including the
facility's "Medication Room/Cart Weekley [sic]
Audit" documentation as follows, and as provided:
- Audit documentation dated 12/17/2024 including
Administrator's Assistant KK's signature/name as
"person completing the audit", 12/26/2024
including Administrator's Assistant KK's signature,
01/03/2025 did not include caregiver's
name/signature, 01/07/2025 including
Administrator's Assistant B, Administrator's
Assistant KK, and Caregiver V signatures/names,
01/17/2025 including Administrator KK's
signature/name, and 01/20/2025 including
Administrator KK's signature/name did not
include any documented concerns regarding
"narcotics."

- Audit documentation dated 12/20/2024,
including Administrator's Assistant B's signature,
included "ordered" regarding "narcotics ordered
5-10 [sic; days] prior to running out." This
documentation did not specify which medication
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Continued From page 5

was "ordered" or for whom the medication(s)
were ordered.

On 01/30/2025, Surveyor reviewed Resident 12's
record. Resident 12 was admitted to the provider
on 06/10/2022 with diagnoses including
migraines, chronic pain, and "other
symptoms/signs involving the musculoskeletal
system." Resident 12 was documented as being
his/her own legal representative. Resident 12's
prescriptions included 5 mg oxycodone tablets
with the directive to, "Take 1 to 2 tablets (5-10
mg) by mouth at bedtime as needed for pain."
This prescription with corresponding directive was
noted on Resident 12's medication administration
records (MARs) from 12/01/2024 - 01/23/2025.

On 01/30/2025, Surveyor reviewed the record of
Resident 12's oxycodone counts sent on
01/24/2025 via e-mail by Administrator M. The
document was titled "Inventory Count History"
where staff documented tablets added, tablets
"deducted," tablets "issued," and tablets counted
as separately identified entries for Resident 12's
oxycodone 5mg tablets. The inventory history
documented the date range as being from
12/13/2024 through 01/24/2025. The inventory
history from the provider's electronic record
system platform contained a "Count" column
where staff documented their counts of schedule
Il medication as well as a "Total" column where
the electronic record system maintained its own
count based on tablets issued/deducted (e.g.
such as for administration or deduction for
another reason) and added (e.g. when more
tablets are received). A "Notes" column was also
present, where Surveyor observed entries either
made by staff, or system messages indicating
when the counts entered by the provider's staff
(from the "Count" column) did not match the
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Continued From page 6

count that the system tracked (from the "Total"
column). Surveyor observed the following
discrepancies:

- 12/18/2024: At 2:20 p.m. Caregivers F and WW
logged conducting a count. The count they
entered was 3 tablets whereas the total the
system tracked was showing that it should have
been 5 tablets with the note, "[Count entered was
3, but count in system is 5.]" No deductions or
tablets issued were documented on the inventory
log. In reviewing the corresponding MAR, no
administration entries were documented to
account for a decrease of 2 tablets. No other
notes were made to address the discrepancy.
The following entry, made at 6:46 p.m.,
documented Caregiver XX administering 1
oxycodone tablet (which was reflected on a
correlating MAR administration entry). Though
Caregiver XX did not enter a "count" remaining to
compare with the system's count, the system
tracked this decrease of 1 tablet (from 5 to 4 per
the system's count).

- 12/19/2024: At 7:37 a.m. (the immediate next
entry after Caregiver XX's entry above),
Caregivers AA and V logged conducting a count.
The count they entered was 1 tablet whereas the
total the system tracked was showing that it
should have continued to be 4 tablets since the
previous day with the note, "[Count entered was 1
but count in system is 4.]" No deductions or
tablets issued were documented on the inventory
log. In reviewing the corresponding MAR, no
administration entries were documented to
account for a decrease from 2 to 1 tablets by
staffs' own maintained count (besides the system
count continuing to be off). No other notes were
made to address the discrepancy. No other
entries, including for counts, were made that day.

{N 158}

STATE FORM

6899

OCCY13

If continuation sheet 7 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0017703

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
02/24/2025

NAME OF PROVIDER OR SUPPLIER

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

{N 158}

Continued From page 7

- 12/20/2024: At 3:01 p.m. (the immediate next
entry after the count logged by Caregivers AA and
V above), Caregivers V and CC logged
conducting a count. The count they entered was
0 tablets whereas the system the total tracked
was showing that it should have continued to be 4
tablets with the note, "[Count entered was 0, but
count in system is 4.]" No deductions or tablets
issued were documented on the inventory log. In
reviewing the corresponding MAR, no
administration entries were documented to
account for a decrease from 1 to 0 tablets by
staffs' own maintained count (besides the system
count continuing to be off). No other notes were
made to address the discrepancy. Another count
in the next entry, conducted by the same staff,
was logged at 9:39 p.m. which also documented
their account again as 0 tablets (continuing to be
off from the system count with corresponding
system note indicating as such). No other entries,
including for counts, were made that day.

- 12/21/2024: At 7:19 a.m. (the immediate next
entry after the 12/20/2024 9:39 p.m. one),
Caregivers AA and V logged conducting a count
of 0 tablets. The same "system" total with same
note as described above, continuing to be off
from staffs' count, was documented. No other
entries, including for counts, were made that day.

- 12/22/2024: At 3:36 p.m. (the immediate next
entry after the 12/21/2024 one), Caregivers XX
and YY logged conducting a count of 0 tablets.
The same "system" total with same note as
described above, continuing to be off from staffs’
count, was documented. No other entries,
including for counts, were made that day.

- 12/23/2024: At 7:24 a.m. (the immediate next
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Continued From page 8

entry after the 12/22/2024 one), Caregivers AA
and F logged conducting a count of 0 tablets. The
same "system" total with same note as described
above, continuing to be off from staffs' count, was
documented. No other entries, including for
counts, were made that day.

- (No entries were made from 12/24/2024 through
12/26/2024.)

Of note, from the period of 12/18/2024 through
12/23/2024, as summarized from above, only 1
tablet was documented as having been
administered from both the inventory log and
Resident 12's MAR, which corroborated the
system's own tablet tracking from 5 to 4 tablets
but contradicted staffs' tracking of the gradual
reduction from 5 to O tablets. Surveyor reviewed
Resident 12's observation notes, from 12/13/2024
- 01/23/2025, but did not observe any information
regarding his/her oxycodone counts or
discrepancies.

Two separate entries for tablets added were then
made by Administrator's Assistant KK on
12/27/2024, at 1:26 p.m. and 1:28 p.m., showing
additions of 30 tablets each (60 tablets total). (As
documented later, this was consistent with 60
tablets having been dispensed by the pharmacy
on 12/26/2024.). However, a "count" was not
entered by Administrator's Assistant KK and so
the only total amount of tablets documented were
from the system's own increase from 4 tablets
(which it had been tracking as the total from the
previous days' counts) to 64 total tablets. In
continuing to review the inventory log, Surveyor
observed the following discrepancies:

- 12/27/2024: At 1:46 p.m. (approximately 20
minutes after Administrator's Assistant KK
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Continued From page 9

entered the 60 tablets above), Administrator's
Assistant KK logged a deduction of 4 tablets.
S/he did not enter a "count" correlating with this
entry and so the only total amount of tablets
documented were from the system's own
decrease from 64 to 60 total tablets. In reviewing
the corresponding MAR, no administration entries
were documented to account for this decrease.
No notes were made to address the deduction.
No other entries, including for counts, were made
that day.

- 12/28/2024: At 7:57 a.m. (the immediate next
entry after the above one), Caregivers F and AA
logged conducting a count. The count they
entered was 58 tablets whereas the system the
total tracked was showing that it should have
continued to be 60 tablets with the note, "[Count
entered was 58, but count in system is 60.]" No
deductions or tablets issued were documented on
the inventory log. In reviewing the corresponding
MAR, no administration entries were documented
to account for a decrease from 60 to 58 tablets by
staffs' own maintained count. No other notes
were made to address the discrepancy. Another
count in the next entry, conducted by the same
staff and logged at 8:02 a.m., documented the
same count. Another count in the next entry,
conducted by the same staff and logged at 8:08
a.m., documented the same count. Another count
in the next entry, conducted by Caregivers F and
ZZ, documented the same count. Each of these 3
subsequent count entries documented the same
system-generated note, "[Count entered was 58,
but count in system is 60.]" The next entry, made
at 7:09 p.m., documented Caregiver ZZ
administering 2 oxycodone tablets (which was
also reflected on a MAR administration entry).
Though Caregiver ZZ did not enter a "count"
remaining to compare with the system's count,
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Continued From page 10

the system tracked this decrease of 2 tablets
from its own tracking of 60 to 58 total tablets
(note that this differed from staffs' count tracking
based on the new deduction made). No
remaining entries or notes were made that day.

As documented later having been discovered by
Surveyor, 60 tablets were dispensed by the
pharmacy on 12/26/2024. Of note, Surveyor
observed that even if staff administered the
maximum daily dosing to Resident 12 of 2
bedtime tablets from 12/26/2024 through
12/28/2024 daily (6 tablets total), this did not
match staffs' own tracking of counts and
deductions of a total reduction of 8 tablets in the
same date range.

- (No entries were made from 12/29/2024 through
12/31/2024. An entry on 01/01/2025 at 7:05 p.m.
by Caregiver K documented administering 2
oxycodone tablets (which was also reflected on a
MAR administration entry). Though Caregiver K
did not enter a "count" remaining to compare with
the system's count, the system tracked this
decrease of 2 tablets from its own tracking of 58
to 56 total tablets. No remaining entries were
made that day.)

- 01/02/2025: At 11:42 a.m. (the immediate next
entry after the 01/01/2025 one), Administrator's
Assistant KK logged a deduction of 8 tablets.
S/he did not enter a "count" remaining to
compare with the system's count and the system
tracked this decrease from 56 to 48 total tablets.
There were no notes entered about this
discrepancy. The next entry, made at 2:40 p.m.,
logged a count conducted by Caregivers V and Q
of 48 total tablets. While this matched the
system's count, there continued to be no
information documented of how the count had
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Continued From page 11

been reduced by 8 tablets in that timeframe. In
reviewing the corresponding MAR, no
administration entries were documented to
account for the decrease from 56 to 48 tablets by
staffs' own maintained count. No other notes
were made to address the discrepancy. At 4:52
p.m., the next entry, Administrator's Assistant B
logged a deduction of 5 tablets. S/he did not enter
a "count" remaining to compare with the system's
count and the system tracked this decrease from
48 to 43 total tablets. The only note s/he entered
about this discrepancy was, "adjusted count." In
reviewing the corresponding MAR, no
administration entries were documented to
account for the decrease. No other notes were
made to address the discrepancy. No other
entries were made after this for the day.

- 01/03/2025: At 2:42 p.m. (the immediate next
entry after the above one), Caregiver V and
Administrator's Assistant KK logged conducting a
count. The count they entered was 41 tablets
whereas the total the system tracked was
showing that it should have been 43 tablets with
the note, "[Count entered was 41, but count in
system is 43.]" No deductions or tablets issued
were documented on the inventory log. In
reviewing the corresponding MAR, no
administration entries were documented to
account for a decrease of 2 tablets. No other
notes were made to address the discrepancy.
The following entry, made at 11:19 p.m., logged a
count conducted by Caregivers AAand VV. The
count they entered was 39 tablets whereas the
total the system tracked continued to show it
should have been 43 tablets with the note,
"[Count entered was 39, but count in system is
43.]" No deductions or tablets issued were
documented on the inventory log. In reviewing the
corresponding MAR, no administration entries
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Continued From page 12

were documented to account for this additional
decrease of 2 tablets. No other entries were
made after this for the day.

Of note, from the period of 12/29/2024 through
01/03/2025, as summarized from above, 15 total
tablets were documented as specifically being
deducted from the inventory log, and staff, by
their count totals, logged a total decrease of 19
tablets, only 2 of which were accounted for as an
administration as corroborated by the MAR.
Thirteen tablet deductions, made by
Administrator's Assistants B and KK, were all on
01/02/2025 and did not contain evidence of any
explanation for the deductions nor a "count" total
to compare to the system's count, even though
Administrator's Assistant B's entry indicated
his/her deduction was made to adjust the count. A
decrease of 4 tablets through staffs' count
entries, were documented on the same day of
01/03/2025. Surveyor reviewed Resident 12's
observation notes, from 12/13/2024 - 01/23/2025,
but did not observe any information regarding
his/her oxycodone counts or discrepancies.
Surveyor observed that even if staff administered
the maximum daily dosing to Resident 12 of 2
bedtime tablets daily from 12/29/2024 through
01/03/2025 (12 tablets total), this did not match
either method of staffs' counts - the19-tablet total
decrease by their "counts" or the 15 tablet
decrease by their "deductions" - in the same date
range.

- From 01/04/2025 through 01/05/2025,
deductions of 2 tablets each day and 4 additional
"count" entries by staff corroborated each other
on the inventory log as well as the MAR for the
same period. However, staffs' logged count totals
continued to be off from the system count, which
had never been reconciled from the previous
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Continued From page 13

discrepancies on 01/03/2025. As a result, staffs'
count continued to differ from the system's count
by a magnitude of 4 tablets. For each of the 4
"count" entries logged by staff, a
system-generated note in the "Notes" column
indicated the count discrepancies. The last entry
within this range documented staffs' count as
being 35 total tablets versus the system's count
of 39 total tablets.

- No entry was made on 01/06/2025, but the next
entry was made on 01/07/2025. On this day at
2:32 p.m., Caregivers V and F logged conducting
a count. The count they entered was 26 tablets,
which was a reduction of 9 tablets by staffs' own
count from the previous entry, and 13 tablets by
the system's count from the previous entry. No
deductions or tablets issued were documented on
the inventory log. In reviewing the corresponding
MAR, no administration entries were documented
to account for this decrease of 9 tablets. No other
notes were made to address the discrepancy.
The only other entry that day was an entry at 7:05
p.m. by Caregiver ZZ, who documented
administering 2 tablets to Resident 12 (which was
reflected on a correlating MAR administration
entry). Though Caregiver ZZ did not enter a
"count" remaining to compare with the system's
count, the system tracked this decrease of 2
tablets (from 39 to 37 total tablets.)

- From 01/08/2025 through 01/15/2025, 6
different entries by staff documented
administration of 10 total tablets in the inventory
log, with each of these entries correlating to a
MAR administration entry. Though staff did not
log "count" totals with these administrations to
compare to the system's count totals, separate
entries each day in this range were made for staff
counts. However, the entries for staffs' "count"
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Continued From page 14

totals documented a total reduction of 26 tablets
in this same date range (from 26 tablets by staffs’
last count above on 01/07/2025 by Caregivers V
and F, down to 0 tablets on 01/15/2025. While
some of the entries for the staff "count" totals
appeared to correlate with the separate deduction
entries, the following did not:

1) A reduction of 7 tablets from 01/08/2024
through 01/09/2025 from the staffs' count totals
though only 1 entry was made for an actual
specific deduction of 2 tablets in this same range
(the 2-tablet deduction correlated with a
corresponding MAR entry showing
administration). Of note, this administration was
documented by Administrator's Assistant B.

2) A reduction of 6 tablets on 1 entry on
01/10/2025 at 1:52 p.m. from the staffs' count
totals with no corresponding specific deduction
entries made or administration entries in the
MAR.

3) A reduction of 4 tablets from 01/10/2025 (8:05
p.m.) through 01/11/2025 though only 2 daily
entries were made showing total deductions of 3
tablets in this same range (the 3-tablet deduction
correlated with corresponding MAR entries
showing administration)

No notes were entered by staff to account for
these discrepancies in this period. Outside of the
discrepancies between staffs' own counts and
their entries of tablet deductions, the magnitude
of count discrepancy between staffs' counts and
the system's counts continued to increase within
this range as the system only tracked count
reductions when a correlating specific "deduction”
or administration log entry made (i.e. the system
count total showed a reduction of 10 tablets within
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Continued From page 15

this range, correlating with the 10 total tablets
marked specifically as being deducted and
administered on deduction log entries as
documented above). The last system count within
this period, made on 01/15/2025 at 10:38 p.m.
documented a total of 27 tablets (compared to 0
tablets per staffs' count). System-generated notes
in the "Notes" column indicated the count
discrepancies for 10 entries in the above range
each time staff entered a count.

Of note, from the period of 01/08/2025 through
01/15/2025, as summarized from above, 10 total
tablets were documented as being specifically
deducted from the inventory log, though staff, by
their count totals, logged a total decrease of 26
tablets. No notes were made accounting for the
discrepancies. Surveyor also reviewed Resident
12's observation notes, from 12/13/2024 -
01/23/2024, but did not observe any information
regarding his/her oxycodone counts or
discrepancies. Surveyor observed that even if
staff administered the maximum daily dosing to
Resident 12 of 2 bedtime tablets daily from
01/08/2025 through 01/15/2025 (16 tablets total),
this did not match the 26-tablet total decrease by
their count.

- 01/16/2025: The only entry for this day was a
count logged by Caregivers V and CC at 2:24
p.m., which logged a total of 0 tablets. Surveyor
observed that this was ongoing from the last
count done on 01/15/2025 but still did not
correlate with the system count total of 27 tablets.
The system-generated note for this entry
documented, "[Count entered was 0, but count in
system is 27.]"

- No entries were made from 01/17/2025 through
01/20/2025. The next 2 entries, both made on
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Continued From page 16

01/21/2025, documented a deduction of 2 tablets
and a subsequent staff count total of 58 tablets.
Though an actual entry for tablet additions were
not made, the correlating note for the count entry
documented, "new cards need to be added." (As
documented later, this was consistent with 60
tablets having been dispensed by the pharmacy
on 01/21/2025, and what then appeared by
Surveyor to be an administration of 2 tablets that
evening since a correlating MAR administration
entry was made). However, the next entry, on
01/22/2025 at 7:45 a.m. by Administrator's
Assistant KK documented another addition of 3
tablets with the note, "count adjusted." The entry,
or subsequent entries, did not contain evidence of
any explanation for the addition nor a "count" total
to compare to the system's count, even though
Administrator's Assistant KK's entry indicated
his/her addition was made to adjust the count. A
subsequent deduction entry made at 8:04 p.m.
showed a deduction of 2 tablets, which correlated
with a corresponding MAR administration entry,
but the entry after this, made on the same day at
9:59 p.m., logged a "count" by Caregivers V and
CC which documented a total of 26 tablets.
Surveyor noted that this was a total reduction of
30 tablets (i.e. 58 tablets initially tracked with the
addition of the new cards minus 2 tablets from
the 8:04 p.m. administration for what then should
have been 56 remaining tablets, which was off by
30 tablets). No other entries were made for
01/22/2025 and no notes were documented to
explain the discrepancy. The remaining 2 entries
for the period Surveyor reviewed, made on
01/23/2025, documented a deduction of 2 tablets
(with a correlating MAR administration entry) and
new total of 24 tablets, though still did not contain
any notes documenting or explaining the previous
day's discrepancies.
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Continued From page 17

On 01/31/2025, at approximately 8:47 a.m.,
Surveyor interviewed Pharmacy Technician AAA,
from the pharmacy that dispensed Resident 12's
medications. Pharmacy Technician AAA reported
that the following amounts of Resident 12's
oxycodone had been dispensed since November
2024:

- 60 total tablets (2 cards of 30 tablets each) were
dispensed on 11/26/2024
- 60 total tablets (2 cards of 30 tablets each) were
dispensed on 12/26/2024
- 60 total tablets (2 cards of 30 tablets each) were
dispensed on 01/21/2024

Pharmacy Technician AAA reported that each of
these dispensed amounts were marked as
30-day supplies of Resident 12's oxycodone.
Pharmacy Technician AA reported that Resident
12 had been known to bring up concerns
regarding missing oxycodone on about 3 different
occasions. S/he reported that Resident 12 had
called the pharmacy once in the last month
regarding this concern and a couple of other
times in the months prior to that.

Based on the information from this interview,
Surveyor again reviewed Resident 12's
oxycodone inventory log. Of note, the period from
11/26/2024 (initial dispense date of 60 tablets) to
12/26/2024 was 30 days. As a result, Surveyor
noted that even if Resident 12 had been
administered his/her maximum-allowed daily
dosing of 2 bedtime tablets daily, this would still
amount to 60 tablets for this 30-day period,
consistent with the amount dispensed by the
pharmacy. However, as documented from the
inventory log records, staff began documenting
his/her oxycodone count as being 0 on
12/20/2025 and continued to do so until the next
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Continued From page 18

cards were received. Surveyor observed that this
generally correlated with Resident 12's reported
concern during his/her 01/23/2025 interview that
his/her oxycodone was running out before its next
refill period. The period between 12/26/2024 -
01/21/2025 was 26 days despite 60 tablets again
having been dispensed. As a result, Surveyor
noted that there already were more tablets that
would have available which would have left a
surplus even if Resident 12 was administered
his/her maximum allowed daily dosing of 2
bedtime tablets daily. However, as documented
from the inventory log records, staff began
documenting his/her oxycodone count as being 0
on 01/15/2025. Surveyor observed that this again
generally correlated with Resident 12's reported
concern that his/her oxycodone was running out
before its next refill period.

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported that the
medication passers were ideally responsible for
conducting schedule Il medication counts but that
sometimes management staff would get pulled in
to assist. Administrator M reported that it was
expected for schedule Il medication counts to be
conducted upon each shift (3 shifts per day).
Administrator M reported that it was the
responsibilities of the managers to oversee
counts/audits to ensure they are getting done,
and that also Facility Nurse N provided daily
oversight on narcotic medication counts. When
asked how count discrepancies were handled,
Administrator M reported that staff were expected
to reach out to management and should not leave
the count until something was fixed or rectified.
Administrator M reiterated that management staff
were supposed to be notified somehow. When
asked if there were any known issues of Resident
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Continued From page 19

12's oxycodone counts being off since
12/13/2024, Administrator M replied that s/he was
unaware of any count issues and that the counts
have been fine.

As part of the same interview, Surveyor reviewed
the period of oxycodone counts at the end of
December 2024 with Administrator M, when
Resident 12's oxycodone was documented as
having run out prior to it being next dispensed.
Administrator M replied that s/he didn't think it
was out early and that s/he wanted to go back
and review the information. Administrator M
reported staff would have had "[expletive] to pay"”
if Resident 12's medications ran out. When
Surveyor reviewed the 01/23/2025 interview they
had (in which Administrator M previously reported
that the pharmacy typically only delivered 1 card
of approximately 28 tablets each month and
Resident 12 typically requested 2 daily bedtime
tablets), Administrator M reported that Surveyor
had misquoted him/her and that s/he had never
stated Resident 12 ran out of medications.
Administrator M and Consultant MM reported
they wanted to follow up with the pharmacy to
verify Resident 12's oxycodone dispensing
information. Administrator M reported s/he was
not aware of Resident 12's allegations and again
that Surveyor misquoted him/her. When asked
how Administrator M would explain the
discrepancies, s/he replied that s/he needed to
look into it and could not give Surveyor an answer
as to what was going on.

As part of the same interview, Surveyor reviewed
the count deductions made by management staff
from 12/26/2024 - 01/02/2024, ending with
Administrator's Assistant BB deduction of 5
tablets on 01/02/2025. Administrator M reported
s/he was not aware of these discrepancies and
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Continued From page 20

wanted to look further into it.

As part of the same interview, Surveyor reviewed
the period of oxycodone counts from 01/15/2025 -
01/21/2025 with Administrator M, when Resident
12's oxycodone was documented as having run
out prior to it being next dispensed. Administrator
M reported s/he was not aware of Resident 12's
oxycodone having run out on the inventory logs
during 01/15/2025 - 01/21/2025 and that this
wasn't brought to his/her attention. Administrator
M reported s/he wanted to go back and review
the information. Administrator M then reported
s/he was not aware of the daily counts being off
and that s/he does not go backand look at
Resident 12's counts daily. Administrator M
reported that Facility Nurse N also had not caught
any discrepancies from Resident 12's oxycodone
counts. Administrator M reported that s/he would
not let a count go mis-inventoried for so long.
Administrator M reported that around 01/02/2025
there were issues with the provider's Internet and
so maybe paper records would explain the
discrepancies. Administrator M reported
additionally that there may be other versions of
counts in the provider's electronic record system
platform that s/he wanted to look up.
Administrator M reported s/he had a lot of
questions based on the information Surveyor
reviewed and would need to go back to
investigate. Administrator M confirmed that
neither of his/her 2 managers - Administrator's
Assistants B or K - brought up any issues to
him/her regarding Resident 12's oxycodone
counts, and that s/he would have expected them
to have done so as well as document notes about
it if they had observed discrepancies.
Administrator M reported that again s/he would
have to look into this. When asked how the staff
entered counts differed from the system's counts,
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Administrator M reported that the electronic
record system does not tell staff what the count
should be but will verify whether the tablet count
they entered matched what the system tracked,
which would result in staff being able to tell when
the counts they entered were off. Administrator M
again reported that there were several Internet
outages that occurred during Surveyor's review
period and so s/he wanted to get a chance to go
back and review other records before providing
answers about the discrepancies observed by
Surveyor. When Surveyor reiterated that all
counts were part of his/her initial record request
from 01/23/2024, including any/all paper and
electronic records, Administrator M
acknowledged understanding and reported that
s/he had sent what was in the provider's
electronic record system but didn't think of
sending any paper records. Surveyor gave a
deadline of the end of that day, 02/11/2025, for
Administrator M to submit any additional records.

On 02/11/2025, Surveyor reviewed an e-mail sent
by Consultant MM, with Administrator M
carbon-copied, at 3:02 p.m. The e-mail
documented, " ...We were able to go over the
Narc questions - would you have time to discuss
this, as it will need explaining prior to send it." At
approximately 3:16 p.m., Surveyor replied to both,
"Sure, give me a call." At approximately 3:19
p.m., Consultant MM replied, "Do you have first
thing in the morning? [Administrator M] is leaving
[due to personal reasons]." At approximately 3:21
p.m., Surveyor responded to both, "l will still need
all remaining records provided to me by the end
of the day today as we discussed earlier ..."

At approximately 3:40 p.m., Surveyor reviewed an
e-mail sent by Administrator M, which contained
records related to a separately discussed
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regulation. Surveyor e-mailed both Administrator
M and Consultant MM at 3:48 p.m.: "Also, just to
clarify: [Consultant MM]'s e-mail seemed to me to
indicate that narcotic-related records would be
sent (apologies if I'm misunderstanding that)? If
this is the case, | just want to be clear | didn't
receive any other attachments other than the
timecard-related one in the last e-mail." At 3:50
p.m., Consultant MM replied to Surveyor (with
Administrator M carbon copied): "[Administrator
M] please send the items you have on this to
[Surveyor]." The e-mail was flagged as having
high importance.

No further records were provided to Surveyor.

On 02/12/2025, at approximately 8:00 a.m.,
Surveyor participated in the interview requested
by Administrator M and Consultant MM.
Administrator M reported that regarding Resident
12's oxycodone discrepancies, what s/he
believed to have been occurring was twofold.
Administrator M reported that s/he thought staff
were confused about Resident 12's oxycodone
order and that some staff were administering it to
him/her both morning and night based on him/her
asking for it but not charting the administrations.
Administrator M reported that also the provider
had Internet issues with occasions of it being out
and so when paper MARs were transcribed to the
electronic system staff were not specifically
uploading PRN medication administrations.
Administrator M reported s/he did not believe
diversion was occurring of Resident 12's
oxycodone, and s/he developed his/her beliefs of
the count discrepancies based on having called
and spoken with Caregivers F and VV who were
known to pass medications at the facility "a lot."
Administrator M reported that these interviews by
him/her occurred via phone between
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approximately 1:00 p.m. - 2:00 p.m. on
02/11/2025. Administrator M reported that
Administrator's Assistant B had called Caregiver
ZZ to interview him/her. When asked specifically
of the content of Administrator M's interviews with
Caregivers F and VV, Administrator M reported
that s/he asked if they had noticed Resident 12's
oxycodone discrepancies or "behaviors" from
Resident 12 because s/he was known to be
overbearing about his/her oxycodone.
Administrator M clarified that Resident 12 has
physically intimidated staff to administer him/her
his/her oxycodone by using his/her tall height and
cane. Administrator M reported that Resident 12's
current PRN oxycodone order had been active
since 11/26/2024 but his/her previous oxycodone
order had been for him/her to take 1 tablet by
mouth every 6 hours as needed. Administrator M
reported s/he could see how medication passers,
who weren't used to transcribing orders, would be
confused as to how Resident 12's order had
changed.

As part of the same interview, Administrator M
reported s/he forgot to ask Administrator's
Assistant B about his/her own adjustment to
Resident 12's oxycodone when they spoke
yesterday. Administrator M reported s/he
him/herself believed that the adjustment occurred
when paper counts were done and later
transcribed to the provider's electronic record
system counts. Administrator M reported s/he
believed paper counts were done but not correctly
or consistently. Administrator M reported again
that Internet outages had occurred. (Of note,
evidence of paper counts was not provided to
Surveyor at any point during the survey). When
Surveyor reported his/her observation that
medication administrations based on MAR
reviews were documented multiple times daily
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without the same administration entry gaps as
inventory logs, Administrator M reported that that
was because s/he had his/her staff go back into
the electronic system and chart the medication
administration. Surveyor asked Administrator M to
confirm that s/he was saying for each Internet
outage the specific staff who worked that day
went back into the electronic system to document
the exact time they administered resident
medications but did not enter inventory log
information. Administrator M replied, "Yes."

On 02/12/2025, at approximately 11:13 a.m.,
Surveyor interviewed Nurse BBB, who was a
registered nurse from the clinic of the medical
provider that prescribed Resident 12's
oxycodone. Nurse BBB reported that Resident 12
had called in on approximately 3 different
occasions to report concern that the provider's
staff were stealing his/her oxycodone. When
asked how the clinic staff had responded to these
calls, Nurse BBB reported that for a couple of
them they had called the facility to relay the
concerns Resident 12 had raised.

On 02/13/2024, at approximately 9:26 a.m.,
Surveyor interviewed Caregiver F, who was one
of the caregivers Administrator M reported having
called and interviewed on 02/11/2025 as part of
his/her review of Resident 12's oxycodone
discrepancies. Caregiver F reported s/he did not
have any conversation with Administrator M on
02/11/2025 and did not have any sort of
discussion with Administrator M regarding
Resident 12's oxycodone. Caregiver F asked
Surveyor, "Did [Administrator M] say my name?"
Caregiver F reported that s/he does not
administer Resident 12 any oxycodone because
s/he typically worked during the days and
Resident 12's oxycodone directives were for
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him/her to receive it at night. Caregiver F reported
that s/he had not administered Resident 12
oxycodone during the days and again reported
that it was only administered at bedtime.
Caregiver F reported that s/he had not seen or
heard of other staff administering Resident 12
oxycodone at times other than his/her bedtime as
prescribed.

Of note, in reviewing Resident 12's observation
notes, which were dated from 11/01/2025 -
01/23/2025, Surveyor observed an entry by
Administrator M on 12/06/2024 at 5:30 p.m.,
which documented an incident where Resident 12
called him/her on his/her personal cell phone to
"complain that [s/he] felt staff was withholding
[his/her] Oxycodone PRN script from [him/her]."
As part of the entry, Administrator M documented
that s/he reviewed Resident 12's MAR and noted
previous oxycodone administration entries.
Administrator M documented, "Med passers have
all been educated to only administer PRN based
upon what [electronic record system platform] is
reporting, not what [resident] is reporting. Will
continue to monitor." A corresponding entry,
made by Caregiver VV at 7:15 p.m. that same
evening, documented that after Resident 12 had
called the "Head Director," "[s/he] stated [s/he]
would call the cops because of it ...[Resident] did
not call the cops to this writer's knowledge." No
further entries were made about Administrator M
or other staffs' monitoring of Resident 12's
oxycodone as alluded to from Administrator M's
12/06/2024 entry.

SUMMARY:
Report from Resident 12, corroborated by report

from staff from his/her pharmacy and prescriber's
clinic, identified concerns raised regarding his/her
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oxycodone handling by the provider's staff. While
Administrator M initially reported awareness that
Resident 12 had raised concerns regarding
his/her oxycodone (later disputing the specific
nature of allegations s/he reported to Surveyor),
s/he reported having personal oversight of
Resident 12's oxycodone counts and not having
identified any concerns with the counts. This was
later reaffirmed during a follow up interview with
Administrator M, in which s/he reported oversight
of Resident 12's oxycodone supply by medication
passing staff, managers (who s/he identified as
Administrator's Assistants B and KK), Facility
Nurse N, and him/herself - none of whom
documented or reported any concerns to him/her
regarding Resident 12's oxycodone handling.

Upon Surveyor's review of Resident 12's
oxycodone inventory log, cross-referenced with
his/her MAR and observation notes during a
review period of 12/13/2024 - 01/23/2025, the
provider's electronic record platform began
flagging instances of his/her counts being off as
early as 12/18/2024 and persisting throughout the
review period. Interview with Administrator M and
Consultant MM identified that the electronic
record system, where counts were maintained,
would have notified staff conducting the count
that their counts were off anytime a count they
entered did not match the system's own inventory
tracking. Administrator's Assistants B and KK
made entries during this period in which they
deducted several tablets from Resident 12's
oxycodone inventory (on 2 instances identifying
they were adjusting the counts), but documenting
nothing further to indicate that any sort of further
review or investigation had been done to account
for the needed adjustments. On 3 periods during
the review range (12/26/2024 - 12/28/2024,
12/29/2024 - 01/03/2025, and 01/08/2025 -
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Continued From page 27

01/15/2025), 2 of which involved inventory
adjustments by Administrator's Assistants B and
KK, the documented tablet reductions and
deductions exceeded even Resident 12's
maximum daily dosing, thus causing concern for
either possibility of staff over-administering
oxycodone or making deductions for other
non-administration reasons.

Documentation from the inventory counts
appeared consistent with the allegations made by
Resident 12, specifically that his/her supply was
running out prior to the end of its refill period on 2
occasions during the review period. Upon these
concerns being discussed with Administrator M,
Administrator M requested for additional time to
further review and investigate the discrepancies.
In the next interview that occurred, Administrator
M reported that s/he believed that staff were
possibly administering oxycodone to Resident 12
more often than what his/her order called for and
that s/he based this belief on 3 staff interviews
that were conducted - 2 of which were reportedly
conducted by him/herself. Upon Surveyor's follow
up interview with Caregiver F, 1 of the 2 staff that
Administrator M identified, Caregiver F denied
having had any such interview with Administrator
M.

Cross Reference:

NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

NO0409 DHS 83.37(1)(j) Proof-of-Use Record

83.14(2)(a) Licensee ensures facility complies
with laws

The licensee shall ensure the CBRF and its
operation comply with all laws governing the
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CBREF.

This Rule is not met as evidenced by:

Based on interview and record review, the
licensee did not ensure the CBRF and its
operation complied with all laws governing the
CBRF.

This requirement is being cited for the sixth time.
See Statement of Deficiency (SOD) KNVD11,
issued 11/16/2021, SOD FT8K11, issued
03/17/2023, SOD 54DT11, issued 03/24/2023,
SOD FT8K12, issued 06/16/2023, and SOD
OCCY12, issued 10/29/2024.

Within the past 3 years, the department has
conducted 10 visits to the facility including 2
licensing surveys, 14 complaint investigations, 1
self-report investigation, and 4 verification visits,
including this verification visit for SOD OCCY12.
As a result, 90 citations of noncompliance have
been issued, including 52 repeat citations of
noncompliance, and 12 of the 14 complaints
investigated were substantiated.

The findings include:

On 01/23/2025, with information gathered through
02/24/2024, two Surveyors conducted a
verification visit for SOD OCCY12.

Sixteen citations of noncompliance were
identified, all of which were repeat citations of
noncompliance.

NO0158 DHS 83.12(2)(a) Caregiver: Investigating
Abuse And Neglect

This requirement is being cited for the third time.
See SOD 54DT11, issued 03/24/2023, and SOD
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Continued From page 29
OCCY12, issued 10/29/2024.

NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

This requirement is being cited for the sixth time.

See SOD KNVD11, issued 11/16/2021, SOD
FT8K11, issued 03/17/2023, SOD 54DT11,
issued 03/24/2023, SOD FT8K12, issued
06/16/2023, and SOD OCCY12, issued
10/29/2024.

NO0352 DHS 83.32(3)(h) Rights Of Residents:
Receive Medications

This requirement is being cited for the sixth time.

See SOD UDWF11, issued 02/19/2021, SOD
UDWF12, issued 06/17/2021, SOD 54DT11,
issued 03/24/2023, SOD FT8K12, issued
06/16/2023, and SOD OCCY12, issued
10/29/2024.

NO0388 DHS 83.35(3)(c) Implement, Follow The
Individual Service Plan

This requirement is being cited for the second
time. See SOD OCCY12, issued 10/29/2024.

NO0389 DHS 83.35(3)(d) Service Plans Updated
Annually Or On Changes

This requirement is being cited for the seventh
time. See SOD UDWF11, issued 02/19/2021,
SOD UDWF12, issued 06/17/2021, SOD
54DT11, issued 03/24/2023, SOD FT8K12,
issued 06/16/2023, SOD OCCY 11, issued
06/17/2024, and SOD OCCY12, issued
10/29/2024.

NO0399 DHS 83.36(2) Maintain Current Written
Staffing Schedule

This requirement is being cited for the second
time. See SOD OCCY12, issued 10/29/2024.
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N0408 DHS 83.37(1)(i) PRN Psychotropic
Medication

This requirement is being cited for the second
time. See SOD OCCY12, issued 10/29/2024.

NO0409 DHS 83.37(1)(j) Proof-Of-Use Record
This requirement is being cited for the second
time. See SOD OCCY12, issued 10/29/2024.

N410 DHS 83.37(1)(k) Medication Error Or
Adverse Reaction

This requirement is being cited for the second
time. See SOD UDWF11, issued 02/19/2021.

NO0415 DHS 83.37(2)(d) Documentation Of
Medication Administration

This requirement is being cited for the second
time. See SOD OCCY12, issued 10/29/2024.

NO0431 DHS 83.38(1)(g) Health Monitoring

This requirement is being cited for the third time.
See SOD 54DT11, issued 03/24/2023, and SOD
OCCY12, issued 10/29/2024.

N0450 DHS 83.41(2)(c) Nutrition: Menus

This requirement is being cited for the third time.
See SOD 54DT11, issued 03/24/2023, and SOD
OCCY11, issued 06/17/2024.

N0452 DHS 83.41(3)(b) Food Safety

This requirement is being cited for the fourth time.

See SOD FT8K11, issued 03/17/2023, SOD
OCCY11, issued 06/17/2024, and SOD OCCY12,
issued 10/29/2024.

NO0612 DHS 83.55(3) Bath And Toilet Areas:
Hand Drying

This requirement is being cited for the third time.
See SOD OCCY11, issued 06/17/2024, and SOD
OCCY12, issued 10/29/2024.
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NO0637 DHS 83.59(1)(g) Proper Exit Locations,
Sidewalks, Driveways

This requirement is being cited for the second
time. See SOD OCCY12, issued 10/29/2024.

NO0640 DHS 83.59(2)(b) Solid Core Wood Doors
Or Equivalent

This requirement is being cited for the third time.
See SOD FT8K13, issued 08/23/2023, and SOD
OCCY12, issued 10/29/2024.

On 02/20/2025 at 1:00 P.M., Surveyors
conducted an interview with participants including
Administrator M and Consultant MM. Surveyor
asked Administrator M and Consultant MM to
explain what corrective actions the facility had
developed and/or implemented in an attempt to
reach substantial compliance in response to the
issuance of SOD OCCY12, including this
noncompliance, and to forward a "formal notice
that Cottages of Madison Applewood is in
substantial compliance" to the department on
12/13/2024.

Administrator M said the facility had "re-educated
staff regarding medication administration" and
more "oversight in the facility" was provided by
Administrator M, Administrator's Assistant B, and
Administrator's Assistant KK. Administrator M
said maintenance came to the building to look at
the doors, installed toilet paper and paper towel
holders/dispensers in the bathrooms, and
conducted more consistent "walk through's."
Administrator M said s/he, Consultant MM,
Administrator's Assistant B, and Administrator's
Assistant KK went through the resident ISPs to
make sure they were signed and the "paperwork
piece was better." Administrator M said s/he,
Consultant MM, Administrator's Assistant B, and
Administrator's Assistant KK had put a lot of
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Continued From page 32

energy into this facility. Administrator M said
Consultant MM had "started out" in another of the
facility's licensed by Licensee | located next door
until shifting up to this facility after SOD OCCY12
was received in November 2024. Consultant MM
said Administrator M, Administrator's Assistant B,
and Administrator's KK were taking these
citations of noncompliance very seriously and
continue to go through and check the facility on a
daily basis. Consultant MM said Former
Administrator A admitted/taken on certain
residents s/he should not have prior to leaving
employment in the summer of 2024.

83.32(3)(h) Rights of Residents: Receive
medication

In addition to the rights under s. 50.09, Stats.,
each resident shall have all of the following rights:
Receive medication. Receive all prescribed
medications in the dosage and at intervals
prescribed by a practitioner. The resident has the
right to refuse medication unless the medication
is court ordered.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, the provider did not ensure Resident 11,
Resident 2, Resident 4, and Resident 15 received
all prescribed medications in the dosage and at
intervals prescribed by a practitioner.

This requirement is being cited for the sixth time.
See Statement of Deficiency (SOD) UDWF 11,
issued 02/19/2021, UDWF12, issued 06/17/2021,
SOD 54DT11, issued 03/24/2023, SOD FT8K12,
issued 06/16/2023, and SOD OCCY12, issued on
10/29/2024.
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Continued From page 33

Resident 11 was not administered all
medications, as prescribed, in December 2024
and January 2025 including Aspercreme lidocaine
4% patch (pain medication), Baza Protect barrier
cream (skin protectant), Deep Sea nasal spray (a
saline solution to treat nasal issues), Lubriderm
lotion (for dry skin), and polyethylene glycol (a
bowel medication).

Resident 2 was not administered all medications,
as prescribed, in December 2024 and January
2025 including aspirin.

Resident 4 was not administered all medications,
as prescribed, in December 2024 and January
2025 including polyethylene glycol.

Resident 15 was not administered all
medications, as prescribed, in December 2024
and January 2025 including lidocaine 5 % patch
(pain medication).

The findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor reviewed a communication document
which included the following emails from
Licensee | to the department:

*12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
*01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."

On 01/23/2025 at 7:50 A.M., Surveyors entered
the facility and commenced a verification visit
including a review of SOD OCCY12, as issued,
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Continued From page 34

including past noncompliance of "N0352 DHS
83.32(3)(h) Resident Rights: Receive
Medication." Surveyors observed Administrator's
Assistant KK on duty within the facility.
Administrator's Assistant KK told Surveyors s/he
was the only caregiver currently on duty within the
facility and would call Administrator M to let
him/her know Surveyors were onsite.
Administrator's Assistant KK told Surveyors, "We
[the facility] are all ready for your [Surveyors]
visit." At approximately 8:08 A.M., Administrator
M, Administrator's Assistant B, Caregiver QQ,
and Caregiver RR were observed to enter the
facility. At 8:11 A.M., Surveyor attempted to
interview Caregiver RR and was interrupted by
Administrator's Assistant KK stating, "[Caregiver
RR] is here to help, that is all you [Surveyor] need
to know." At 1:03 P.M., Surveyor conducted an
interview Caregiver RR. Caregiver RR told
Surveyor s/he started employment on 01/14/2025
to be an administrator's assistant and was
"called-in to help out up here today." Caregiver
RR told Surveyor s/he had only been at this
facility once before this day, and was mostly
working with Administrator M in one of the other
facility's licensed by Licensee | located next door.

Example 1: Resident 11

On 01/23/2025 at 8:15 A.M., Surveyor observed
Resident 11 seated in an automatic, scooter-type
wheelchair at a dining table eating Cheerios-like
cereal from a bowl. Surveyor observed
Administrator's Assistant KK dispense Resident
11's 1 tablet of carbidopa/levodopa 25-250
milligrams (mg), 1 tablet of carvedilol 6.25 mg,
and 1 tablet of clonazepam 0.5 mg from their
individual 'bubble pack cards' removed from the
facility's medication cart into a small medication
cup. Surveyor observed Administrator's Assistant
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Continued From page 35

KK dispense each of these medications from a
'bubble’ including the number 23, with the
exception of the carvedilol 6.25 mg tablet
dispensed from a 'bubble' including the number
22. Administrator's Assistant KK told Surveyor
resident scheduled medications were not always
"popped out" or dispensed from the 'bubble pack'
on the number/date corresponding with the date
of administration and s/he did not know why.
Surveyor observed Administrator's Assistant KK
remove an individually packaged Aspercreme
lidocaine 4% patch from a box from within the
medication cart and set this sealed, packaged
medication off to the side on top of the
medication cart. Administrator's Assistant KK
said s/he would administer Resident 11's patch
when Resident 11 returned to his/her bedroom.
At 8:26 A.M., Surveyor observed Administrator's
Assistant KK dispense Resident 11's 1 tablet of
lisinopril 2.5 mg and 2 tablets of stool
softener/laxative 8.6-50 mg into the medication
cup including the previously observed oral
medications. Administrator's Assistant KK told
Surveyor s/he took Resident 11's blood pressure
reading of 153/88 "awhile ago" when Surveyor
asked what time it was taken. At 8:36 A.M.,
Surveyor observed Administrator's Assistant KK
administer the oral medications contained within
the medication cup with a small glass of clear
liquid to Resident 11 seated at the dining table.
Administrator's Assistant KK told Surveyor the
small glass of clear liquid s/he handed to
Resident 11 with his/her medications was "only
water." Administrator's Assistant KK told
Surveyor s/he would "finish [Resident 11's
medication administration] when [Resident 11
was] done eating." Surveyor observed
Administrator's Assistant KK document
administration of Resident 11's dispensed
medications within Resident 11's medication

{N 352}

STATE FORM

6899

OCCY13

If continuation sheet 36 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0017703

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
02/24/2025

NAME OF PROVIDER OR SUPPLIER

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

{N 352}

Continued From page 36

administration record [MAR] and returned
Resident 11's packaged Aspercreme lidocaine
4% patch to the medication cart.

At 9:26 A.M., Administrator's Assistant KK told
Surveyor s/he still needed to administer Resident
11's "creams and patch" when s/he was done
with the morning medication pass. Surveyor
asked Administrator's Assistant KK to let Surveyor
know before s/he dispensed any of Resident 11's
remaining medications so Surveyor could
observe Administrator's Assistant KK dispense
and administer those medications.
Administrator's Assistant KK verbally agreed. At
9:28 A.M., Surveyor informed Administrator M
and Administrator's Assistant B s/he had
requested to observe Administrator's Assistant
KK dispense and administer Resident 11's
remaining morning medications. Both
Administrator M and Administrator's Assistant B
verbally acknowledged Surveyor's request.

At 9:57 A.M., Administrator's Assistant KK
approached Surveyor and quickly announced
s/he "was ready to do [Resident 11's]
medications" and walked away from Surveyor.
Surveyor asked Caregiver QQ and Caregiver RR
standing in the facility's kitchen/dining room area
if they knew where/in which direction
Administrator's Assistant KK had traveled when
Surveyor observed Administrator's Assistant KK
was not at nor near the medication cart located in
the facility's common living room area. Caregiver
RR pointed in the direction of Resident 11's room.
At 9:58 A.M., Surveyor located Administrator's
Assistant KK in Resident 11's room applying an
Aspercreme lidocaine 4% patch to Resident 11's
right shoulder as Resident 11 was seated in
his/her wheelchair. Following application of
Resident 11's patch, Surveyor observed
Administrator's Assistant KK remove an
approximately 4 to 6 ounce sized plastic glass
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Continued From page 37

containing clear liquid from a small table located
in Resident 11's room and hand it to Resident 11.
Administrator's Assistant KK did not observe
Resident 11 consume the glass of liquid before
exiting Resident 11's room. Administrator's
Assistant KK did not notify Surveyor prior to
dispensing Resident 11's remaining medications,
as agreed upon. Surveyor did not observe any
evidence Administrator's Assistant KK had
administered Resident 11's Lubriderm cream,
Baza Protect barrier cream, nor Resident 11's
Deep Sea nasal spray, as ordered. Surveyor did
not observe Administrator's Assistant KK carrying
any of these prescribed medications on
Administrator's Assistant KK's person as s/he
exited Resident 11's room nor within Resident
11's room. As Administrator's Assistant KK exited
Resident 11's room and entered the hallway,
Surveyor asked Administrator's Assistant KK what
the glass s/he had just handed to Resident 11
contained. Administrator's Assistant KK told
Surveyor s/he was unable to pronounce the
medication's name and would show Surveyor the
medication. Surveyor asked about Resident 11's
"creams" s/he had mentioned to Surveyor at 9:26
A.M. Administrator's Assistant KK responded,
"They did it, one of them" as s/he pointed toward
Caregiver QQ and Caregiver RR standing in the
facility's kitchen/dining room area.
Administrator's Assistant KK continued
responding, "I'll let you know" as s/he walked
away from Surveyor and entered the manager's
office located near the front entrance of the
facility. Surveyor observed Administrator's
Assistant KK exit the manager's office and
Administrator's Assistant KK told Surveyor
Caregiver CCC worked the last night shift and
applied Resident 11's creams when Caregiver
CCC assisted Resident 11 with cares before
Administrator's Assistant KK arrived on duty on
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Continued From page 38

this morning. Surveyor observed Administrator's
Assistant KK approach the medication cart and
review Resident 11's electronic MAR using a
laptop located on top of the cart. Surveyor
observed Administrator's Assistant KK's initials
documenting administration of Resident 11's
Deep Sea 0.65 % nasal spray on 01/23/2025 at
9:50 A.M. and Resident 11's Lubriderm cream on
01/23/2025 at 9:54 A.M. Resident 11's MAR did
not include Caregiver CCC's initials documenting
administration for either of these medications, nor
any other medication administered to Resident 11
during January 2025. Resident 11's MAR was left
blank regarding administration of Resident 11's
Baza Protect barrier cream, as ordered, on
01/23/2025 during morning medication pass.
Surveyor observed Administrator's Assistant KK
remove a 30 once-daily dose container of
polyethylene glycol labeled with Resident 11's
name from the cart. Surveyor observed the
pharmacy label attached to the container
included, "Mix 1 capful (17 grams] with 6 oz
[ounces] of prune juice & [and] take by mouth
daily for constipation. Hold for loose stools."
Surveyor observed the pharmacy label included a
pharmacy date of "12/19/23 [2023]" and "Use by:
12/18/24 [2024]." Surveyor observed the date
"12/26/23 [2023]" hand-written on the container.
Administrator's Assistant KK told Surveyor s/he
"gave [Resident 11] a capful of this." Surveyor
asked Administrator's Assistant KK if s/he
realized this medication had expired in December
2024, as documented on the label. Surveyor
observed Administrator's Assistant KK look
through the medication cart again and remove a
different container of polyethylene glycol labeled
with Resident 11's name from the cart. Surveyor
observed the pharmacy label attached to the
container included, "Mix 1 capful (17 grams] with
6 oz of prune juice & take by mouth daily for
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Continued From page 39

constipation. Hold for loose stools." Surveyor
observed the pharmacy label included a
pharmacy date of "11/01/24 [2024]."
Administrator's Assistant KK told Surveyor s/he
gave Resident 11 a capful from this container in
water and not from the expired container of
polyethylene glycol. Photos 29, 30, and 31.

On 01/23/2025 at 10:13 A.M., Surveyor
conducted an interview with Resident 11 in
Resident 11's room with the door shut. Resident
11's voice was garbled, but Surveyor was able to
understand Resident 11's speech. Resident 11
told Surveyor s/he did not recall having any nasal
spray administered or any creams and/or lotions
applied on this morning and did not recall the
night shift caregiver applying any creams or
lotions, either. Surveyor observed Resident 11's
right and left legs (from knees to feet) included a
compression stocking/"tubi-grip" located on each
leg. Resident 11 told Surveyor s/he could not
remember the last time either of the stockings
had been removed and cream applied, as
ordered. Surveyor observed dry, flaky skin on
both of Resident 11's legs above the upper band
of the tubi-grips. Surveyor observed the plastic
glass on its side on the floor near the left side of
Resident 11's wheelchair. The glass contained
approximately 60 milliliters of clear liquid with an
un-dissolved white substance remaining in the
glass. Administrator's Assistant KK entered
Resident 11's room with a laptop held in his/her
arms. Surveyor asked if Administrator's Assistant
KK needed to speak with or provide any
cares/services to Resident 11. Administrator's
Assistant KK said s/he would return to Resident
11 after Surveyor had left Resident 11's room.
At 10:21 A.M., Administrator's Assistant KK
approached Surveyor and stated,
"[Administrator's Assistant KK] just put more
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cream on [Resident 11] since night shift
[Caregiver CCC] did not document on the MAR,
so [Administrator's Assistant KK] just did it for
your [Surveyor's] records." Surveyor observed
Administrator's Assistant KK pointing at
Surveyor's notes and walked away without
responding to Surveyor when asked which
creams and where on Resident 11 s/he had
applied the creams.

On 01/23/2025 at approximately 11:10 A.M.,
Administrator M and Surveyor reviewed Resident
11's medications, including medications stored
within the facility's medication cart with
corresponding practitioner orders. Administrator
M told Surveyor Resident 11 continued to make
decisions on his/her own behalf at this time.
Administrator M told Surveyor Resident 11's voice
had become more "garbled" related to diagnoses
including Parkinson's disease.

Administrator M and Surveyor reviewed Resident
11's 30 once-daily dose container of polyethylene
glycol including the pharmacy label affixed to the
container including the practitioner's order, "Mix 1
capful (17 grams] with 6 oz [ounces] of prune
juice & [and] take by mouth daily for constipation.
Hold for loose stools." Administrator M and
Surveyor observed the pharmacy label included a
pharmacy date of "12/19/23 [2023]" and "Use by:
12/18/24 [2024]." Administrator M told Surveyor
this container should have been removed from
the cart in December 2024.

Administrator M and Surveyor reviewed a
different container of polyethylene glycol labeled
with Resident 11's name from the cart. This
container included a pharmacy label affixed to the
container including the practitioner's order, "Mix 1
capful (17 grams] with 6 oz of prune juice & take
by mouth daily for constipation. Hold for loose
stools." Administrator M and Surveyor observed

{N 352}

STATE FORM

6899

OCCY13

If continuation sheet 41 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0017703

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
02/24/2025

NAME OF PROVIDER OR SUPPLIER

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

{N 352}

Continued From page 41

the pharmacy label included a pharmacy date of
"11/01/24 [2024]." Administrator M and Surveyor
observed approximately one-third of the
powdered medication remained within the
container.

Photos 29, 30, and 31.

Administrator M and Surveyor reviewed Resident
11's remaining 6 of 10 Aspercreme lidocaine 4 %
patches contained within 2 boxes labeled for
Resident 11. Administrator M removed 1 sealed,
unopened box containing the pharmacy label
affixed to the box including the practitioner's
order, "Apply 1 patch topically to right shoulder on
for twelve hours off for twelve hours." The
pharmacy label included 5 patches were filled by
the pharmacy on 01/14/2025. Administrator M
removed a second, opened box including 1
remaining patch within the box. Surveyor
observed this box included a pharmacy label with
the same practitioner's order and included 5
patches were filled by the pharmacy on
01/14/2025. Photos 32, 33, and 34.
Administrator M and Surveyor reviewed Resident
11's remaining container of Lubriderm lotion
including the pharmacy label affixed to the
container including the practitioner's order, "Apply
topically to both lower extremities daily." The
pharmacy label included a pharmacy delivery
date of "02/12/24 [2024]." The manufacturer's
label included this container originally contained
16 ounces of prescribed lotion. Administrator M
told Surveyor Resident 11's Lubriderm container
was "almost full." Photo 35.

Administrator M and Surveyor reviewed Resident
11's remaining container of Baza Protect barrier
cream including the pharmacy label affixed to the
container including the practitioner's order, "Apply
topically to bilateral buttock twice a day and apply
topically to bilateral buttock as needed." The
pharmacy label included a pharmacy date of
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"10/14/24 [2024]." The manufacturer's label
included this tube originally contained 5 ounces of
medication. Administrator M told Surveyor the
container was approximately "half full" and was
scheduled to be applied to Resident 11's bilateral
buttocks twice a day and as needed.
Administrator M told Surveyor s/he would expect
this container to be empty "by now" if caregivers
were administering this cream, as ordered.
Administrator M told Surveyor this cream should
not be kept in Resident 11's room, only within the
medication cart. Photo 36.

On 01/23/2025 at 2:35 P.M., Surveyor received
Resident 11's demographic information, Resident
11's practitioner's orders, Resident 11's current
and updated individual service plans [ISPs],
Resident 11's December 2024 MAR and January
2025 MAR, and observation/caregiver notes as
requested from Administrator M.

Resident 11 was admitted to the facility on
12/22/2023, had diagnoses including atrial
fibrillation, hypertension, Parkinson's disease,
and constipation, and was receiving additional
services from a hospice agency.

Resident 11's current ISP including Administrator
M's signature and dated 11/04/2024 and an
additional, unsigned ISP (dated 01/23/2025)
included, "[Resident 11] is to have lower legs
washed daily with dial soap and water, pat dry,
apply [his/her] lotion [Lubriderm lotion] found in
med [medication] cart, then apply clean, dry pair
of tubi-grip stocking for edema. This is to be
done daily except shower days. When showered
do the same process. PM shift [typically between
3:00 P.M. and 11:00 P.M.]: Remove stockings in
evening, wash stockings out, be sure to ring the
[sic; stockings] out so they are not dripping wet,
hang to dry. May apply more lotion to legs."
Resident 11's ISP included, "[Resident 11]
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requires staff to monitor and document bowel
movements due to being on hospice. To have
regular bowel movements." Resident 1's ISP
included, "Staff to administer all medications as
prescribed by doctor."

Resident 11's practitioner's orders included the
following medications to be administered to
Resident 11:

* Aspercreme lidocaine 4% patch, "Apply 1 patch
topically to right shoulder on for twelve hours, off
for twelve hours";

* Baza Protect barrier cream, "Apply topically to
bilateral buttock[s] twice daily" and "Apply
topically to bilateral buttock[s], as needed";

* Deep Sea nasal spray, "Instill 2 sprays in each
nostril twice a day" and "Instill 2 sprays in each
nostril for dry nose/epistaxis [nosebleed]";

* Lubriderm lotion, "Apply topically to both lower
extremities daily"; and

* Polyethylene glycol, "Mix 1 capful with 6 oz. of
prune juice and take by mouth daily for
constipation, hold for loose stool."

Resident 11's December 2024 MAR included
documentation of daily administration/application
for 27 of 27 potential doses of Resident 11's
prescribed Aspercreme lidocaine 4 % patch
related to "morning" application on an average
between 7:37 A.M. and 9:34 A.M. between
12/05/2024 through 12/31/2025. Caregivers
documented their initials related to "hour of sleep
or bedtime [removal after 12 hours]", as indicated
on the MAR, between morning administration and
12:30 P.M. in the afternoon for 24 of the 27
potential doses. An example on 12/27/2024
included Administrator's Assistant KK
documented administration/application of
Resident 11's Aspercreme lidocaine 4 % patch at
8:14 A.M., and documented his/her initials at
"hour of sleep or bedtime" at 11:24 A.M. This
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documentation suggests Resident 11's
Aspercreme lidocaine 4 % patch was removed
approximately 3 hours after administration, not 12
hours, as prescribed by Resident 11's
practitioner. On 12/22/2024, Caregiver YY
documented administration/application of
Resident 11's Aspercreme lidocaine 4 % patch at
9:34 A.M,, followed by Caregiver YY's
documentation at "hour of sleep or bedtime" at
1:05 P.M. of "Refused. [Resident 11] said [s/he]
doesn't want it."

Resident 11's January 2024 MAR included
documentation of administration/application for
21 of 23 potential doses of Resident 11's
prescribed Aspercreme lidocaine 4 % patch
related to "morning" application on an average
between 7:19 A.M. and 10:01 A.M., as
documented on MAR, between 01/01/2025 and
01/23/2025. Caregivers documented their initials
related to "hour of sleep or bedtime [removal after
12 hours]", as indicated on the MAR, between
morning administration and 12:50 P.M. in the
afternoon for 21 of the 23 potential doses. An
example on 01/23/2025 included Administrator's
Assistant KK documented
administration/application of Resident 11's
Aspercreme lidocaine 4 % patch at 10:01 A.M.,
and documented his/her initials at "hour of sleep
or bedtime" at 12:46 P.M. This documentation
suggests Resident 1's Aspercreme lidocaine 4 %
patch was removed 2 hours and 45 minutes after
administration, not 12 hours as prescribed by
Resident 11's practitioner. On 02/17/2025 at 8:33
A.M., Administrator M told Surveyor the "hour of
sleep or bedtime" on Resident 11's MARs should
include documentation of the time in which the
caregivers removed Resident 11's Aspercreme
lidocaine 4 % patch which should have been at
least 12 hours after administration/application, as
ordered. Administrator M told Surveyor s/he
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believed "hour of sleep or bedtime" was coming
up as a "pop-up" or a reminder within the
electronic MAR around noon every day instead of
approximately 12 hours after scheduled
administration time of "morning." Administrator M
told Surveyor the caregivers should have
questioned Administrator M about this
discrepancy, but no one had and s/he was not
aware of this occurring within Resident 11's MAR.
Administrator M told Surveyor s/he would have to
go into Resident 11's electronic MAR and change
when this "pop-up" reminder would occur per
practitioner's order. Resident 11's January 2025
MAR included 2 of 23 potential doses
documented as not administered related to
"medication not available, has been reordered" on
01/18/2025 and 01/19/2025 despite 2 remaining
boxes containing a total of 6 patches as of
01/23/2025 included a pharmacy delivery date of
01/14/2025 on each box.

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL regarding
Resident 11's Aspercreme lidocaine 4 % patch.
Pharmacy Staff LL told Surveyor the pharmacy
received a request from the facility on 12/03/2024
to fill Resident 11's prescription for Aspercreme
lidocaine 4% patch. Pharmacy Staff LL said a
quantity of 10 Aspercreme lidocaine 4% patches
were delivered to the facility on 12/04/2024 and
another quantity of 10 Aspercreme lidocaine 4%
patches were delivered to the facility on
12/10/2024 following another request from the
facility. If Resident 11 was administered an
Aspercreme lidocaine 4% patch every day, as
ordered and documented within Resident 11's
December 2024 MAR, following these 2
deliveries equaling 20 patches Resident 11's
Aspercreme lidocaine 4% patch supply would
have run out by approximately 12/25/2024.
Pharmacy Staff LL said the next request from the
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facility to fill Resident 11's Aspercreme lidocaine 4
% patch order was received by the pharmacy on
01/14/2025. Pharmacy Staff LL said 2 boxes
containing 5 Aspercreme lidocaine 4 % patches
each, a total of 10 patches, were delivered to the
facility on 01/14/2025. If Resident 11 was
administered an Aspercreme lidocaine 4 % patch
every day, as ordered, there would not be 2
remaining boxes containing a total of 6 patches
as of 01/23/2025. Pharmacy Staff LL told
Surveyor the facility was required to request refills
from the pharmacy as delivery of this medication
was not an automatic, cycle fill medication.
Resident 11's January 2025 MAR included
documentation of one dose of Resident 11's
prescribed Biofreeze 4% gel [pain relief topical
gel] was administered to Resident 11 "as
needed", as ordered, on 01/21/2025 at 5:19 P.M.
related to Resident 11's documented complaint of
"pain in right shoulder."

Resident 11's December 2024 MAR included
documentation of twice daily
administration/application for 61 of 62 potential
doses of Resident 11's prescribed Baza Protect
barrier cream. The only dose of Baza Protect
barrier cream documented as not administered to
Resident 11 during December 2024 occurred on
12/20/2024 related to Resident 11 being
documented as "Out of the building, in hospital."
Resident 11's 2024 MAR did not include
documentation of "as needed" administration of
this medication.

Resident 11's January 2025 MAR included
documentation of twice daily
administration/application for 41 out of 45
potential doses of Resident 11's prescribed Baza
Protect barrier cream. Two doses were
documented as "refused" by Resident 11, one on
01/19/2025 at 7:42. P.M. and another dose on
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01/20/2025 at 7:43 P.M. On 01/21/2025 at 7:48
A.M., one dose was documented by
Administrator's Assistant KK as not administered
to Resident 11 related to, "Medication not
available, has been reordered." However, a dose
was documented as administered to Resident 11
on 01/21/2025 at 7:23 P.M., and 2 more doses
were documented as administered on
01/22/2025, as ordered. As of 01/23/2025 at 2:35
P.M., Resident 11's MAR continued to be left
blank regarding scheduled administration of
Resident 11's Baza Protect barrier cream, as
ordered, on 01/23/2025 during morning
medication pass. Resident 11's January 2025
MAR did not include documentation of "as
needed" administration of this medication.

On 01/23/2025 at 1:03 P.M., Caregiver RR told
Surveyor s/he assisted Resident 11 in the
bathroom earlier on this day and observed
Resident 11's "bottom" was "a little red."
Caregiver RR told Surveyor s/he observed
Administrator's Assistant KK apply cream to the
area of redness on Resident 11's "bottom."

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL regarding
Resident 11's Baza Protect barrier cream.
Pharmacy Staff LL told Surveyor a 5 ounce tube
of Baza Protect barrier cream was last delivered
to the facility on 10/15/2024. Pharmacy Staff LL
said the tube was labeled for Resident 11's
scheduled, twice daily doses and "as needed"
doses, as ordered. Pharmacy Staff LL said if this
medication was administered twice daily and
without any "as needed" doses administered, the
5 ounce tube would last approximately 30 days.
Pharmacy Staff LL told Surveyor this medication
was previously delivered to the facility on
12/19/2023. Pharmacy Staff LL said the most
recent request for delivery was received from the
facility on 01/24/2025, the day after Surveyor's
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onsite visit. Pharmacy Staff LL told Surveyor the
facility was required to request refills from the
pharmacy as delivery of this medication was not
an automatic, cycle fill medication.

Resident 11's December 2024 MAR included
documentation of twice daily administration for
240 of 248 potential doses/sprays of Resident
11's prescribed Deep Sea nasal spray. Deep Sea
nasal spray was documented as "refused" by
Resident 11 on 12/10/2024 and documented as
not administered to Resident 11 on 12/20/2024
related to Resident 11 being documented as "Out
of the building, in hospital."

Resident 11's January 2025 MAR included
documentation of twice daily administration for
172 of 180 potential doses of Resident 11's
prescribed Deep Sea nasal spray. Deep Sea
nasal spray was documented as "refused" by
Resident 11 on 01/19/2025 at 7:43. P.M. and on
01/21/2025 at 7:41 P.M.

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL regarding
Resident 11's Deep Sea nasal spray. Pharmacy
Staff LL told Surveyor a 44 milliliter (ml) container
of Deep Sea nasal spray was last delivered to the
facility on 08/08/2024 after a request was
received from the facility on 08/07/2024.
Pharmacy Staff LL told Surveyor a 44 ml
container of this medication would last
approximately 30 days, if administered as
ordered. Pharmacy Staff LL told Surveyor the
facility was required to request refills from the
pharmacy as delivery of this medication was not
an automatic, cycle fill medication. Pharmacy
Staff LL said the pharmacy had not received any
further requests from the facility after 08/07/2024
for this medication.

Resident 11's December 2024 MAR included
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daily documentation of 31 of 31 potential doses
for Resident 11's prescribed Lubriderm lotion.
Resident 11's January 2025 included daily
documentation for 23 of 23 potential doses of
Resident 11's prescribed Lubriderm lotion.

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL regarding
Resident 11's Lubriderm lotion. Pharmacy Staff
LL told Surveyor a 16 ounce container of
Lubriderm lotion was last delivered to the facility
on 02/12/2024. Pharmacy Staff LL told Surveyor
a 16 ounce container of this medication would
last approximately 30 days, if administered as
ordered. Pharmacy Staff LL told Surveyor the
facility was required to request refills from the
pharmacy as delivery of this medication was not
an automatic, cycle fill medication. Pharmacy
Staff LL said the pharmacy had not received any
requests from the facility for this medication since
it was last delivered on 02/12/2024.

Resident 11's December 2024 MAR included
daily documentation for 31 of 31 potential doses
of Resident 11's prescribed polyethylene glycol.
Resident 11's January 2025 MAR included
documentation for 19 of 23 potential doses of
Resident 11's prescribed polyethylene glycol.
Three doses were documented as "refused" by
Resident 11 between 01/02/2025 through
01/04/2025. Resident 11's "observations"
documentation dated 01/05/2025 at 9:00 A.M.
included, "[Resident 11] had been feeling
constipated, so [s/he] was given [his/her]
polyethylene glycol powder with morning meds
[medications]. [Resident 11] has been on the
toilet having a BM ever since." One dose of
Resident 11's prescribed polyethylene glycol was
documented as "No pass per vitals, hold for loose
stool [bowel movement]" on 01/17/2025 at 7:36
A.M. within Resident 11's January 2025 MAR.
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On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL regarding
Resident 11's polyethylene glycol. Pharmacy
Staff LL told Surveyor a 30-once daily dose
container of polyethylene glycol was last delivered
to the facility on 11/01/2024. Pharmacy Staff LL
told Surveyor a container of this medication would
last approximately 30 days, if administered as
ordered. Pharmacy Staff LL told Surveyor this
medication was previously delivered to the facility
on 12/20/2023. Pharmacy Staff LL told Surveyor
the facility was required to request refills from the
pharmacy as delivery of this medication was not
an automatic, cycle fill medication. Pharmacy
Staff LL said the pharmacy had not received any
further requests from the facility for this
medication since it was last delivered on
11/01/2024.

On 02/04/2025 at 9:28 A.M., Surveyor conducted
an interview with Resident 11's Hospice Agency
Nurse DDD. Hospice Agency Nurse DDD told
Surveyor Resident 11 began receiving hospice
agency services on 02/08/2023. Hospice Agency
Nurse DDD said s/he or another hospice agency
nurse visited Resident 11 at least weekly before
01/23/2025, and Resident 11 was visited by
hospice caregivers twice weekly before
01/23/2025 to provide needed cares, including
bathing. Hospice Agency Nurse DDD said
Resident 11 did not like the tubi-grips (worn on
bilateral legs), but recently Resident 11 has been
wearing them consistently. Hospice Agency
Nurse DDD was not sure if facility caregivers
were removing the tubi-grips at night because
Resident 11 told him/her they were not. Hospice
Agency Nurse DDD said Resident 11 has
verbalized s/he did not trust the facility caregivers
to get Resident 11 out of bed in the morning or
when Resident 11 used his/her call light to
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Continued From page 51

request assistance. Hospice Agency Nurse DDD
said Resident 11 was sleeping sitting up in his/her
scooter during the night and had developed
edema and open areas on his/her lower legs in
December 2024. Hospice Agency Nurse DDD
told Surveyor Resident 11's had improved and
his/her open areas were currently resolved.
Hospice Agency Nurse DDD told Surveyor the
caregivers were supposed to be applying
Lubriderm lotionto Resident 11's lower legs after
cleansing on a daily basis related to Resident 11's
dry skin and to prevent skin breakdown on
Resident 11's legs. Hospice Agency Nurse DDD
told Surveyor wound care for Resident 11's "stage
11" skin breakdown on Resident 11's buttocks
had been discontinued in early January 2025.
Hospice Agency Nurse DDD said Resident 11
continued to have an order for Baza Protect
barrier cream to be applied twice daily, and "as
needed", to prevent skin breakdown on Resident
11's buttocks. Hospice Agency Nurse DDD said
s/he occasionally sees dried Baza Protect barrier
cream balled up on Resident 11's buttocks and it
becomes difficult to remove when it gets old.
Hospice Agency Nurse DDD said it did not appear
Resident 11 had received regular applications of
the barrier cream to meet the twice daily order.
Hospice Agency Nurse DDD told Surveyor
Resident 11's polyethylene glycol was prescribed
to be administered to Resident 11 on a daily
basis. Hospice Agency Nurse DDD said Resident
11 had verbalized s/he did not think s/he was
being administered the medication on a daily
basis, as ordered. Hospice Agency Nurse DDD
told Surveyor Resident 11 remained a "pretty
accurate historian" as of 01/23/2025, but difficult
to understand at times related to diagnoses
including Parkinson's disease. Hospice Agency
Nurse DDD said Resident 11 had occasionally
complained to him/her Resident 11 had not had a
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Continued From page 52

bowel movement for a couple or more days.
Example 2: Resident 2

On 01/23/2025 at 9:06 A.M., Surveyor observed
Administrator's Assistant KK dispense several
medications scheduled during morning
medication pass including 1 tablet of aspirin 81
mg (milligram).

On 01/23/2025 at 2:40 P.M., Surveyor received
Resident 2's demographic information, Resident
2's practitioner's orders, Resident 2's current ISP,
Resident 2's December 2024 and January 2025,
and observation/caregiver notes as requested
from Administrator M.

Resident 2 was admitted to the facility on
01/08/2024, and had diagnoses including
vascular dementia and diabetes.

Resident 2's current ISP dated 07/17/2024
included Administrator's Assistant B signature
and, "[Resident 2] self administers own
medication and staff supervises." On 02/17/2025
at 8:33 A.M., Administrator M told Surveyor
documentation of "[Resident 2] self administers
own medication and staff supervises" on
Resident 2's ISP was "inadvertently checked" by
Administrator's Assistant B and caregivers
administer all of Resident 2's medications.
Resident 2's practitioner's orders included the
following medication to be administered to
Resident 2:

* aspirin low (dose) 81 mg, "Take 1 tablet by
mouth daily."

Resident 2's December 2024 MAR included daily
administration documentation for 31 of 31
potential doses of Resident 2's prescribed aspirin
tablet. Resident 2's January 2025 MAR included
documentation Resident 2's aspirin tablet was not
administered by Caregiver V, as ordered, on
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Continued From page 53

01/02/2025, 01/03/2025, 01/04/2025, 01/05/2025,
and 01/07/2025 related to, "Medication not
available, has been reordered." Despite
Caregiver V's documentation of this medication
not being available between 01/02/2025 and
01/07/2025, Caregiver F documented
administration of Resident 2's aspirin tablet, as
ordered, on 01/06/2025 and on 01/08/2025.

On 02/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M including the 5
doses of aspirin 81 mg documented as not
administered to Resident 2 between 01/02/2025
and 01/07/2025. Administrator M told Surveyor
there may have been an issue with timing of
Resident 2's cycle-fill for this medication, but s/he
was not sure. Administrator M said s/he would
have to go back and check documentation
regarding the cycle-fill and double check any
documentation regarding communication with
Resident 2's practitioner. At 2:25 P.M., Surveyor
received an email from Administrator M included,
"I [Administrator M] have requested additional
documentation from the pharmacy regarding the
4 days of Aspirin not being available.
[Administrator's Assistant KK] stated [s/he] called
the PCP [primary care practitioner] to inform them
that the medication was not delivered in cycle fill."
On 02/19/2025 at 1:31 P.M., Surveyor sent an
email request to Administrator M to follow-up on
the following previous request, "Please forward
any documentation/information you [Administrator
M] received from the pharmacy [regarding
Resident 2's aspirin 81 mg, as discussed]" and
"Please forward documentation in regard to this
[Administrator's Assistant KK's] communication
with the PCP, as requested. Please include the
date completed, information shared/response
from PCP, and name of PCP contacted."

On 02/20/2025 at 1:00 P.M., Surveyors
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Continued From page 54

conducted an interview with participants including
Administrator M and Consultant MM.
Administrator M said s/he had requested
information from the pharmacy "again this
morning" regarding the concern with Resident 2's
aspirin 81 mg in January 2025 and had not
received any response from the pharmacy.
Administrator M said the facility was looking into
"switching pharmacies" so s/he was experiencing
"sketchy communication with the pharmacy."
Administrator M said s/he would check with the
pharmacy "again" and send a response to
Surveyor. As of 02/24/2025, Surveyor did not
receive any response from Administrator M
regarding his/her follow up with the pharmacy
regarding the concern with Resident 2's aspirin
81 mg in January 2025.

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL. Pharmacy
Staff LL told Surveyor the last automatic cycle-fill
of 28 tablets of Resident 2's aspirin 81 mg
prescription were delivered to the facility on
12/27/2024. Pharmacy Staff LL said there had
been no gaps in Resident 2's automatic cycle-fill
for this medication looking back as far as October
2024 and there had been no changes in this
prescription during that time frame. Pharmacy
Staff LL told Surveyor the pharmacy had received
an electronic request from the facility on
01/02/2025 to fill Resident 2's aspirin 81 mg
prescription. Pharmacy Staff LL said the
pharmacy sent an electronic response to the
facility stating Resident 2's aspirin 81 mg
prescription was on an automatic cycle-fill and
asked the facility what quantity of this medication
was needed for Resident 2. Pharmacy Staff LL
said the pharmacy did not receive a response
from the facility in any manner to this
correspondence. Pharmacy Staff LL told

{N 352}

STATE FORM

6899

OCCY13

If continuation sheet 55 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0017703

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
02/24/2025

NAME OF PROVIDER OR SUPPLIER

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

{N 352}

Continued From page 55

Surveyor the pharmacy received another
electronic request from the the facility on
01/14/2025 to fill Resident 2's aspirin 81 mg
prescription. Pharmacy Staff LL said the
pharmacy sent the same response back to the
facility including asking what quantity of this
medication was needed for Resident 2.

Pharmacy Staff LL said the pharmacy did not
receive a response from the facility in any manner
to this correspondence.

Example 3: Resident 4

On 01/23/2025 at 8:11 A.M., Surveyor observed
Resident 4 seated at a table in the facility's dining
room.

On 01/23/2025 at approximately 11:10 A.M.,
Administrator M and Surveyor reviewed Resident
4's medications, including medications stored
within the facility's medication cart with
corresponding practitioner orders. Administrator
M told Surveyor Resident 4 required caregivers to
administer his/her medications. Administrator M
and Surveyor reviewed 2 of Resident 4's 30
once-daily dose (containing 15 twice-daily doses
in each container) containers of polyethylene
glycol including the pharmacy label affixed to both
containers including the practitioner's order,
"Dissolve 17 grams in 8 oz [ounces] of liquid and
drink twice a day at mealtime for constipation."
Administrator M and Surveyor observed the
pharmacy label on one container included a
pharmacy date of "11/01/24 [2024]." Administrator
M told Surveyor and Surveyor observed the
container was approximately one half full of
powdered medication. Administrator M and
Surveyor observed the second container of
polyethylene glycol labeled with Resident 4's
name included a pharmacy date of "11/13/24
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Continued From page 56

[2024]." Administrator M told Surveyor and
Surveyor observed the container's protective seal
had not been opened. Based on Resident 4's
practitioner's order for this medication to be
administered twice daily, each container would
have 15 twice-daily doses available for
administration. Administrator M told Surveyor
these two containers were the only containers
available at the facility.

Photos 37 and 38.

On 01/29/2025, Surveyor received Resident 4's
demographic information, Resident 4's
practitioner's orders, Resident 4's current ISP,
Resident 4's December 2024 MAR and January
2025 MAR, and Resident 4's
observation/caregiver notes as requested from
Administrator M.

Resident 4 was admitted to the facility on
09/02/2022, and had diagnoses including
constipation.

Resident 4's current ISP dated 10/22/2024
included Administrator's Assistant B signature
and, "Medications administered by staff."
Resident 4's ISP included, "[Resident 4] has
chronic illness(es) that require proper treatment
and management. [Resident 4] has the following
chronic illnesses that require management and
possible treatment" including "constipation."
Resident 4's practitioner's orders included the
following medication to be administered to
Resident 4:

* polyethylene glycol, "Dissolve 17 grams in 8 oz
[ounces] of liquid and drink twice a day at
mealtime for constipation.”

Resident 4's practitioner's orders did not include
an order to administer polyethylene glycol to be
administered to Resident 4 on an as needed
basis.

Resident 4's December 2024 MAR included twice
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daily administration documentation for 45 of 62
potential doses of Resident 4's prescribed
polyethylene glycol. Caregivers documentation
included 16 potential doses were "refused" by
Resident 4 during December 2024. On
12/22/2024 at 8:33 A.M., Caregiver YY
documented Resident 4 was not administered a
prescribed dose of polyethylene glycol related to
"Medication not available, has been reordered"
and "not available in the med [medication] cart."
Despite Caregiver YY's documentation of this
medication not being available on 12/22/2024,
doses were documented as administered to
Resident 4 surrounding this date including on
12/21/2024 at 4:05 P.M. and 12/22/2024 at 4:32
P.M., and 2 containers observed within the
medication cart on 01/23/2025 included
pharmacy dates having been delivered in
November 2024.

Resident 4's January 2025 MAR included
documentation Resident 4 was administered a
prescribed dose of polyethylene glycol on
01/01/2025 at 8:25 A.M. and 01/02/2025 at 6:22
P.M. The caregiver documentation included
Resident 4's refusal of this medication on
01/01/2025 at 4:42 P.M., 01/02/2025 at 8:04
A.M., and 01/03/2025 at 4:22 P.M. Resident 4's
documentation area, or order, for polyethylene
glycol was blocked out and blank for the
remainder of January 2025.

Resident 4's "observation" documentation
reviewed from 12/13/2024 through 01/23/2025
did not contain any documentation related to
Resident 4's polyethylene glycol order.

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL. Pharmacy
Staff LL told Surveyor 15 twice-daily dose
containers of polyethylene glycol were delivered
to the facility on 11/01/2024, 11/13/2024, and

{N 352}

STATE FORM

6899

OCCY13

If continuation sheet 58 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0017703

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
02/24/2025

NAME OF PROVIDER OR SUPPLIER

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

{N 352}

Continued From page 58

12/31/2024, a 45 day dose supply since
11/01/2024. Pharmacy Staff LL said 12/31/2024
was the last delivery of Resident 4's polyethylene
glycol. Pharmacy Staff LL said the pharmacy had
not received a new practitioner's order or a
practitioner's order to change Resident 4's
scheduled twice daily polyethylene glycol to "as
needed."

On 02/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M. Administrator
M told Surveyor s/he, Administrator's Assistant B,
and Administrator's Assistant KK were able to
change information within electronic MARs
including "blocking out" an order within a
resident's electronic MAR. Administrator M told
Surveyor Resident 4 told Administrator's Assistant
KK s/he was "going too much" and asked for the
scheduled order for polyethylene glycol be
changed to be administered on an "as needed"
basis. Administrator M told Surveyor s/he
believed Administrator's Assistant KK received a
practitioner's order to change Resident 4's
polyethylene glycol from scheduled twice daily to
"as needed" and blocked out the remaining
month of January 2025 on Resident 4's MAR, or it
had been "coded wrong" in Resident 4's
electronic MAR. Administrator M told Surveyor
s/he would check and follow-up with Surveyor by
the end of this day.

On 02/17/2025 at 2:25 P.M., Surveyor received
an email from Administrator M including, "I
[Administrator M] cannot locate an order for
[Resident 4's] PEG [polyethylene glycol] order
from scheduled to PRN [as needed]."

Example 4: Resident 15

On 01/23/2025 at approximately 11:10 A.M.,
Administrator M and Surveyor reviewed Resident
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15's medications, including medications stored
within the facility's medication cart with
corresponding practitioner orders. Administrator
M told Surveyor Resident 15 required caregivers
to administer his/her medications. Administrator
M and Surveyor reviewed 2 boxes of Resident
15's lidocaine 5 % patches including the
pharmacy label affixed to both boxes including
the practitioner's order, "Apply 2 patches topically
to lower back daily, on twelve hours, off twelve
hours. Attempt to fill/lsend when received by
prescriber." The manufacturer's label of both
boxes originally contained 30 patches. Each box
would have originally contained a 15 day supply
based on Resident 15's practitioner's order.
Administrator M and Surveyor observed the
pharmacy labels on both boxes included a
pharmacy date of "12/26/24 [2024]."
Administrator M and Surveyor observed one of
the boxes was open and contained 18 patches
remaining, and the other box remained sealed,
unopened. Administrator M told Surveyor these 2
boxes were the only boxes of lidocaine patches
tabled for Resident 15 available at the facility.
Administrator M told Surveyor "[s/he] may refuse"
when asked for the rationale of 12 patches
removed from Resident 15's lidocaine 5 % patch
supply since approximately 12/26/2024.

Photos 39 and 40.

On 01/23/2025 at 1:00 P.M., Surveyor observed
Resident 15 with his/her eyes closed in his/her
bed located in his/her room.

On 01/29/2025 and 01/30/2025, Surveyor
received Resident 15's demographic information,
Resident 15's practitioner's orders, Resident 15's
current ISP, Resident 15's December 2024 and
January 2025, and Resident 15's
observation/caregiver notes as requested from
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Administrator M.

Resident 15 was admitted to the facility on
09/11/2024, and had diagnoses including "chronic
pain due to trauma."

Resident 15's current ISP dated 11/06/2024
included Administrator's Assistant B signature
and, "[Resident 15] requires staff assistance with
pain management. [Resident 15] has consistent
pain throughout [his/her] body. [Resident 15] has
PRN [as needed] medications for pain if needed.
Staff to give pain meds [medications] as ordered
by physician. Staff to monitor and notify
management of any changes of pain issues."
Resident 15's practitioner's orders included the
following medications to be administered to
Resident 15:

* lidocaine 5 % patch, "Apply 2 patches topically
to lower back, on twelve hours, off twelve hours";
* acetaminophen 325 mg, "Take 2 tablets (650
mg) by mouth every six hours as needed for
pain/fever."

Resident 15's December 2024 MAR included
documentation of daily administration/application
for 8 of 8 potential doses/patches of Resident
15's prescribed lidocaine 5 % patch between
12/28/2024 and 12/31/2024. Based on
documentation within Resident 15's December
2024 MAR, caregivers were waiting on Resident
15's practitioner regarding an order for this
medication on 12/26/2024 and 12/27/2024.
Resident 15's January 2025 MAR included
documentation of daily administration for 40 of 46
potential doses/patches of Resident 15's
prescribed lidocaine 5 % patch between
01/01/2025 and 01/23/2025. The caregiver
documentation included Resident 15's refusal of
this medication on the mornings of 01/18/2025,
01/19/2025, and 01/21/2025, which would equal a
total of 6 patches/doses. Between 12/28/2024
and 01/23/2025, a total of 27 days, or 54 potential
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doses/patches, the caregivers documented 48
doses/patches were administered/applied to
Resident 15 out of 12 doses/patches missing
from Resident 15's supply of 60 patches, or 30
days worth of prescribed patches, dated
12/26/2024 by the pharmacy. During December
2024 and January 2025, the caregivers did not
document administration of Resident 15's "as
needed" acetaminophen 650 mg for pain and/or
fever.

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL. Pharmacy
Staff LL told Surveyor the pharmacy received a
request on 12/26/2024 to fill Resident 15's
prescription for lidocaine 5% patch, as ordered.
Pharmacy Staff LL said a quantity of 60 lidocaine
5% patches were delivered to the facility on
12/26/2024 equaling a 30 day supply based on
the practitioner's order. Pharmacy Staff LL told
Surveyor the pharmacy had not received any
requests for this medication since the last delivery
for this medication on 12/26/2024.

On 02/17/2025 at 8:30 A.M., Surveyor conducted
an interview with Administrator M. Administrator
M told Surveyor Resident 15 "likely was not
administered" the lidocaine 5 % patches, as
ordered, but documented as administered by
caregivers on Resident 15's MAR between
12/28/2024 and 01/23/2025.

On 01/23/2025 at 9:47 A.M., Surveyors
conducted an interview with Administrator M.
Administrator M told Surveyors the day shift
caregiver "called-in" on this morning so
Administrator's Assistant KK was the only staff
person in the building upon Surveyors arrival.
Administrator M told Surveyors Administrator's
Assistant KK was new, hired on 11/05/2024, still
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Continued From page 62

in training for the administrator's assistant
position at this facility, and does not normally
administer resident medications. Administrator M
told Surveyors Administrator's Assistant B and
Administrator's Assistant KK were responsible for
conducting and documenting medication room
and cart audits on a weekly basis. At 4:09 P.M.,
Surveyor conducted an interview with
Administrator M and requested all documented
medication room and cart audits conducted
between 12/13/2024 and 01/23/2025.
Administrator M told Surveyor s/he would email
the requested documentation to Surveyor on
01/24/2025.

On 01/24/2025 at 1:08 P.M., Surveyor received
an email from Administrator M including the
facility's "Medication Room/Cart Weekley [sic]

Audit" documentation as follows, and as provided:

* Audit documentation dated 12/17/2024,
12/20/2024, 12/26/2024, 01/03/2025, 01/07/2025,
01/17/2025, and 01/20/2025 did not address the
facility's review of prescribed, resident
medications including scheduled and/or "as
needed" medications packaged, dispensed,
and/or administered in powdered form, such as
polyethylene glycol, and in topical form, including
nasal sprays, eye drops, patches, lotions, and
creams.

* Audit documentation dated 12/20/2024,
including Administrator's Assistant B's signature,
included "taken out" regarding expired
medications "remove[d]/reorder[ed]/destroy[ed]."
This documentation did not specify which
medication was "taken out" or for whom the
medication(s) were ordered. Despite this
documentation, Resident 11's prescribed,
scheduled polyethylene glycol remained within
the facility's medication cart as of 01/23/2025 with
an affixed pharmacy label including, "Use by
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Continued From page 63
12/15/2024."

On 02/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M, including a
review of the facility's "Medication Room/Cart
Weekley [sic] Audit" documentation.
Administrator M told Surveyor s/he became
aware on 01/23/2025 during the onsite verification
visit of 'expired' medications remaining at the
facility, including Resident 11's polyethylene glycol
and medications not being administered as
documented verses the facility's documented
medication room/cart audits. Administrator M told
Surveyor s/he would review and update the
medication room/cart audits to include a review of
caregiver documentation of administration
compared to the supply/amount of medications at
the facility, including 'non-pill/tablet' medications,
and ensure accurate practitioner's orders
reflected within the resident MARs/records.

On 02/20/2025 at 1:00 P.M., Surveyors
conducted an interview with participants including
Administrator M and Consultant MM.
Administrator M said the facility had "re-educated
staff regarding medication administration" and
more "oversight in the facility" was provided by
Administrator M, Administrator's Assistant B, and
Administrator's Assistant KK in response to the
issuance of SOD OCCY12, including this
noncompliance, and to forward a "formal notice
that Cottages of Madison Applewood is in
substantial compliance" to the department on
12/13/2024.

Summary: The provider did not ensure Resident
11, Resident 2, Resident 4, and Resident 15
received all prescribed medications in the dosage
and at intervals prescribed by a practitioner.
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Cross Reference:

NO196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

NO0410 DHS 83.37(1)(k) Medication Error or
Adverse Reaction

83.35(3)(c) Implement, follow the individual
service plan

Implementation. The CBRF shall implement and
follow the individual service plan as written.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, the provider did not ensure Resident 2's
individual service plan was implemented, as
documented, regarding bowel monitoring.

This requirement is being cited for the second
time. See Statement of Deficiency (SOD)
OCCY12, issued on 10/29/2024.

The findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor reviewed a communication document
which included the following emails from
Licensee | to the department:

*12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
*01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
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On 01/23/2025 at 7:50 A.M., Surveyors entered
the facility and commenced a verification visit
including a review of SOD OCCY12, as issued,
including past noncompliance of "N0388 DHS
83.35(3)(c) Implement, Follow The ISP."

On 01/23/2025 at 9:06 A.M., Surveyor observed
Administrator's Assistant KK dispense several
medications scheduled during morning
medication pass.

On 01/23/2025 at 2:40 P.M., Surveyor received
Resident 2's demographic information, Resident
2's practitioner's orders, Resident 2's current ISP,
Resident 2's December 2024 and January 2025,
and observation/caregiver notes as requested
from Administrator M.

Resident 2 was admitted to the facility on
01/08/2024, and had diagnoses including
vascular dementia and diabetes.

Resident 2's current ISP dated 07/17/2024
included Administrator's Assistant B's signature
and, "[Resident 2] self administers own
medication and staff supervises." On 02/17/2025
at 8:33 A.M., Administrator M told Surveyor
documentation of "[Resident 2] self administers
own medication and staff supervises" on
Resident 2's ISP was "inadvertently checked" by
Administrator's Assistant B and caregivers
administer all of Resident 2's medications.
Resident 2's ISP included, "Bowel movement
monitoring..requires staff to monitor and
document bowel movements."

Resident 2's practitioner's orders included the
following medication to be administered to
Resident 2:

* docusate sodium 100 mg capsule, "Take 1
capsule by mouth twice a day, as needed,
[related to] constipation."
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On 02/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M about Resident
2's "as needed" order for bowel medication and
Resident 2's ISP regarding bowel monitoring and
documentation. Administrator M told Surveyor
Resident 2 was independent with toileting, was an
accurate historian "mostly", but may become
"difficult" for caregivers to continue to ask him/her
regarding bowel movements. Administrator M
said s/he would have to adjust his/her ISP
regarding Resident 2's bowel monitoring and
caregivers asking him/her about bowel
movements.

On 02/17/2025 at 2:25 P.M., Surveyor received
an email from Administrator M including, "I
[Administrator M] do not have any documentation
for bowel monitoring for [Resident 2] as [s/he] is
independent in toileting."

Cross Reference:
NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

83.35(3)(d) Service plans updated annually or on
changes

Individual service plan review. Annually or when
there is a change in a resident ' s needs, abilities
or physical or mental condition, the individual
service plan shall be reviewed and revised based
on the assessment under sub. (1). All reviews of
the individual service plan shall include input from
the resident or legal representative, case
manager, resident care staff, and other service
providers as appropriate. The resident or
resident ' s legal representative shall sign the
individual service plan, acknowledging their
involvement in, understanding of and agreement
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with the individual service plan.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure that at least annually or
when there were changes in resident needs the
individual service plan (ISP) for 3 residents was
reviewed and revised with input from the resident
or legal representative, case manager, resident
care staff, and other service providers as
appropriate.

The last ISP review for Resident 5 occurred on
03/09/2023 (approximately 2 years prior to the
current survey).

Resident 11's current ISP was not updated to
include Resident 11's oxygen administration.
Resident 15's current ISP was not updated to
include catheter removal and behaviors
associated with bowel and bladder incontinence.

This requirement is being cited for the seventh
time. See Statement of Deficiency (SOD)
UDWF11, issued 02/19/2021, SOD UDWF12,
issued 06/17/2021, SOD 54DT11, issued
03/24/2023, SOD FT8K12, issued 06/16/2023,
SOD OCCY11, issued 06/17/2024, and SOD
OCCY12, issued 10/29/2024.

Findings include:

On 01/13/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
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Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0389 DHS 83.35(3)(d)
Service Plans Updated Annually Or On Changes"
was documented.

Example 1 - Resident 5

On 01/23/2025, at approximately 2:05 p.m.,
Surveyor requested from Administrator's
Assistant B as part of Resident 5's record his/her
current and most recently reviewed and signed
ISP.

On 01/23/2025, Surveyor reviewed Resident 5's
record. Resident 5 was admitted to the provider
on 01/12/2021 with diagnoses including
unspecified dementia. Resident 5 was
documented as having an activated power of
attorney for healthcare (POA). Resident 5 was
documented as receiving hospice services. A
note on Resident 5's face sheet regarding the
contact information for POA NN documented,
"Mail should be emailed to [POA NNJ." Surveyor
reviewed the only ISP provided for Resident 5,
which was dated 03/09/2023, signed by him/her,
and dated the same date.

Surveyor then reviewed another document, which
was provided by Administrator's Assistant B. The
document showed a series of e-mail
correspondence involving the provider's staff and
POA NN.
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The first e-mail documented the following by Staff
OO0 to POA NN on 09/26/2023 at 12:49 p.m.: " ...l
am assisting Cottage [sic] of Madison with
obtaining some documents that may be missing
from the residents [sic] chart or obtaining
signatures we may need ... also need the
attached documents filled out and signed please
...If you have any questions or concerns, please
do not hesitate to contact me ..."

The reply e-mail from POA NN to Staff OO, sent
the same day at 1:26 p.m., documented the
following: " ...l was having issues with the
information. Please let me know if there's further
information that | can get you. Thanks for your
help!..." No follow-up e-mail was part of the
communication to POA NN.

The next e-mail from the document was dated
01/23/2025 (day of Surveyors being onsite and
approximately 1 year and 4 months from the
previous 2 e-mails) from Staff PP that was sent to
other staff. The e-mail documented, "Here is the
request for information that included signature of
care plan and then calls were made on 8/23/23,
830/23 [sic], 09/15/23, 10/10/23 with no
response."

At approximately 4:05 p.m., Surveyor interviewed
Administrator M. Administrator M verified that the
ISP that was provided for Resident 5, dated
March 2023, was the most current one.

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported that the
administrator's assistants were typically the staff
responsible for conducting ISP reviews and that
s/he would get pulled in if it was a more
complicated case. When reviewing the e-mail
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correspondence with Administrator M regarding
Resident 5's POA contact attempts in 2023,
Administrator M reported that that had occurred
prior to him/her working with the provider.
Administrator M reported s/he didn't see anything
in the provider's electronic platform system
regarding an ISP review having been conducted
or attempted with POA NN but that it didn't mean
evidence didn't exist. Administrator M reported
s/he wanted to follow up with Administrator's
Assistant B and have him/her look through his/her
e-mails. Surveyor gave a deadline of the end of
the day on 02/11/2025 to receive any additional
evidence. Nothing further was received.

Example 2. Resident 11's oxygen
use/administration

On 01/23/2025 at 8:15 A.M., Surveyor observed
Resident 11 seated in an automatic, scooter-type
wheelchair at a dining table eating Cheerios-like
cereal from a bowl.

On 01/23/2025 at 2:35 P.M., Surveyor received
Resident 11's demographic information, Resident
11's current and updated individual service plans
[ISPs], observation/caregiver notes, and Resident
11's December 2024 and January 2025 MARs, as
requested from Administrator M.

Resident 11 was admitted to the facility on
12/22/2023, had diagnoses including atrial
fibrillation, hypertension, and was receiving
additional services from a hospice agency.
Resident 11's current ISP dated 11/04/2024 and
an additional, unsigned ISP (dated 01/23/2025)
did not address Resident 11's oxygen use
and/administration.

Resident 11's "observations" documentation
01/07/2025 at 1:45 P.M. included, "Staff could tell
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that [Resident 11] had shortness of breath, so
[s/he] was put on [his/her] oxygen tank
[presumably administered oxygen]. [Resident 11]
said breathing is a lot better. [Resident 11's
hospice agency] nurse came and gave [him/her]
bath and changed [his/her] clothes."

Resident 11's December 2024 and January 2025
MARSs did not include an order, rationale, or
directions for use of oxygen.

On 02/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M. Administrator
M told Surveyor Resident 11 also had an order for
oxygen therapy provided by Resident 11's
hospice agency, including for use when
experiencing behaviors such as shortness of
breath associated with Resident 11's diagnoses
of anxiety. Administrator M told Surveyor s/he
reviewed and realized Resident 11's ISP had not
been updated with Resident 11's order for oxygen
administration.

Example 3: Resident 15's catheter removal and
behaviors associated with bowel and bladder
incontinence

On 01/23/2025 at 1:00 P.M., Surveyor observed
Resident 15 with his/her eyes closed in his/her
bed located in his/her room.

On 01/23/2025 at 1:03 P.M., Surveyor conducted
an interview with Caregiver RR regarding
Resident 15. Caregiver RR told Surveyor
Resident 15 had diagnoses including dementia
and tends to stay in bed most of the time.
Caregiver RR told Resident 15 is incontinent,
wears incontinent briefs, and urinates on the floor
in his/her room. Caregiver RR said s/he told
Administrator's Assistant KK about Resident 15
urinating on the floor this morning. Caregiver RR
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said Resident 15 does not have his/her own
bathroom in his/her room, and was supposed to
use the shared bathrooms located in the facility's
hallways.

On 01/29/2025 and 01/30/2025, Surveyor
received Resident 15's demographic information,
Resident 15's current ISP, Resident 15's
December 2024 and January 2025, and Resident
15's observation/caregiver notes as requested
from Administrator M.

Resident 15 was admitted to the facility on
09/11/2024, and had diagnoses including benign
prostatic hyperplasia (enlargement), dementia,
and chronic kidney disease.

Resident 15's current ISP dated 11/06/2024
included Administrator's Assistant B signature
and, "[Resident 15] will pull [his/her] catheter out,
sometimes several times a day. Staff to monitor
and update behaviors to management." Resident
15's ISP included, "Home health to follow up with
catheter care." Resident 15's ISP included,
"[Resident 5] requires partial assistance from staff
to complete toileting tasks. Reminders to where
the bathroom is, hour checks to ensure [s/he]
remembers where the bathroom is." Resident
15's ISP included, "[Resident 15] needs to be
monitored for elopement risk. Wanders around
facility."

Resident 15's "observations" documentation
including the following:

*12/13/2024 at 6:15 A.M. included, "[Resident
15] urinated on some other resident's clothing."
*12/16/2024 at 4:15 A.M. included, "Walked in on
[Resident 15] attempting to urinate on some
clothes by [his/her] door. Escorted [Resident 15]
to the bathroom."

*12/17/2024 at 6:45 A.M. included, "[Resident
15] had a bowel movement in the sink of
bathroom A."
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*12/17/2024 at 10:30 A.M. included, "[Resident
15] went in another [unidentified resident's] room
and took off [his/her] clothes and used the
bathroom in [his/her] room. [Resident 15] also
had a BM [bowel movement] on [unidentified
resident's] bed and was putting on [unidentified
resident's] clothes."

*12/17/2024 at 12:30 P.M. included, "Just before
lunch [Resident 15] was caught using the
bathroom and [sic] the hallway."

*12/22/2024 at 6:45 A.M. included, "[Resident
15] had a bm on [his/her] bedroom floor.
[Resident 15] used [Resident 5's] sock as toilet
paper. Sock was not salvageable."
*12/22/2024 at 1:30 P.M. included, "[Resident
15] has been [having bowel movements] all
morning and afternoon and won't [sic] sit on the
toilet. [Resident 15] will also become very
aggressive verbally to staff when [Resident 15]
was getting change [sic] [Resident 15] balled
[his/her] fist up and was trying to punch
[Caregiver CC] and [Resident 15] has use[d] the
restroom on the floor at least four times today."
*12/24/2024 at 9:15 A.M. included, "Keep [sic]
going in people [sic] room [sic] take [sic] people
[sic] clothes peeping [sic] in people [sic] room
[sic] keep going in the kitchen [having bowel
movement] in the sink in the bathroom [having
bowel movement] in people [sic] bed every day is
the same thing you [caregiver] have to keep
following [him/her] around and still have to deal
with other residence [sic]."

*12/31/2024 at 8:30 A.M. included, "Still peeing
[urinating] in other residence [sic] room taking
there [sic] cloths [sic] and leaving [his/her] cloths
[sic] and taking there [sic] going in the kitchen
eating employees food now."

*01/03/2025 at 3:00 A.M. included, "[Resident
15] urinated on [his/her] floor and trashed
[his/her] room."
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*01/05/2025 at 10:15 A.M. included, "[Resident
15] had a BM in the back bathroom. It was all
over toilet, floor, and sink."

*01/14/2025 at 12:00 A.M. included, "[Resident
15] eating a bowl of shredded cheese and
drinking a cup of milk."

*01/22/2025 at 8:00 P.M. included, "When staff
went to go check on [Resident 15], [Resident 15]
was found laying in [his/her] bed with no
[incontinence brief] or pants on. [Resident 15]
likes to take [his/her] [incontinence brief] off and
forgets to put another one on. Bed sheets and
[Resident 15] was changed because [Resident
15] had a BM."

*01/23/2025 at 6:30 A.M. included, "[Resident
15] urinated on the floor. Floor was mopped."

On 2/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M. Administrator
M told Surveyor Resident 15's urinary catheter
was discontinued after Resident 15's ISP was
developed in November 2024 and had not been
updated. Administrator M said Resident 15's
behavior of urinating and defecating in
inappropriate locations was just presenting as an
issue and becoming more consistent after
01/23/2025, a discrepancy based on Resident
15's "observations" documentation of these
behaviors since Surveyor's review of
documentation after 12/13/2024. Administrator M
said the facility staff were still trying to figure out if
Resident 15's behavior was associated with
anything specific because every behavior has a
reason.

Administrator M told Surveyor Resident 15's
Legal Guardian EEE had been provided a copy
via email of Resident 15's ISP following the ISP's
development in November 2024 but the facility
had not received a signature back from Legal
Guardian EEE. Surveyor asked Administrator M
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to provide Surveyor with documentation of the
date(s), to whom it was sent, and any "good faith"
follow up effort by the facility to receive Legal
Guardian EEE's signature. During an interview
with Administrator M and Consultant MM on
02/20/2025 at 1:00 P.M., Administrator M told
Surveyor s/he was unable to forward the email
sent to Legal Guardian EEE for Resident 15's ISP
signature to Surveyor for some reason, as
requested. Administrator M told Surveyor s/he
would try to take a screen shot of the email and
forward it to Surveyor right after this meeting on
02/20/2025. As of 02/24/2025, Surveyor did not
receive this documentation, as requested.

On 02/20/2025 at 1:00 P.M., Surveyors
conducted an interview with participants including
Administrator M and Consultant MM.
Administrator M said s/he, Consultant MM,
Administrator's Assistant B and Administrator's
Assistant KK went through the resident ISPs to
make sure they were signed and the "paper work
piece was better." Administrator M said s/he,
Consultant MM, Administrator's Assistant B, and
Administrator's Assistant KK had put a lot of
energy into this facility. Administrator M said
"oversight in the facility" was provided by
Administrator M, Administrator's Assistant B, and
Administrator's Assistant KK in response to the
issuance of SOD OCCY12, including this
noncompliance, and to forward a "formal notice
that Cottages of Madison Applewood is in
substantial compliance" to the department on
12/13/2024.

Summary: The provider did not ensure that at
least annually or when there were changes in
resident needs the individual service plan (ISP)
for 3 residents was reviewed and revised with
input from the resident or legal representative,
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Continued From page 76

case manager, resident care staff, and other
service providers as appropriate.

Cross Reference:

NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

N0408 DHS 83.37(1)(i) PRN Psychotropic
Medication

83.36(2) Maintain current written staffing
schedule

Staffing schedule. The CBRF shall maintain a
current written schedule for staffing the CBRF.
The schedule shall include each employee ' s full
name, job assignment and time worked.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure that a current written
schedule for the CBRF's staffing was maintained
that contained employees' time worked and job
assignment.

This requirement is being cited for the second
time. See Statement of Deficiency (SOD)
OCCY12, issued 10/29/2024.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
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SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0399 DHS 83.36(2)
Maintain Current Written Staffing Schedule" was
documented.

The provider is licensed to serve up to 16
non-ambulatory residents in the client groups of
emotionally disturbed/mental iliness, physically
disabled, irreversible dementia/Alzheimer's, and
advanced aged.

On 01/23/2025, at approximately 9:57 am.,
Surveyor requested the January staff schedule
from Administrator M.

On 01/23/2025 at 1:42 p.m., Surveyor conducted
an interview with Resident 2. Resident 2 told
Surveyor s/he observed no caregiver on duty
within the facility during the night shift
(approximately between 11:00 P.M. to 7:00 A.M.).
Resident 2 told Surveyor s/he was unable to
provide Surveyor with an exact date of this
observation, but s/he was unable to find anyone
working in the facility during that night. Resident
2 told Surveyor things were bad when the
Surveyors were not present at the facility, the
caregivers do no care for the residents living at
the facility.

On 01/23/2025, Surveyor reviewed the staff
schedule from 01/05/2025 - 01/23/2025. The
schedule showed that for caregiving staff, shifts
were broken into first, second, and third, with first
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shift as occurring from 7:00 a.m. - 3:00 p.m.,
second shift from 3:00 p.m. - 11:00 p.m., and
third shift from 11:00 p.m. - 7:00 a.m. Surveyor
observed that each shift totaled 8.0 hours.
Surveyor observed that the schedules for
caregiving staff were formatted such that they
documented the employee's name, the shift time,
the building worked, and the position worked. For
each day of the month, listed in separate
columns, the number of hours worked was
documented.

Surveyor observed that for occasions when
caregiving staff were documented as working

less than 8 hours (less than a full shift), the
specific times they worked within the shift was not
documented. This included the following:

- 01/10/2025: Caregiver AA documented as
working 7.8 hours from 11:00 p.m. until 7:00 a.m.
on 01/11/2025, no specific time worked
documented

- 01/20/2025: Caregiver CC documented as
working 7.8 hours from 11:00 p.m. until 7:00 a.m.
on 01/20/2025, no specific time worked
documented

During both the above timeframes, no other staff
were documented as working.

At approximately 4:05 p.m., Surveyor interviewed
Administrator M and requested additional
evidence be sent specifying the schedules
worked for the above days.

On 01/24/2025, Surveyor reviewed the additional
records sent by Administrator M. Each of the 2
above days in question were on separate records.
The schedule provided for 01/10/2025
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documented that Caregivers K and Y worked
3:00 p.m. - 11:00 p.m., and that Caregiver AA
worked from 11:15 p.m. until 7:00 a.m. on
01/11/2025. No one was documented as working
from 11:00 p.m. until 11:15 p.m. The schedule
provided for 01/20/2025 documented that
Caregivers TT and UU worked 3:00 p.m. - 11:00
p.m. and that Caregiver CC was to work from
11:00 p.m. until 7:00 a.m. on 01/21/2025. No one
was documented as working from 11:00 p.m. until
11:15 p.m.

Between the 2 versions of schedules provided,
Surveyor was unable to verify who worked from
11:00 p.m. - 11:15 p.m. on 01/10/2025 and
01/20/2025.

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Surveyor asked who worked on
the above dates/times and where that information
was documented, to which Administrator M
replied that s/he would need to confirm
scheduling with Administrator's Assistant B
because Administrator's Assistant B deals with
scheduling and timecards and could explain
better. Administrator M reported s/he thought s/he
could send a different version of the schedule
which would show the times worked by the end of
the day.

On 02/11/2025, Surveyor reviewed the additional
documents sent via e-mail by Administrator M at
3:35 p.m. In Administrator M's e-mail, s/he
documented, "Here are the timecards for
caregivers who were present from 11am to 11:15
pm on Jan 10th and Jan 20th. Jan 10th,
[Caregiver K] and [Caregiver AA], and on Jan
20th, [Caregiver VV] ..."
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The attachment provided included the timecards
for Caregivers K, AA, and VV. The timecard
records documented that for 01/10/2025,
Caregiver K's "Out" time was 11:10 p.m. and
Caregiver AA's "In" time was 11:13 p.m. The
timecard record for 01/20/2025 documented that
Caregiver VV worked 3:02 p.m. - 11:24 p.m. but
did not specify a building that s/he worked from
the provider's 3 separately-licensed CBRFs within
the same community. In referencing the previous
staff schedules provided (both the schedule
provided on site and the standalone schedule on
01/20/2025), Caregiver VV was not documented
as having worked. In reviewing the first schedule
provided while Surveyors were on site (that
showed 01/05/2025 - 01/23/2025), Caregiver VV
was not documented as having worked through
the month of January. In reviewing the staff roster
provided when Surveyors were onsite on
01/23/2025, Caregiver VV was not documented
as being a staff member.

Surveyor reviewed medication administration
records (MARSs) for residents for January and
observed Caregiver VV as having documented
administering Resident 17's 5:00 p.m.
medications on 01/10/2025 as well as on
01/12/2025. From the first staff schedule
provided and secondary one specifically for
01/10/2025, Caregiver VV was not documented
as having worked.

On 02/12/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. As part of the interview, a
discussion was had about Resident 12's
oxycodone administration, in which Administrator
M reported s/he had conducted a follow up
interview with Caregiver VV in addition to 2 other
staff because "they pass meds back there
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[Cottages of Madison Applewood] a lot." When
Surveyor shared the concern that Caregiver VV
was not identified on any staff schedule as having
worked, Administrator M replied, "Oh, [s/he]'s
not?" Administrator M reported that it was a miss
on their part for Caregiver VV not having been on
the staff schedule. When asked where on
Caregiver VV's timecard it verified that s/he
worked at the Applewood building, Administrator
M confirmed that the staff timecards don't say
which of the 3 of the provider's separately
licensed CBRFs they worked in, and that was
where the schedule piece would show what
building they worked in. Administrator M reported
that to clarify the issue s/he would have to go
back and look directly on the provider's
scheduling platform to see what was going on.

According to Wis. Admin Code § DHS 83.36(1)
(a), "The CBREF shall provide employees in
sufficient numbers on a 24-hour basis to meet the
needs of residents." Between the first and second
staff schedules provided, as well as the timecard
data then subsequently provided, Surveyor was
unable to verify the staff who was on duty at the
facility on 01/10/2024 from 11:10 p.m. - 11:13
p.m. or on 01/20/2024 from 11:00 p.m. - 11:15
p.m. due to the lack of identified staff. In addition,
Caregiver VV, who was identified by Administrator
M as well as by Resident 17's medication
administration record as having worked at the
facility, was not documented on the schedules as
having a job assignment at the Applewood
building.

Cross Reference:
NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws
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Continued From page 82
83.37(1)(i) PRN psychotropic medication.

As needed (PRN) psychotropic medication.
When a psychotropic medication is prescribed on
an as needed basis for a resident, the CBRF
shall do all of the following: 1. The resident's
individual service plan shall include the rationale
for use and a detailed description of the
behaviors which indicate the need for
administration of PRN psychotropic medication.
2. The administrator or qualified designee shall
monitor at least monthly for the inappropriate use
of PRN psychotropic medication, including but not
limited to, use contrary to the individual service
plan, presence of significant adverse side effects,
use for discipline or staff convenience, or contrary
to the intended use. 3. Documentation in the
resident ' s record shall include the rationale for
use, description of behaviors requiring the PRN
psychotropic medication, the effectiveness of the
medication, the presence of any side effects, and
monitoring for inappropriate use for each PRN
psychotropic medication given.

This Rule is not met as evidenced by:

Based on record review, interview, and
observation, the provider did not ensure that the
individual service plans (ISPs) for 3 residents
reviewed, who were prescribed as needed (PRN)
psychotropic medication, included the rationale
for use and detailed description of the behaviors
indicating the need for its administration, that the
administrator or qualified designee monitored at
least monthly for the inappropriate use of it, and
documentation in each resident's record included
rationale for use, description of behaviors
requiring the PRN psychotropic medications, the
effectiveness of the medication, and the presence
of any side effects.
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Continued From page 83

Resident 17 was prescribed PRN olanzapine and
lorazepam, but Resident 17's ISP did not contain
information about either medication. One
psychotropic review identified no use of his/her
psychotropic medication despite 1 administration
of his/her PRN lorazepam having had occurred
during its review period. Observation of Resident
17's PRN lorazepam medication card identified 2
punched out tablets with correlating written dates.
The administrations of them, and by extension,
the need for them and Resident 12's response,
were not documented in his/her MARs.

Resident 15's ISPs did not include the rationale
for the use and detailed description of Resident
15's behaviors associated with a diagnosis of
anxiety which indicated the need for
administration of PRN (as needed) lorazepam.
Resident 15 was administered prescribed PRN
lorazepam on 12/21/2024 at 10:14 A.M. and the
documentation did not include the rationale for
use and description of Resident 15's behaviors
requiring the administration of Resident 15's PRN
lorazepam. Facility Nurse N was not aware of and
did not include this dose of Resident 15's
lorazepam within Resident 15's monthly
psychotropic review during this time frame.

Resident 11's ISPs did not include the rationale
for the use and detailed description of Resident
11's behaviors associated with a diagnosis of
anxiety which indicated the need for
administration of PRN (as needed) lorazepam.
Six doses removed, missing from Resident 11's
PRN lorazepam supply after 12/11/2024 through
01/23/2025 were not documented within Resident
11's record as having been administered to
Resident 11. Facility Nurse N was not aware of
and did not include these 6 doses of Resident
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Continued From page 84

11's lorazepam within Resident 11's monthly
psychotropic review during this time frame.

This requirement is being cited for the second
time. See Statement of Deficiency (SOD)
OCCY12, issued 10/29/2024.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0408 DHS 83.37(1)(i)
PRN Psychotropic Medication" was documented.

Example 1: Resident 17's ISP for PRN
lorazepam information, PRN psychotropic review,
and administration of 2 PRN lorazepam doses

On 01/23/2025 at approximately 11:04 A.M.,
Surveyor observed Administrator M remove
Resident 17's individual lorazepam 0.5 mg
[milligram] 'bubble pack card' containing 28 of 30
tablets from the facility's medication cart.
Administrator M and Surveyor reviewed Resident
17's lorazepam "bubble pack card" including the
pharmacy label affixed to the card. The
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pharmacy label included the practitioner's order,
"Take 1 tablet by mouth twice a day as needed for
anxiety/agitation." The pharmacy label included a
pharmacy date of "12/31/2024." Surveyor
observed the card's 'bubble’ identified as "1" was
open, empty of medication, and documentation
on the right side of this "bubble" included "1-13
[01/13/2025]" and an unidentified caregiver's
initials. Surveyor observed the card's "bubble"
identified as "2" was open, empty of medication,
and documentation on the right side of this
"bubble" included, "1-21 [01/21/2025]" and an
unidentified caregiver's initials. Photos 41 and 42.

On 01/23/2025, at approximately 2:05 p.m.,
Surveyor requested from Administrator's
Assistant B as part of Resident 17's record
his/her current and most recently reviewed and
signed ISP.

On 01/23/2025, Surveyor reviewed Resident 17's
record. Resident 17 was admitted to the provider
on 09/05/2024 with diagnoses including mild
neurocognitive disorder and Alzheimer's disease.
Resident 17's prescriptions included the following
PRN psychotropic medications:

- Lorazepam 0.5 mg tablets (active as of
01/02/2025) with instructions to, "Take 1 tablet by
mouth twice a day as needed for
anxiety/agitation."

- Olanzapine 2.5 mg tablets (active as of
09/05/2024) with instructions to, "Take 1 tablet by
mouth daily as needed for agitation."

Surveyor reviewed Resident 17's medication
administration records (MARs) from 12/13/2024
through 01/23/2025 and observed no
documented entries of olanzapine or lorazepam
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Continued From page 86

administrations. Surveyor reviewed 2 ISPs that
were provided for Resident 17, one dated and
signed on 09/11/2024, and one dated 01/23/2025
(day of survey). Neither contained information
regarding his/her olanzapine or lorazepam.
Surveyor reviewed Resident 17's observation
notes from 12/13/2024 - 01/23/2025. No entries
on or around 01/13/2025 or 01/21/2025
documented use of his/her lorazepam. An entry
on 01/13/2025 documented, "Went out today with
[his/her] [family member] got a hair cut and came
back and got a shower." An entry on 01/21/2025
documented, "[Resident] would not let staff give
[him/her] a shower tonight." No other entries on
those 2 days were made.

On 01/29/2025, at approximately 10:55 a.m.,
Surveyor requested from Administrator M the
psychotropic review conducted for Resident 17 in
December and January.

On 01/30/2025, Surveyor reviewed the 2 PRN
psychotropic records provided. The first was a
PRN psychotropic review dated 12/10/2024 (prior
to Surveyor's review period). That psychotropic
review documented that the next review date was
due 01/10/2025. The second psychotropic review
was dated as completed on 01/16/2025 by
Facility Nurse N. Surveyor observed that this
review occurred after 1 administration of Resident
17's lorazepam, as observed from his/her
lorazepam card onsite. Under the "Evaluation"
section, boxes for "No Changes Needed" and
"Apears [sic] Controlled" were checked. An
additional comment documented: "No prn
psychotropic used this month."

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported s/he

{N 408}

STATE FORM

6899

OCCY13

If continuation sheet 87 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0017703

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
02/24/2025

NAME OF PROVIDER OR SUPPLIER

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

{N 408}

Continued From page 87

was not aware that staff had administered
Resident 17's lorazepam. Administrator M
confirmed s/he could see from the MAR that
there was no documentation of the administration
of Resident 17's lorazepam. Administrator M
reported that Facility Nurse N would not have
been aware of Resident 17's lorazepam use as
well because s/he only looks at MARs when
conducting his/her PRN psychotropic reviews and
not at medication cards to see if tablets had been
punched out. Administrator M reported that it
would have been the responsibilities of
Administrator's Assistant KK, who was still in
training, and Administrator's Assistant B for
updating residents' ISPs with the required PRN
psychotropic medication information.
Administrator M reported s/he was unaware that
information regarding Resident 17's PRN
olanzapine and lorazepam was not in his/her ISP.

Example 2: Resident 15's PRN lorazepam

On 01/23/2025 at 1:00 P.M., Surveyor observed
Resident 15 with his/her eyes closed in his/her
bed located in his/her room.

On 01/29/2025 and 01/30/2025, Surveyor
received Resident 15's demographic information,
Resident 15's practitioner's orders, Resident 15's
current ISP, Resident 15's December 2024 and
January 2025, and Resident 15's
observation/caregiver notes as requested from
Administrator M.

Resident 15 was admitted to the facility on
09/11/2024, and had multiple diagnoses including
"chronic pain due to trauma" and major
depressive disorder. Resident 15 has a legal
guardian, Legal Guardian EEE.

Resident 15's current ISP dated 11/06/2024
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Continued From page 88

included Administrator's Assistant B signature
and included, "[Resident 15] has diagnoses of
anxiety and depression. [Resident 15] has PRN
medication to assist with these diagnoses.
[Resident 15's] doctor is keeping track of the
symptoms and diagnoses. Monitor [Resident 15]
and report changes to management." Resident
15's ISP included, "[Resident 15] has lorazepam
as needed for anxiety. [Resident 15]/staff will try
to take a walk, talk about what's [sic] making
[him/her] anxious, or go outside and have a
cigarette. If this does not work to calm [his/her]
anxiety down, staff will administer a lorazepam.
Monitor resident and report to management.”
Resident 15's ISP did not include the rationale for
use and detailed description of the behaviors
indicating the need for Resident 15's prescribed
administration of "as needed" lorazepam.
Resident 15's practitioner's orders included the
following medications to be administered to
Resident 15:

* Lorazepam 1 mg, "Take 1 tablet by mouth every
four hours, as needed, for anxiety."

Resident 15's December 2024 MAR included
documentation of administration of Resident 15's
prescribed lorazepam on 12/21/2024 at 10:14
A.M. The documentation included, "Gave
[Resident 15] a snack and water, walked
[him/her] around the building to [his/her] room."
The documentation did not include the rationale
for use and description of Resident 15's
behaviors requiring the administration of Resident
15's PRN lorazepam.

On 01/23/2025 at approximately 11:45 A.M.,
Administrator M and Surveyor reviewed Resident
15's "PRN psychoactive medication monthly
evaluation...completed on 01/16/2025" and
Resident 15's previous "PRN psychoactive
medication monthly evaluation...completed on
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Continued From page 89

12/10/2024" on Administrator M's laptop.
Administrator M told Surveyor and Surveyor
observed both evaluations were documented as
being completed by Facility Nurse N, as
documented. Administrator M told Surveyor
Resident 11's PRN psychoactive medication
monthly evaluation dated 01/16/2025 would have
included the time frame between 12/10/2024 and
01/16/2025. The documentation included
Resident 15 did not use PRN lorazepam
medication during this time frame, as discrepancy
with Resident 15's December MAR
documentation.

On 2/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M. Administrator
M told Surveyor the specific behaviors associated
with Resident 15's practitioner's order for "as
needed" lorazepam included becoming verbally
agitated, Resident 15 will say "No, get away from
[Resident 15]." Administrator M said caregivers
should try to talk with Resident 15 to decrease
his/her stress and/or agitation. Administrator M
said s/he reviewed Resident 15's ISP and
realized Resident 15's specific behaviors
associated with Resident 15's "as needed"
lorazepam were not included on Resident 15's
ISP. Administrator M said Resident 15's ISP had
been updated after 01/23/2025 to address
Resident 15's behaviors.

Administrator M told Surveyor Facility Nurse N
only reviewed Resident 15's electronic MAR when
conducting monthly PRN psychotropic reviews,
so s/he was not aware of the dose of "as needed"”
lorazepam administered to Resident 15 on
12/21/2024.

Example 3: Resident 11's PRN lorazepam

On 01/23/2025 at approximately 11:02 A.M.,
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Surveyor observed Administrator M remove
Resident 11's individual lorazepam 0.5 mg
'bubble pack card' containing 8 of 14 tablets from
the facility's medication cart. Administrator M and
Surveyor reviewed Resident 11's lorazepam
"bubble pack card" including the pharmacy label
affixed to the card. The pharmacy label included
the practitioner's order, "Take 1 tablet by mouth
daily as needed." The pharmacy label included a
pharmacy date of "11/13/2024." Surveyor
observed the card's 'bubble’ identified as "14"
was open, empty of medication, and
Administrator M's documentation on the right side
of this "bubble" included "12-11 [12/11/2024]."
Surveyor observed the card's "bubble" identified
as "13" was open, empty of medication, and
documentation on the right side of this "bubble"
included, "12-15 [12/15/2024]" and an unidentified
caregiver's initials. Surveyor observed the card's
"bubble" identified as "12" was open, empty of
medication, and documentation on the right side
of this "bubble" included, "12-16 [12/16/2024]"
and an unidentified caregiver's initials. Surveyor
observed the card's "bubbles" identified as "11,"
"10," and "9" were open, empty of medication,
and no documentation associated with these
removed medications/empty "bubbles."

Photos 43 and 44.

On 01/23/2025 at 2:35 P.M., Surveyor received
Resident 11's demographic information, Resident
11's practitioner's orders, Resident 11's current
and updated individual service plans [ISPs],
Resident 11's December 2024 MAR and January
2025 MAR, and observation/caregiver notes as
requested from Administrator M.

Resident 11 was admitted to the facility on
12/22/2023, had diagnoses including Parkinson's
disease, and was receiving additional services
from a hospice agency.
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Resident 11's current ISP including Administrator
M's signature and dated 11/04/2024 and an
additional, unsigned ISP (dated 01/23/2025)
included, "Staff to administer all medications as
prescribed by doctor." Resident 11's ISPs
included, "PRN psychotropic medication...staff to
administer medications as prescribed by
doctor...to received desired outcomes of
psychotropic medications." Resident 11's ISPs
did not include the rationale for use and detailed
description of the behaviors indicating the need
for Resident 11's prescribed administration of "as
needed" lorazepam.

Resident 11's practitioner's orders included the
following medication "active as of 11/24/2024" to
be administered to Resident 11:

* Lorazepam 0.5 mg, "Take 1 tablet by mouth
daily, as needed."

Surveyor reviewed Resident 11's December 2024
and January 2025 MARs through 01/23/2025 and
there was no documentation of administration of
Resident 11's lorazepam 0.5 mg "as needed."
Surveyor reviewed Resident 11's December 2024
through 01/23/2025 "observations"
documentation and there was no documentation
associated with the administration of Resident
11's prescribed "as needed" lorazepam. An
"observations" documentation on 01/07/2025 at
1:45 P.M. included, "Staff could tell that [Resident
11] had shortness of breath, so [s/he] was put on
[his/her] oxygen tank [presumably administered
oxygen]. [Resident 11] said breathing is a lot
better. [Resident 11's hospice agency] nurse
came and gave [him/her] bath and changed
[his/her] clothes."

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL regarding
Resident 11's lorazepam medication. Pharmacy
Staff LL told Surveyor a "bubble pack card"
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containing 14 tablets of lorazepam 0.5 mg was
last delivered to the facility on 11/13/2024.
Pharmacy Staff LL told Surveyor the facility was
required to request refills from the pharmacy as
delivery of this medication was not an automatic,
cycle fill medication. Pharmacy Staff LL said the
pharmacy had not received any further requests
from the facility after 11/13/2024 for this
medication.

On 02/04/2025 at 8:35 A.M., Surveyor conducted
an interview with Resident 11's Hospice Nurse
DDD. Hospice Nurse DDD said s/he was aware
of Resident 11's lorazepam 0.5 mg "as needed"
order. Hospice Nurse DDD said Resident 11's
had a diagnosis of anxiety which manifests as
perseveration on and becoming physically upset
about his/her concerns with caregivers and
politics. Hospice Nurse DDD said Resident 11
will continue to talk about his/her concerns and
can become increasingly short of breath and
fidgety until s/he was provided with redirection to
focus on something else. Hospice Nurse DDD
said Resident 11 was "very hesitant" to take the
"as needed" lorazepam, as ordered.

On 01/23/2025 at approximately 11:45 A.M.,
Administrator M and Surveyor reviewed Resident
11's "PRN psychoactive medication monthly
evaluation...completed on 01/16/2025" and
Resident 11's previous "PRN psychoactive
medication monthly evaluation...completed on
12/10/2024" on Administrator M's laptop.
Surveyor received an email from Administrator M
including both of these documents for Resident
11 on 01/29/2025 at 10:50 A.M., as requested.
Administrator M told Surveyor and Surveyor
observed both evaluations were documented as
being completed by Facility Nurse N.
Administrator M told Surveyor Resident 11's PRN
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psychoactive medication monthly evaluation
dated 01/16/2025 would have included the time
frame between 12/10/2024 and 01/16/2025. Both
documents included, "Lorazepam 0.5 mg tab
[tablet], take 1 tablet by mouth every 3 hours as
needed for anxiety/nausea/restlessness. Call
[Resident 11's hospice agency] prior to first dose.
Both documents included "anxiety" documented
as Resident 11's "reason medication prescribed"
and "anxiety, nausea, restlessness" documented
as "What behaviors were charted that warranted
use of this medication." The "Effectiveness: how
effective was medicament [sic] when it was used:
[Resident 11] did not use PRN psychotropic
medication during this month." Both documents
included no adverse reactions were experienced
by Resident 11, no changes were needed, and
"appears controlled." Both documents included
"What alternatives have been used or could be
used prior to or rather than medication:
redirection, 1:1." Both documents included, "I
[Facility Nurse N] have reviewed the following
medication: [followed by documentation of Facility
Nurse N's name and date evaluation completed].
The frequency in which Resident 11's "as
needed" lorazepam was to be administered, the
rationale for administration, and instruction to call
Resident 11's hospice agency were not included
in Resident 11's practitioner's order Surveyor
received from Administrator M on 01/23/2025 at
2:35 P.M.

On 2/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M. Administrator
M told Surveyor the specific behaviors associated
with Resident 11's practitioner's order for "as
needed" lorazepam included most commonly
shortness of breath and nausea. Administrator M
said s/he was not sure about nausea, however.
Administrator M told Surveyor Resident 11 was
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able to verbalize when s/he experiences
shortness of breath. Administrator M told
Surveyor Resident 11 also had an order for
oxygen therapy provided by Resident 11's
hospice agency. Administrator M said s/he
reviewed Resident 11's ISPs and realized not
including Resident 11's target behaviors and
alternative interventions associated with Resident
11's "as needed" lorazepam was an oversight,
something s/he missed including on Resident
11's ISPs. Administrator M told Surveyor
Resident 11 often declined the use of lorazepam
"as needed" for fear of addiction.

Administrator M said s/he realized Resident 11's
December 2024 and/or January 2025 MARs did
not include documentation of administration of
those 6 six doses removed from Resident 11's
"as needed" lorazepam 0.5 mg "bubble pack
card", as observed on 01/23/2025 with Surveyor.
Administrator M said s/he did not know why those
doses were not documented within Resident 11's
record and overseeing caregiver documentation
was "like herding cats."

Administrator M told Surveyor Facility Nurse N
only reviewed Resident 11's electronic MAR when
conducting monthly PRN psychotropic reviews,
so Facility Nurse N was not aware of the doses
removed from Resident 11's "bubble pack card"
and subsequently not documented if administered
to Resident 11 between December 2024 and
January 2025.

On 02/20/2025 at 1:00 P.M., Surveyors
conducted an interview with participants including
Administrator M and Consultant MM.
Administrator M said s/he, Consultant MM,
Administrator's Assistant B and Administrator's
Assistant KK went through the resident ISPs to
make sure they were signed and the "paper work
piece was better." Administrator M said s/he,
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Consultant MM, Administrator's Assistant B, and
Administrator's Assistant KK had put a lot of
energy into this facility. Administrator M said the
facility had "re-educated staff regarding
medication administration" and more "oversight in
the facility" was provided by Administrator M,
Administrator's Assistant B, and Administrator's
Assistant KK in response to the issuance of SOD
OCCY12, including this noncompliance, and to
forward a "formal notice that Cottages of Madison
Applewood is in substantial compliance" to the
department on 12/13/2024.

Summary: The provider did not ensure that the
individual service plans (ISPs) for 3 residents
reviewed, who were prescribed as needed (PRN)
psychotropic medication, included the rationale
for use and detailed description of the behaviors
indicating the need for its administration, that the
administrator or qualified designee monitored at
least monthly for the inappropriate use of it, and
documentation in each resident's record included
rationale for use, description of behaviors
requiring the PRN psychotropic medications, the
effectiveness of the medication, and the presence
of any side effects.

Cross Reference:

NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

NO0389 DHS 83.35(3)(d) Service Plans Updated
Annually Or On Changes

83.37(1)(j) Proof-of-use record.

Proof-of-use record. The CBRF shall maintain a
proof-of-use record for schedule Il drugs, subject
to 21 USC 812 (c), and Wisconsin ' s uniform
controlled substances act, ch. 961, Stats, that
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contains the date and time administered, the
resident ' s name, the practitioner ' s name, dose,
signature of the person administering the dose,
and the remaining balance of the drug. The
administrator or designee shall audit, sign and
date the proof-of-use records on a daily basis.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure proof-of-use records for
Resident 11's morphine tablets and Resident 12's
oxycodone tablets, both schedule Il drugs, were
maintained and audited on a daily basis.

There was no evidence that staff audited
Resident 11's as needed (PRN) morphine tablets
on 15 days from 12/13/2024 through 01/23/2025.

There was no evidence that staff audited
Resident 12's PRN oxycodone tablets on 14 days
from 12/13/2024 through 01/23/2025.

This requirement is being cited for the second
time. See Statement of Deficiency (SOD)
OCCY12, issued 10/29/2024.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
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- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0409 DHS 83.37(1)(j)
Proof-Of-Use Record" was documented.

On 01/23/2025, at approximately 11:10 A.M.,
Surveyor observed the medication cart with
Administrator M and identified from medication
cards Residents 11 and 12 as being prescribed
schedule Il medications on a PRN basis
(morphine 15 mg tablets and oxycodone 5 mg
tablets, respectively).

On 01/23/2025, at approximately 2:05 p.m.,
Surveyor requested from Administrator's
Assistant B all schedule Il medication counts for
Residents 11 and 12 from 12/13/2024 to the
current date.

At approximately 4:05 p.m., Surveyors
interviewed Administrator M. As part of this
interview, Surveyor reported that the schedule Il
medication counts for Residents 11 and 12, from
12/13/2024 to the current date, were still needed.
Surveyor requested from Administrator M all
schedule Il medication counts for Residents 11
and 12, including electronic and paper counts -
dependent on how the provider conducted their
counts - from 12/13/2024 to the current date, and
gave a deadline of 01/24/2025 at 5:00 p.m.

On 01/24/2025, Surveyor reviewed the record
sent via e-mail by Administrator M. The document
was titled "Inventory Count History" where staff
documented tablets added, tablets deducted, and
tablets counted for Resident 11's "morphine
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sul[fate] 15 mg tab[lets]]" and Resident 12's
"oxycodone 5mg tab[lets]." The inventory history
documented the date range as being from
12/13/2024 through 01/24/2025. The inventory
history from the provider's electronic record
system platform contained a "Count" column
where staff documented their counts of schedule
Il medication as well as a "Total" column where
the electronic record system maintained its own
count based on tablets issued/deducted (e.g.
such as for administration) and added (e.g. when
more tablets are received).

Example 1 - Resident 11's morphine

The inventory history for Resident 11's morphine
tablets, reviewed by Surveyor from 12/13/2024
through 01/23/2024, did not document any
entries, counts, or audits conducted for the
following 15 dates: 12/16/2024, 12/24/2024
through 12/27/2024, 12/29/2024 through
01/01/2025, 01/06/2025, 01/12/2025, and
01/17/2025 through 01/20/2025.

Example 2 - Resident 12's oxycodone

The inventory history for Resident 12's oxycodone
tablets, reviewed by Surveyor from 12/13/2024
through 01/23/2024, did not document any
entries, counts, or audits conducted for the
following 11 dates: 12/24/2024 through
12/26/2024, 12/29/2024 through 12/31/2024,
01/06/2025, and 01/17/2025 through 01/20/2025.

For the following additional 3 dates, staff
documented either deducting or adding
oxycodone tablets but did not document any
entries, counts, or audits conducted of the
amounts remaining: 12/16/2024, 12/27/2024, and
01/12/2025
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INTERVIEWS:

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported that the
medication passers were ideally responsible for
conducting schedule Il medication counts but that
sometimes management staff would get pulled in
to assist. Administrator M reported that it was
expected for schedule Il medication counts to be
conducted upon each shift (3 shifts per day).
Administrator M reported that it was the
responsibilities of the managers to oversee
counts/audits to ensure they are getting done,
and that also Facility Nurse N provided daily
oversight on narcotic medication counts. When
Surveyor discussed the concern of several days
of counts missing for Residents 11 and 12,
Administrator M reported that s/he was unaware
of this and that nothing was brought to his/her
attention regarding them. Administrator M
reported s/he wanted to go back to his/her team
for further review because s/he might have
additional records to account for the missing
counts. When Surveyor reiterated that all counts
were part of his/her request from 01/23/2024,
including any/all paper and electronic records,
Administrator M acknowledged understanding
and reported that s/he had sent what was in the
provider's electronic record system. Surveyor
gave a deadline of the end of that day,
02/11/2025, for Administrator M to submit any
additional records.

On 02/11/2025, Surveyor reviewed an e-mail sent
by Consultant MM, with Administrator M
carbon-copied, at 3:02 p.m. The e-mail
documented, " ...We were able to go over the
Narc questions - would you have time to discuss
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this, as it will need explaining prior to send it." At
approximately 3:16 p.m., Surveyor replied to both,
"Sure, give me a call." At approximately 3:19
p.m., Consultant MM replied, "Do you have first
thing in the morning? [Administrator M] is leaving
[due to personal reasons]." At approximately 3:21
p-m., Surveyor responded to both, "l will still need
all remaining records provided to me by the end
of the day today as we discussed earlier ..."

At approximately 3:40 p.m., Surveyor reviewed an
e-mail sent by Administrator M, which contained
records related to a separately discussed
regulation. Surveyor e-mailed both Administrator
M and Consultant MM at 3:48 p.m.: "Also, just to
clarify: [Consultant MM]'s e-mail seemed to me to
indicate that narcotic-related records would be
sent (apologies if I'm misunderstanding that)? If
this is the case, | just want to be clear | didn't
receive any other attachments other than the
timecard-related one in the last e-mail." At 3:50
p.m., Consultant MM replied to Surveyor (with
Administrator M carbon copied): "[Administrator
M] please send the items you have on this to
[Surveyor]." The e-mail was flagged as having
high importance.

Nothing further was provided.

Cross Reference:

NO0158 DHS 83.12(2)(a) Caregiver: Investigating
Abuse & Neglect

NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

83.37(1)(k) Medication error or adverse reaction.

Medication error or adverse reaction. 1. The
CBRF shall document in the resident ' s record
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any error in the administration of prescription or
over-the-counter medication, known adverse drug
reaction or resident refusal to take medication. 2.
The CBRF shall report all errors in the
administration of medication and any adverse
drug reactions to a licensed practitioner,
supervising nurse or pharmacist immediately.
Unless otherwise directed by the prescribing
practitioner, the CBRF shall report to the
prescribing practitioner, supervising nurse or
pharmacist as soon as possible after the resident
refuses a medication for 2 consecutive days.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure that it was reported to the
prescribing practitioner, supervising nurse, or
pharmacist when Resident 17 refused his/her
latanoprost eye drops for 2 consecutive days.
The provider did not report to Resident 2's
practitioner, supervising nurse, or pharmacist
when Resident 2 was not administered
prescribed aspirin for approximately 5 days in
January 2024, as documented.

Resident 17 was prescribed latanoprost eye
drops to treat his/her bilateral glaucoma. Resident
17 was documented in his/her medication
administration records (MARs) as having refused
his/her latanoprost eye drops from 12/16/2024
through 12/17/2024 (2 consecutive days) as well
as 01/16/2025 through 01/22/2025 (7 consecutive
days). Administrator M reported having followed
up Medical Provider SS, Resident 17's medical
provider and prescriber of the latanoprost, but
reported s/he did not have evidence of these
communications because they occurred via an
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in-person conversation in December and phone
conversation in January. Upon Surveyor
interviewing Medical Provider SS, s/he reported
s/he was unaware of Resident 17 refusing his/her
latanoprost in December or January, did not have
a record of Administrator M having called him/her
about Resident 17's latanoprost refusals, and
could not recall Administrator M specifically
speaking to him/her about Resident 17's
latanoprost refusals in December or January.
Medical Provider SS expressed concern in
Surveyor's interview about Resident 17 having
refused his/her latanoprost and that s/he would
follow up with Administrator M about Resident 17
scheduling a follow up eye evaluation to
determine if the refusals were having an effect on
his/her eyes.

This requirement is being cited for the second
time. See Statement of Deficiency (SOD)
UDWEF11, issued 02/19/2021.

Findings include:

According to the National Institute of Health's
National Library of Medicine, "latanoprost
ophthalmic is used to treat glaucoma (a condition
in which increased pressure in the eye can lead
to gradual loss of vision) ...it lowers pressure in
the eye by increasing the flow of natural eye fluids
out of the eye," (Source: National Institutes of
Health: National Library of Medicine, Latanoprost
Ophthalmic, August 15, 2023,
https://medlineplus.gov/druginfo/meds/a697003.h
tml (retrieval date - February 2, 2025).).

On 01/24/2025, Surveyor reviewed Resident 17's
record. Resident 17 was admitted to the provider
on 09/05/2024 with diagnoses including bilateral
absolute glaucoma and Alzheimer's disease.
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Resident 17 was documented as having an
activated power of attorney for healthcare (POA).
Resident 17's prescriptions included latanoprost
0.005% ophthalmic solution with instructions to,
"Instill 1 drop in both eyes every night at bedtime.
Surveyor reviewed Resident 17's MARs from
12/13/2025 - 01/23/2025 and observed that staff
documented Resident 17 refusing his/her
latanoprost eye drops on 12/16 and 12/17 (2
consecutive days) as well as 01/16/2025 through
01/22/2025 (7 consecutive days). None of the
notations within Resident 17's MARs documented
information about his/her latanoprost refusals
having been communicated with anyone.
Surveyor reviewed Resident 17's observation
notes from 12/13/2025 - 01/23/2025 but did not
observe any information about his/her latanoprost
refusals having been communicated with anyone.

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported s/he
was aware of Resident 17's latanoprost refusals
and had discussed them with Medical Provider
SS. Surveyor observed that Medical Provider SS
was the documented prescriber of Resident 17's
latanoprost eye drops. When asked for further
details of these discussions, Administrator M
reported s/he spoke with Medical Provider SS at
the end of December about Resident 17's
latanoprost refusals via face-to-face
conversation, and that s/he also updated Medical
Provider SS via phone call about Resident 17's
additional latanoprost refusals sometime between
01/29/2025 - 01/31/2025. Administrator M
confirmed s/he had no documentation or
evidence of this as they were in-person or phone
call discussions.

On 02/12/2025, at approximately 12:04 p.m.,
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Surveyor interviewed Medical Provider SS.
Medical Provider SS reported s/he was unaware
of any occasions that Resident 17 was refusing
his/her latanoprost and had not received any
messages about it. Medical Provider SS reported
s/he had been at the provider's facility on
12/31/2024, where s/he had spoken with
Administrator M about Resident 17 demonstrating
behaviors such as being restless at night and
his/her Seroquel (quetiapine) administration.
Medical Provider SS reported s/he had also been
onsite to evaluate Resident 17 on 01/09/2025
(after a fall s/he experienced) and 01/31/2025
and did not recall Administrator M discussing
Resident 17's latanoprost refusals at any point in
December or January. Medical Provider SS
reported that when a call come into the clinic,
there was documentation of it because the call
would be received by staff answering the phone
who then would transcribe it and send it as a
message to the necessary clinician. Medical
Provider SS reported s/he could not find
documentation of any calls from staff regarding
Resident 17's latanoprost. Medical Provider SS
reported s/he was concerned upon hearing about
Resident 17's latanoprost refusals from Surveyor
because it was prescribed to treat his/her
glaucoma, and s/he would want him/her to have a
further eye evaluation to see if his/her refusals
were having an effect on his/her eyes. Medical
Provider SS reported s/he planned to touch base
with Administrator M to communicate his/her
desire to have Resident 17 schedule a follow-up
evaluation of his/her eyes.

Example 2: Resident 2
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On 01/23/2025 at 9:06 A.M., Surveyor observed
Administrator's Assistant KK dispense several
medications scheduled during morning
medication pass including 1 tablet of aspirin 81
mg (milligram).

On 01/23/2025 at 2:40 P.M., Surveyor received
Resident 2's demographic information, Resident
2's practitioner's orders, Resident 2's current ISP,
Resident 2's December 2024 and January 2025,
and observation/caregiver notes as requested
from Administrator M.

Resident 2 was admitted to the facility on
01/08/2024, and had diagnoses including
vascular dementia and diabetes.

Resident 2's current ISP dated 07/17/2024
included Administrator's Assistant B signature
and, "[Resident 2] self administers own
medication and staff supervises." On 02/17/2025
at 8:33 A.M., Administrator M told Surveyor
documentation of "[Resident 2] self administers
own medication and staff supervises" on
Resident 2's ISP was "inadvertently checked" by
Administrator's Assistant B and caregivers
administer all of Resident 2's medications.
Resident 2's practitioner's orders included the
following medication to be administered to
Resident 2:

* aspirin low (dose) 81 mg, "Take 1 tablet by
mouth daily."

Resident 2's December 2024 MAR included daily
administration documentation for 31 of 31
potential doses of Resident 2's prescribed aspirin
tablet. Resident 2's January 2025 MAR included
documentation Resident 2's aspirin tablet was not
administered by Caregiver V, as ordered, on
01/02/2025, 01/03/2025, 01/04/2025, 01/05/2025,
and 01/07/2025 related to, "Medication not
available, has been reordered." Despite
Caregiver V's documentation of this medication
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not being available between 01/02/2025 and
01/07/2025, Caregiver F documented
administration of Resident 2's aspirin tablet, as
ordered, on 01/06/2025 and on 01/08/2025.

On 02/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M including the 5
doses of aspirin 81 mg documented as not
administered to Resident 2 between 01/02/2025
and 01/07/2025. Administrator M told Surveyor
there may have been an issue with timing of
Resident 2's cycle-fill for this medication, but s/he
was not sure. Administrator M said s/he would
have to go back and check documentation
regarding the cycle-fill and double check any
documentation regarding communication with
Resident 2's practitioner. At 2:25 P.M., Surveyor
received an email from Administrator M included,
"I [Administrator M] have requested additional
documentation from the pharmacy regarding the
4 days of Aspirin not being available.
[Administrator's Assistant KK] stated [s/he] called
the PCP [primary care practitioner] to inform them
that the medication was not delivered in cycle fill."
On 02/19/2025 at 1:31 P.M., Surveyor sent an
email request to Administrator M to follow-up on
the following previous request, "Please forward
any documentation/information you [Administrator
M] received from the pharmacy [regarding
Resident 2's aspirin 81 mg, as discussed]" and
"Please forward documentation in regard to this
[Administrator's Assistant KK's] communication
with the PCP, as requested. Please include the
date completed, information shared/response
from PCP, and name of PCP contacted."

On 02/20/2025 at 1:00 P.M., Surveyors
conducted an interview with participants including
Administrator M and Consultant MM.
Administrator M said there was no evidence in
Resident 2's record, including "observations"
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documentation, of Resident 2's practitioner every
being notified of Resident 2 not receiving aspirin
81 mg, as ordered, between 01/02/2025 and
01/07/2025. Administrator M said s/he had
requested information from the pharmacy "again
this morning" regarding the concern with Resident
2's aspirin 81 mg in January 2025 and had not
received any response from the pharmacy.
Administrator M said the facility was looking into
"switching pharmacies" so s/he was experiencing
"sketchy communication with the pharmacy."
Administrator M said s/he would check with the
pharmacy "again" and send a response to
Surveyor. As of 02/24/2025, Surveyor did not
receive any response from Administrator M
regarding his/her follow up with the pharmacy
regarding the concern with Resident 2's aspirin
81 mg in January 2025.

On 01/30/2025 at 2:20 P.M., Surveyor conducted
an interview with Pharmacy Staff LL. Pharmacy
Staff LL told Surveyor the last automatic cycle-fill
of 28 tablets of Resident 2's aspirin 81 mg
prescription were delivered to the facility on
12/27/2024. Pharmacy Staff LL said there had
been no gaps in Resident 2's automatic cycle-fill
for this medication looking back as far as October
2024 and there had been no changes in this
prescription during that time frame. Pharmacy
Staff LL told Surveyor the pharmacy had received
an electronic request from the facility on
01/02/2025 to fill Resident 2's aspirin 81 mg
prescription. Pharmacy Staff LL said the
pharmacy sent an electronic response to the
facility stating Resident 2's aspirin 81 mg
prescription was on an automatic cycle-fill and
asked the facility what quantity of this medication
was needed for Resident 2. Pharmacy Staff LL
said the pharmacy did not receive a response
from the facility in any manner to this
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correspondence. Pharmacy Staff LL told
Surveyor the pharmacy received another
electronic request from the facility on 01/14/2025
to fill Resident 2's aspirin 81 mg prescription.
Pharmacy Staff LL said the pharmacy sent the
same response back to the facility including
asking what quantity of this medication was
needed for Resident 2. Pharmacy Staff LL said
the pharmacy did not receive a response from the
facility in any manner to this correspondence.

Summary: The provider did not ensure that it was
reported to the prescribing practitioner,
supervising nurse, or pharmacist when Resident
17 refused his/her latanoprost eye drops for 2
consecutive days.

The provider did not report to Resident 2's
practitioner, supervising nurse, or pharmacist
when Resident 2 was not administered
prescribed aspirin for approximately 5 days in
January 2024, as documented.

Cross Reference:

NO196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

NO0352 DHS 83.32(3)(h) Rights of Residents:
Receive Medication

83.37(2)(d) Documentation of medication
administration.

Documentation of medication administration. As
required under s. DHS 83.42(1)(0), at the time of
medication administration, the person
administering the medication or treatment shall
document in the resident record the name,
dosage, date and time of medication taken or
treatments performed and initial the medication
administration record. Any side effects observed
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by the employee or symptoms reported by the
resident shall be documented. The need for any
PRN medication and the resident' s response
shall be documented.

This Rule is not met as evidenced by:

Based on observation, record review, and
interview, the provider did not ensure that at the
time of medication administration for 1 of 3
residents reviewed staff initialed off on their
medication administration records (MARs) and
that the need for any as needed (PRN)
medication and the resident's response was
documented.

Twelve tablets of Resident 12's PRN oxycodone
were documented as deducted from his/her
inventory history document, but the
administrations of them, and by extension, the
need for them and Resident 12's response, were
not accounted for in his/her MARs. Per report
from Administrator M, this was thought to be due
to staff not having consistently documented its
administration.

This requirement is being cited for the second
time. See Statement of Deficiency (SOD)
OCCY12, issued 10/29/2024.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
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Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0415 DHS 83.37(2)(d)
Documentation of Medication Administration" was
documented.

On 01/30/2025, Surveyor reviewed Resident 12's
record. Resident 12 was admitted to the provider
on 06/12/2022 with diagnoses including
migraines, insomnia, and other chronic pain.
Resident 12's prescriptions included oxycodone 5
mg tablets with instructions to, "Take 1 to 2
tablets (5-10 mg) by mouth at bedtime as needed
for pain."

Surveyor reviewed Resident 12's MARs from
12/13/2024 - 01/23/2025 as well as the provider's
inventory history document, where deductions of
Resident 12's oxycodone were also recorded.
Surveyor observed the following oxycodone tablet
deductions made from Resident 12's oxycodone
inventory history:

- Four tablets deducted on 12/27/2024 at 1:46
p.m. No corresponding notes were documented
in the "Notes" section regarding the deduction
made and no corresponding medication
administration entry was made in the MAR.

- Eight tablets deducted on 01/02/2025 at 11:42
a.m. No corresponding notes were documented
in the "Notes" section regarding the deduction
made and no corresponding medication
administration entry made was in the MAR.
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In comparing the MARs with the inventory history,
Surveyor observed that all oxycodone tablet
administrations as documented in the MARs were
reflected in separate entries of the inventory
history, but that the 12 tablets, described above,
were not accounted for as part of any
administration in the MARs.

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported s/he
was not aware of this and wanted to look into it
further. Surveyor gave a deadline of the end of
that day for additional information to be provided.
No further records related to Resident 12's
oxycodone administration were provided.

On 02/12/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM at their request. Administrator M
reported that s/he believed some staff were
administering Resident 12 oxycodone upon
his/her request but not charting it. Administrator
M reported that the provider had issues with the
Internet being out on some occasions and that
when staff transposed paper MARs onto the
electronic MARs some staff were not updating the
administration of PRN medications. Administrator
M reported that s/he was basing this belief on
conversations s/he had the previous day with
certain staff who passed medications.

Cross Reference:

NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

83.38(1)(g) Health monitoring.
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As appropriate, the CBRF shall teach residents
the necessary skills to achieve and maintain the
resident ' s highest level of functioning. In
addition to the assessed needs as determined
under s. DHS 83.35(1), the CBRF shall provide or
arrange services adequate to meet the needs of
the residents in all of the following areas: Health
monitoring. 1. The CBRF shall monitor the health
of residents and make arrangements for physical
health, oral health or mental health services
unless otherwise arranged for by the resident.
Each resident shall have an annual physical
health examination completed by a physician or
an advanced practice nurse as defined ins. N
8.02(1), unless seen by a physician or an
advanced practice nurse as defined in s. N
8.02(1) more frequently. 2. When indicated, a
CBREF shall observe residents ' food and fluid
intake and acceptance of diet. The CBRF shall
report significant deviations from normal food and
fluid intake patterns to the resident ' s physician
or dietician. 3. The CBRF shall document
communication with the resident ' s physician and
other health care providers, and shall record any
changes in the resident ' s health or mental health
status in the resident ' s record.

This Rule is not met as evidenced by:
Based on observation, interview, and record
review, the provider did not ensure adequate
health monitoring was provided to meet the
needs of Resident 11.
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During December 2024 and January 2025,
Resident 11's blood pressure and/or pulse were
not monitored, as directed, associated with
Resident 11's prescribed blood pressure
medications, carvedilol and lisinopril.

This requirement is being cited for the third time.
See Statement of Deficiency (SOD) 54DT 11,
issued 03/24/2023, and SOD OCCY12, issued on
10/29/2024.

The findings include:

On 01/21/2025, Surveyor reviewed Department
records for the provider. Within the records,
Surveyor reviewed a communication document
which included the following emails from
Licensee | to the department:

*12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
*01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."

On 01/23/2025 at 7:50 A.M., Surveyors entered
the facility and commenced a verification visit
including a review of SOD OCCY12, as issued,
including past noncompliance of "N0431 DHS
83.38(1)(g) Health Monitoring"

On 01/23/2025 at 8:15 A.M., Surveyor observed
Resident 11 seated in an automatic, scooter-type
wheelchair at a dining table eating Cheerios-like
cereal from a bowl. Surveyor observed
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Continued From page 114

Administrator's Assistant KK dispense Resident
11's medications including 1 tablet of carvedilol
6.25 mg from an individual 'bubble pack card'
removed from the facility's medication cart into a
small medication cup. At 8:26 A.M., Surveyor
observed Administrator's Assistant KK dispense
Resident 11's 1 tablet of lisinopril 2.5 mg into the
medication cup including the previously observed
oral medications. Administrator's Assistant KK
told Surveyor s/he took Resident 11's blood
pressure reading of 153/88 "awhile ago" when
Surveyor asked what time it was taken. At 8:36
A.M., Surveyor observed Administrator's Assistant
KK administer the oral medications contained
within the medication cup with a small glass of
clear liquid to Resident 11 seated at the dining
table. Surveyor observed Administrator's
Assistant KK document administration of
Resident 11's dispensed medications within
Resident 11's electronic medication
administration record [MAR].

On 01/23/2025 at 2:35 P.M., Surveyor received
Resident 11's demographic information, Resident
11's incomplete practitioner's orders, Resident
11's current and updated individual service plans
[ISPs], Resident 11's December 2024 and
January 2025, and observation/caregiver notes
as requested from Administrator M.

Resident 11 was admitted to the facility on
12/22/2023, had diagnoses including atrial
fibrillation, hypertension, and was receiving
additional services from a hospice agency.
Resident 11's current ISP dated 11/04/2024 and
an additional, unsigned ISP (dated 01/23/2025)
included, "Staff to administer all medications as
prescribed by doctor." Resident 11's ISPs
included, "Vitals and weights are completed and
entered into [electronic documentation] monthly
by the 7th of every month and reviewed by
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management/RN [registered nurse]...blood
pressure, pulse.." Resident 11's ISPs also
included, "Vitals and weights are completed
monthly and charted in [electronic
documentation], 2nd of every month and
reviewed by management/RN. Neither of
Resident 11's ISP received addressed a plan
related to Resident 11's blood pressure and pulse
parameters associated with Resident 11's blood
pressure medications, carvedilol and lisinopril, to
include twice daily monitoring of Resident 11's
blood pressure and pulse, and to contact
Resident 11's hospice agency if Resident 11's
blood pressure and/or pulse fell below the
parameters.

Resident 11's practitioner's orders included the
following medications to be administered to
Resident 11:

* Carvedilol 6.25 mg, "Take 1 tablet by mouth
twice a day with meals for hypertension"; and

* Lisinopril 2.5 mg, "Take 1 tablet by mouth daily.
Resident 11's December 2024 MAR included
documentation of twice daily administration of
Resident 11's prescribed carvedilol and daily
administration of lisinopril. One dose of Resident
11's carvedilol was documented as not
administered to Resident 11 on 12/20/2024 at
5:40 P.M. related to Resident 11 being
documented as "Out of the building, in hospital."
Resident 11's December 2024 included
inconsistent documentation of Resident 11's
blood pressure monitoring, as follows:

* From 12/13/2024 until 12/15/2024: Once daily
*12/16/2024: No documentation

*12/17/2024: 162/101

*12/18/2024: No documentation

*12/19/2024: 143/83

*12/20/2024: 174/88

Resident 11's "observations" documentation
dated 12/20/2024 at 7:45 A.M. included,
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"[Resident 11] has been having high blood
pressures theses [sic] last few days. Will let
nurse know." Resident 11's "observations"
documentation dated 12/20/2024 at 2:15 P.M.
included, "Do not pass [Resident 11's] blood
pressure pill if the systolic BP [blood pressure]
(top number) is under 110. Also, call [Resident
11's hospice agency] if [Resident 11] is
experiencing shortness of breath or chest pain."
Resident 11's "observations" documentation
dated 12/20/2024 at 8:15 P.M.
included,"[Resident 11] returned from the
hospital. [Resident 11] has an UTI [urinary tract
infection]...[Resident 11] was pumped with fluids,
so doctor said [s/he] may be a little weaker than
normal within these next few days."

Resident 11's December 2024 included
inconsistent documentation of Resident 11's
blood pressure monitoring and no documentation
of monitoring Resident 11's pulse, as follows:
*12/21/2024: 167/83

*12/22/2024: 128/68

*12/23/2024 and 12/24/2024: No documentation
*12/25/2024: 121/80

*12/26/2024: No documentation

*12/27/2024: 167/83

*12/28/2024: No documentation

*12/29/2024: 140/90

*12/30/2024: 146/78

*12/31/2024: No documentation.

Resident 11's January 2024 MAR included
documentation of twice daily administration of
Resident 11's prescribed carvedilol and daily
administration of lisinopril through the morning of
01/23/2025.

Resident 11's January 2024 included inconsistent
documentation of Resident 11's blood pressure
monitoring and no documentation of monitoring
Resident 11's pulse, as follows:

*01/01/2025: No documentation
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*01/02/2025 through 01/05/2025: Once daily
documentation
*01/06/2025: No documentation
*01/07/2025: Once daily
*01/08/2025: No documentation
*01/09/2025 and 01/10/2025: Once daily
*01/11/2025 through 01/13/2025: No
documentation
*01/14/2025: Once daily
*01/15/2025: No documentation
*01/16/2025 and 01/17/2025: Once daily
*01/18/2025: No documentation
*01/19/2025: Once daily
*01/20/2025: No documentation
*01/21/2025: Once daily
*01/22/2025: No documentation
*01/23/2025: Once daily.
On 02/04/2025 at 9:28 A.M., Surveyor conducted
an interview with Resident 11's Hospice Agency
Nurse DDD. Hospice Agency Nurse DDD told
Surveyor Resident 11 began receiving hospice
agency services on 02/08/2023. Hospice Agency
Nurse DDD said s/he or another hospice agency
nurse visited Resident 11 at least weekly before
01/23/2025, and Resident 11 was visited by
hospice caregivers twice weekly before
01/23/2025 to provide needed cares, including
bathing. Hospice Agency Nurse DDD said s/he
communicated with facility staff on 12/20/2024
(as documented within Resident 11's
"observations" documentation) related to
concerns regarding Resident 11's blood pressure
and provided instruction to monitor Resident 11's
blood pressure and pulse before twice daily
administration of Resident 11's carvedilol, which
would also include Resident 11's daily
administration of lisinopril. Hospice Agency
Nurse DDD said s/he instructed the staff to hold
Resident 11's blood pressure medications,
STATE FORM 6899 OCCY13 If continuation sheet 118 of 137
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Continued From page 118

carvedilol and lisinopril, and call Resident 11's
hospice agency if Resident 11's systolic blood
pressure was less than 110 and/or Resident 11's
pulse was less than 60.

On 02/17/2025 at 8:33 A.M., Surveyor conducted
an interview with Administrator M. Administrator
M and Surveyor reviewed Resident 11's
documentation Administrator M provided to
Surveyor on 01/23/2025 at 2:35 P.M.
Administrator M told Surveyor Resident 11's
hospice agency staff evaluated Resident 11
around 12/20/2024 related to Resident 11's blood
pressure was low and since then "had us [facility
caregivers] monitor [Resident 11's] blood
pressure." Administrator M said the caregivers
"should be taking and documenting [Resident
11's] blood pressure at least twice daily within
[Resident 11's] MAR associated with [Resident
11's] carvedilol twice daily administration order.
Hold if pulse less than 60 and systolic blood
pressure less than 110, per order." Administrator
M said s/he had Resident 11's carvedilol and
lisinopril practitioner's orders which included
Resident 11's blood pressure and pulse
parameters and would send them to Surveyor.
Administrator M said s/he did not understand why
the parameters did not show up on the
practitioner's orders for these medications s/he
had previously provided to Surveyor. At 2:45
P.M., Surveyor received Resident 11's
practitioner's orders included the following
medications to be administered to Resident 11:

* Carvedilol 6.25 mg, "Take 1 tablet by mouth
twice a day with meals for hypertension, hold if
pulse less than 60 or systolic blood pressure less
than 110"; and

* Lisinopril 2.5 mg, "Take 1 tablet by mouth daily,
hold if pulse less than 60 or systolic blood
pressure less than 110."
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On 02/20/2025 at 1:00 P.M., Surveyors
conducted an interview with participants including
Administrator M and Consultant MM. Surveyor
discussed the noncompliance related to health
monitoring, including Resident 11, when asked by
Consultant MM to clarify the noncompliance. No
further information was provided nor further
questions posed when asked by Surveyor.

Summary: The provider did not ensure adequate
health monitoring was provided to meet the
needs of Resident 11.

Cross Reference:
NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

83.41(2)(c) Nutrition: menus.

Menus. 1. The CBRF shall make reasonable
adjustments to the menu for individual resident ' s
food likes, habits, customs, conditions and
appetites. 2. The CBRF shall prepare weekly
written menus and shall make menus available to
residents. Deviations from the planned menu
shall be documented on the menu.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure that deviations from the planned
menu were documented on the menu.

This requirement is being cited for the third time.
See Statement of Deficiency (SOD) OCCY 11,
issued 04/30/2024, and SOD 54DT11, issued
03/24/2023.
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Findings include:

On 01/23/2025, at approximately 8:15 a.m.,
Surveyor observed breakfast taking place.
Residents 4, 7, 11, and 16 were at dining area
tables each eating a bowl of Cheerios with milk
that was prepared and provided by Caregivers
QQ and RR. Surveyor did not observe any other
cereals being offered to residents with breakfast.
One packaged muffin was located at each of their
placemats.

At approximately 8:18 a.m., Surveyor observed
the posted menu (Photo 23). The menu
documented the following to be served with that
morning's breakfast: Choice of juice, choice of
cereal, sausage patty, toast, margarine/jelly, and
milk. Surveyor did not observe any other menus
posted throughout the facility. A dry erase board
near the kitchenette did not document anything
regarding the menu or menu changes. In
observing breakfast again, Surveyor did not
observe toast or sausage patties as part of the
breakfast that was prepared by staff or offered to
residents. Surveyor still did not observe any other
cereals being offered to residents. Surveyor
observed breakfast until approximately 8:55 a.m.

On 01/23/2025 at approximately 9:06 A.M.,
Resident 2 told Surveyor s/he had not eaten
breakfast on this morning because all Resident 2
was offered was Cheerios-like cereal. Resident 2
said most of the time, the caregivers were serving
Cheerios-like cereal for breakfast and s/he was
"sick of it." Resident 2 said the facility only
served "cheap" Cheerios-like cereal, not the
"name brand" cereal and it did not taste good.

At approximately 11:16 a.m., Surveyor again

N 450

STATE FORM

6699 OCCY13

If continuation sheet 121 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0017703

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
02/24/2025

NAME OF PROVIDER OR SUPPLIER

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

PROVIDER'S PLAN OF CORRECTION (X5)
COMPLETE

DEFICIENCY)

N 450

(N 452)

Continued From page 121

toured the environment. The posted menu
appeared unchanged, but now the dry erase
board documented that "cereal" and "muffins"
were served with breakfast (Photo 24).

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. In asking about the breakfast
menu deviation, Administrator M replied that the
provider's food delivery came that Tuesday (2
days prior to the survey) and that s/he believed
sausage and bread, meant to be for that
breakfast, did not come with the delivery.
Administrator M reported that the cook did not
notify him/her that sausage and bread had been
missing and s/he would have updated the menu if
s/he would have known. Administrator M reported
s/he updated the menu when s/he became aware
of the breakfast change. When Surveyor reported
his/her observation that the breakfast deviation
was only observed on the dry erase board after
breakfast occurred, Administrator M replied,
"Okay."

Cross Reference:
NO196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

83.41(3)(b) Food safety.

Food safety. Whether food is prepared at the
CBREF or off-site, the CBRF shall store, prepare,
distribute and serve food under sanitary
conditions for the prevention of food borne
illnesses, including food prepared off-site,
according to all of the following: 1. The CBRF
shall refrigerate all foods requiring refrigeration at
or below 40°F. Food shall be covered and stored
in a sanitary manner. 2. The CBRF shall

N 450
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maintain freezing units at 0°F or below. Frozen
foods shall be packaged, labeled and dated. 3.
The CBRF shall hold hot foods at 140°F or above
and shall hold cold foods at 40°F or below until
serving.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure that food was stored and served
under sanitary conditions for the prevention of
food borne ilinesses.

This requirement is being cited for the fourth time.
See Statement of Deficiency (SOD) FT8K11,
issued 03/17/2023, SOD OCCY 11, issued
06/17/2024, and SOD OCCY12, issued
10/29/2024.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
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re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0452 DHS 83.41(3)(b)
Food Safety" was documented.

According to the U.S. Department of Agriculture,
hot food should be maintained at or above 140°F
if it is not going to be served right away due to the
risk of bacteria growth, which "grows most rapidly
in the range of temperatures between 40°F and
140°F, doubling in as little as 20 minutes." To help
achieve this, cooked food is directed to be placed
in "chafing dishes, preheated steam tables,
warming trays, and/or slow cookers." (Source:
U.S. Department of Agriculture, "Danger Zone"
(40°F - 140°F), June 28, 2017,
https://www.fsis.usda.gov/food-safety/safe-food-h
andling-and-preparation/food-safety-basics/dange
r-zone-40f-140f (retrieval date - February 12,
2025).).

On 01/23/2025, at approximately 12:00 p.m.,
Surveyor interviewed Caregivers QQ and RR
regarding meal preparation. Both confirmed that
caregiving staff were responsible for plating and
serving the meals to residents that the cook
delivered from the offsite kitchen. Both reported
they didn't know anything about testing the
temperature of food or holding hot meals at a
certain temperature and both reported they
wouldn't know how to tell what temperature the
food was held at prior to them serving it.
Caregiver RR reported s/he thought maybe the
cook took the temperature of food prior to him/her
bringing it down from the offsite building (a
separately licensed CBRF) where it was
prepared.

At approximately 8:18 a.m., Surveyor observed
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the posted menu, which documented the
following to be served with that evening's dinner:
turkey stuffing bake, Scandinavian vegetables,
mandarin oranges, and milk. At approximately
11:16 a.m., Surveyor observed a dry erase board
outside the kitchenette which documented the
same dinner.

On 01/23/2025, at approximately 3:00 p.m.,
Surveyor observed Cook G deliver food
containers from a vehicle parked outside the
provider's facility to the kitchenette. Cook G
delivered 3 communal food containers which s/he
placed on the oven (Photo 25). Two containers
had lids, and the third had a layer of aluminum foil
wrapped over the top. Surveyor observed that the
oven was off. Cook G confirmed that the food
inside the containers was the residents' dinner.
Cook G then left.

At approximately 3:24 p.m., Surveyor observed
the kitchenette again and observed the food in
the same location as it was earlier, with the oven
still off (Photo 26).

At approximately 3:46 p.m. (approximately 46
minutes after the dinner food was dropped off),
Surveyor observed the kitchenette again and
observed the food in the same location as it was
earlier, with the oven still off (Photo 27).

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. When asked how it was ensured
that food was held at its required temperature
prior to serving, Administrator M replied that if
food was delivered early, it was expected for staff
to place it in the oven with the oven then heated
for the hot temperature to be maintained.
Administrator M reported that the kitchen should
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have thermometers for staff to check
temperatures and that s/he had seen them in the
kitchen before. When Surveyor shared the
observation that Caregivers QQ and RR reported
unawareness of taking/testing food holding
temperatures, Administrator M replied "Okay" and
that they were newer staff. Administrator M
reported s/he wished they would have asked
him/her about it. When Surveyor shared the
observation from 01/23/2025 that dinner had
been left unheated for at least 46 minutes,
Administrator M replied that it should not have
been. Administrator M reported that the dishes
should have gone in the oven so the food could
maintain required temperatures and avoid
entering the danger zone.

Cross Reference:
NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

83.55(3) Bath and toilet areas: hand drying.

Hand drying. All sink areas shall have dispensers
for single use paper towels, cloth towel
dispensing units that are enclosed for protection
against being soiled or electric hand dryers. This
requirement does not apply to sink areas located
in toilet rooms accessed directly from a resident
bedroom.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure 1 of 3 bathrooms available to
residents had dispensers being used for single
use paper towels, cloth towel dispending units
enclosed for protection, or electric hand dryers.

This requirement is being cited for the third time.
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See Statement of Deficiency (SOD) OCCY12,
issued 10/29/2024, and SOD OCCY 11, issued
06/17/2024.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0612 DHS 83.55(3)
Bath And Toilet Areas: Hand Drying" was
documented.

On 01/23/2025, at approximately 8:00 a.m.,
Surveyor toured the provider's 3 resident
bathrooms. One of the 3 bathrooms, labeled as
Bathroom A, contained an empty paper towel
dispenser (Photos 1 & 2). Surveyor tested the
paper towel dispenser, which did not dispense
any paper towel. Bathroom A did not contain any
other means for residents to dry their hands.

At approximately 8:58 a.m., Surveyor again
observed Bathroom A. The paper towel dispenser
was empty (Photo 3). Surveyor tested the paper
towel dispenser, which did not dispense any
paper towel. Bathroom A did not contain any other
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means for residents to dry their hands.

At approximately 11:11 a.m., Surveyor again
observed Bathroom A. The paper towel dispenser
was empty (Photo 4). Surveyor tested the paper
towel dispenser, which did not dispense any
paper towel. Bathroom A did not contain any other
means for residents to dry their hands.

At approximately 2:39 p.m., Surveyor again
observed Bathroom A. The paper towel dispenser
was empty (Photos 5 & 6). Surveyor tested the
paper towel dispenser, which did not dispense
any paper towel. Bathroom A did not contain any
other means for residents to dry their hands.

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported that
typically the housekeeping staff was responsible
for maintaining and checking paper towel
dispensers but that caregiving staff were as well.
Administrator M reported that the paper towel
dispensers were checked multiple times daily. In
discussing Surveyor's concern regarding the
empty paper towel dispenser during Surveyor's
time on site, Administrator M reported s/he was
unaware that it had been empty. Administrator M
reported that him/herself, Consultant MM, and
Administrator's Assistant KK had done daily
walk-throughs of the building for 2 weeks.
Administrator M reported that s/he did a walk
through of the building while Surveyors were on
site but had been told by staff that the paper towel
dispensers had been checked.

Cross Reference:
NO196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws
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83.59(1)(g) Proper exit locations, sidewalks,
driveways.

All habitable floors shall have at least 2 exits
providing unobstructed travel to the outside.
Small class AA CBRFs licensed on or before the
effective date of this section with no more than 2
habitable floors may have one exit from the
second floor. Exits, sidewalks and driveways
used for exiting shall be kept free of ice, snow,
and obstructions. For facilities serving only
ambulatory residents, the CBRF shall maintain a
cleared pathway from all exterior doors to be
used in an emergency to a public way or safe
distance away from the building. For facilities
serving semi-ambulatory and non-ambulatory
residents, a CBRF shall maintain a cleared, hard
surface, barrier-free walkway to a public way or
safe distance away from the building for at least 2
primary exits from the building. All other required
exits shall have at least a cleared pathway
maintained to a public way or safe distance from
the building. An exit door or walkway to a cleared
driveway leading away from the CBRF also
meets this requirement.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure that sidewalks used for exiting
were kept free from obstructions and had clear
pathways maintained to a safe distance from the
building.

This requirement is being cited for the second
time. See Statement of Deficiency (SOD)
OCCY12, issued 10/29/2024.

Findings include:

{N 637}

{N 637}

STATE FORM

6699 OCCY13

If continuation sheet 129 of 137




Wisconsin Department of Health Services

PRINTED: 03/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0017703

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED

R-C
B. WING 02/24/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5565 BURKE RD
MADISON, WI 53718

COTTAGES OF MADISON APPLEWOOD

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{N 637}

Continued From page 129

The provider is licensed to serve up to 16
non-ambulatory residents in the client groups of
emotionally disturbed/mental iliness, physically
disabled, irreversible dementia/Alzheimer's, and
advanced aged.

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0637 DHS 83.59(1)(g)
Proper Exit Locations, Sidewalks, Driveways" was
documented.

On 01/23/2025, Surveyors conducted a
verification visit. Through observations of
residents made that day while Surveyors were on
site, approximately 7:51 a.m. until 4:30 p.m.,
Surveyors observed 11 residents, 6 of whom
demonstrated the following ambulatory abilities:

- Resident 2: Utilized a 4-wheeled walker to get
around the facility

- Resident 4: Utilized a 4-wheeled walker to get
around the facility

- Resident 7: Utilized both a 4-wheeled walker
and walked independently around the facility
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- Resident 11: Utilized a power scooter to get
around the facility

- Resident 12: Utilized a single point cane to get
around the facility

- Resident 16: Utilized a manual wheelchair to get
around the facility

1. Back patio exit with fence

On 01/23/2025, at approximately 10:10 a.m.,
Surveyor toured the facility's exits with
Administrator's Assistant B. Two doors at the front
of the facility, located approximately 2 feet away
from each other, were at the front facility
entrance. Two doors were observed opposite to
the front entrances, across the facility dining and
common areas. Both of those doors led to the
same concrete patio and yard area, enclosed by
a fence (Photos 7 & 8). The patio extended a few
feet from the doors but on one side connected to
a sidewalk that went along the back of the
building and around the side. Both the patio and
walkway were covered in snow. A gate, as part of
the fence at the walkway, was located at the back
corner of the facility, blocking full egress away
from the building. Upon observing the gate,
Surveyor observed that the gate was unable to be
opened from the fenced-in side, and that the
mechanism to open the gate appeared to be on
the outside of the fence/gate (Photo 9).
Additionally, a lock was observed on the gate,
preventing its use (Photo 10).

At approximately 3:06 p.m., Surveyor observed
the back patio and walkway areas within the
fenced backyard again, the area of which was still
covered in snow (Photo 28).

2. Wing A exit
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On 01/23/2025, at approximately 10:10 a.m.,
Surveyor toured the facility's exits with
Administrator's Assistant B. Surveyor observed
the facility exit near Resident 7's room, which
consisted of a door, a vestibule area, a delayed
egress door to the outside, and a small fenced-in
area surrounding the exterior delayed egress
door. A bedframe and mattress were observed in
the vestibule, blocking use of the exterior delayed
egress door (Photo 11).

At approximately 11:10 a.m., Surveyor observed
a facility layout diagram on the wall labeled "Fire
Exit", located in Wing A. The diagram identified
the exit near Resident 7's room as the exit route
to be followed (Photo 12).

At approximately 2:55 p.m., Surveyor observed
the exterior portion of the Wing A exit. A fence
surrounded the Wing A exit. The land containing
the fenced-in area appeared to be elevated from
the remaining land. Landscape shrubbery was
observed surrounding the area, and no walkway
was observed from the fenced area (Photos 13 &
14). Snow covered the area immediately outside
of the fence.

3. Wing B exit

On 01/23/2025, at approximately 10:10 a.m.,
Surveyor toured the facility's exits with
Administrator's Assistant B. Surveyor observed
the facility exit near Resident 16's room, which
consisted of a door, a vestibule area, a delayed
egress door to the outside, and a small fenced-in
area surrounding the exterior delayed egress
door. The concrete area outside the delayed
egress door was covered in leaf debris and snow,
preventing access to its own area fence gate. The
small walkway leading from the exterior to the
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fenced-in exit and connecting with the walkway
from the back patio area, was covered in snow
(Photo 15 & 16).

At approximately 11:15 a.m., Surveyor observed
a facility layout diagram on the wall labeled "Fire
Exit," located in Wing B. The diagram identified
the exit near Resident 16's room as the exit route
to be followed (Photo 17).

At approximately 2:55 p.m., Surveyor observed
the exterior portions of the Wing B exit again. The
concrete area outside the delayed egress door
was covered in leaf debris and snow, preventing
access to its own area fence gate (Photo 18).
The small walkway leading from the exterior to
the fenced-in exit and connecting with the
walkway from the back patio area, was also
covered in snow (Photo 19 & 20).

INTERVIEW:

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. Administrator M reported that
exits were checked for obstructions as part of
walk-throughs that occurred daily each morning
and throughout the day by managers. In
discussing the bed that was blocking the Wing A
exit, Administrator M reported s/he became
aware of it the day Surveyors were on site. When
asked about the Wing A and Wing B exits, which
had been identified as fire evacuation routes on
diagram postings, Administrator M reported that
with the snow that morning snow removal staff
should have cleared the snow but that
maintenance staff were typically responsible for
the routine maintenance of ensuring the exits
were clear. When asked how residents would
evacuate the Wing A exit since Surveyor did not
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observe any walkways leading from it,
Administrator M replied it was expected for
residents to walk around the back of the fence,
then continue around the back of the backyard
fenced area, to then the sidewalk on the Wing B
side of the building. When asked how residents
would navigate that pathway with no sidewalk
having been observed by Surveyor until the Wing
B side of the building, Administrator M replied,
"That | cannot answer for you." Consultant MM
reported that him/herself and Administrator M
would discuss the obstructed back exit (with
locked fence). Consultant MM reported s/he did
not realize the back fence was locked and that
s/he planned to have the fence fixed that day.

Cross Reference:
NO196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws

83.59(2)(b) Solid core wood doors or equivalent

A solid core wood door or an equivalent fire
resistive door shall be provided at any interior
stair between the basement and the first floor.
The door shall have a positive latch and an
automatic closing device and normally shall be
kept closed. Enclosed furnace and laundry areas
with self-closing doors in a split level home may
substitute for the self-closing door between the
first and second levels. Enclosed furnace and
laundry areas shall have self-closing solid core
wood doors or an equivalent fire resistive door
when located on a common level with resident
bedrooms.

This Rule is not met as evidenced by:
Based on observation and interview, the provider
did not ensure that 2 of 2 furnace rooms and 1 of
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1 laundry rooms, which were all enclosed and
located on a common level with resident
bedrooms, had self-closing solid core wood or fire
resistive doors.

This requirement is being cited for the third time.
See Statement of Deficiency (SOD) OCCY12,
issued 10/29/2024, and SOD FT8K13, issued
08/23/2023.

Findings include:

On 01/21/2025, Surveyor reviewed department
records for the provider. Within the records,
Surveyor observed a communication document
which documented the following e-mails from
Licensee | to the department:

- 12/13/2024 (1:53 p.m.): " ...Please use this as
formal notice that Cottages of Madison
Applewood is in substantial compliance related to
SOD OCCY12 and requests that [the Department
of Health Services] expedite a verification visit ..."
- 01/02/2025 (11:49 a.m.): " ...Just a follow-up
that we are in substantial compliance at Cottages
of Madison Applewood and are requesting a
re-verification visit. Please let [sic] make sure you
assign a surveyor to come back out soon."
Surveyor reviewed SOD OCCY12, in which a
previous deficiency for "N0640 DHS 83.59(2)(b)
Solid Core Wood Doors or Equivalent" was
documented.

On 01/23/2025, at approximately 10:10 a.m.,
Surveyor toured the facility's laundry and
mechanical rooms, where the facility's furnaces
were located, with Administrator's Assistant B. All
3 rooms were observed on the main level with all
the resident bedrooms.

The mechanical room labeled "Sprinkler Valve,"
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which contained a furnace, was not observed to
self-close (Photos 21 and 22). When asked about
whether that door was known to typically
self-close, Administrator's Assistant B replied, "I
don't think so."

The laundry room was observed with a
mechanism to ensure self-closing but did not fully
close (Video 1). When asked about the door,
Administrator's Assistant B replied that s/he knew
weights were previously put on it to make it
self-closing.

The mechanical room labeled "Sprinkler Room,"
which contained a furnace, was not observed to
fully close (Video 2). When asked about the door,
Administrator's Assistant B replied that s/he
thought weights were added to each of the doors
observed by Surveyor and s/he did not know the
door did not fully close.

On 02/11/2025, at approximately 8:00 a.m.,
Surveyor interviewed Administrator M and
Consultant MM. When asked about
Administrator's M awareness of the furnace and
laundry room doors that did not self-close,
Administrator M reported that Administrator's
Assistant B let him/her know about the finding
after Surveyors had been on site. Administrator M
replied that s/he had someone fix the doors after
they were brought to the attention of
Administrator's Assistant B. Administrator M
reported that since Surveyors had been on site
during the previous survey (SOD OCCY12) the
doors had been adjusted. Consultant MM
reported that s/he planned to have a different
maintenance staff member go in and see if there
could be other solutions to ensure the doors
would self-close besides replacing them.
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On 02/13/2025, at approximately 5:47 a.m.,
Surveyor received an e-mail from Consultant MM,
which consisted of 2 e-mails forwarded from
Licensee |. The first e-mail documented, "
...Attached you'll find videos of all the doors in
question that [Surveyor] reviewed. As you can
see from the videos, they all shut securely and
lock again after they are opened." The second
e-mail documented, " ...All doors are locked,
opened and then close and lock again with the
existing automatic closers." With the e-mail were
3 video attachments, one showing the one
mechanical room labeled "Sprinkler Room" (what
appeared to be the same room as observed by
Surveyor during the onsite visit). The video
appeared to show the door being pushed open
and then independently fully closing securely. The
other 2 videos attached showed operations of
doors to the kitchenette and medication rooms -
neither of which were part of the previous SOD or
subject to Surveyor's inspection with the onsite
visit of 01/23/2025).

Cross Reference:
NO0196 DHS 83.14(2)(a) Licensee Ensures
Compliance With Laws
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