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 N 000 Initial Comments  N 000

On 03/11/2025 to 03/21/2025, Surveyors 
conducted 4 complaint investigations at Cottages 
Of Madison Elmwood. 

Eight deficiencies were identified. 

Six of 8 deficiencies were repeat violations. See 
Statements of Deficiencies (SOD) 88ZV15, dated 
08/15/2024, SOD 88ZV14, dated 03/20/2024, 
SOD 88ZV13, dated 09/27/2023, SOD 88ZV12, 
dated 01/26/2023, SOD 88ZV11, dated 
07/05/2022, SOD 77FZ11, dated 02/25/2021, and 
SOD EGFK11, dated 06/26/2020.  

Four complaints were substantiated.

Census: 13

 

 N 196 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 
CBRF.

This Rule  is not met as evidenced by:

 N 196

Based on record review and interview, the 
licensee did not ensure the community based 
residential facility (CBRF) and its operation 
complied with all laws governing the CBRF.

From 06/26/2020 to 03/11/2025, the provider did 
not comply with all the laws governing the CBRF 
as evidenced by 66 deficiencies identified, 11 
repeat violations, and 16 complaints 
substantiated. 

This is a repeat of statement of deficiency (SOD) 
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4RMP11 dated 10/13/2021.

FINDINGS INCLUDE:

Facility is a Class CNA non-ambulatory facility. 
Has a capacity of 16 residents and serves 
advanced aged, irreversible dementia, 
Alzheimer's, physically disabled, mentally ill and 
emotionally disturbed.

Example 1: Obtain and maintain compliance with 
laws governing the CBRF:

On 06/26/2020, the bureau of assisted living 
Southern regional office conducted 4 complaint 
investigations, and a self-report review. As a 
result of the survey 3 complaints were 
substantiated and 6 deficiencies were identified in 
SOD EGFK11:
1.) 83.32(3)(a) Rights of Residents: 
Communications
2.) 83.32(3)(h) Rights of Residents: Receive 
Medication
3.) 83.32(3)(i) Rights of Residents: Adequate 
Treatment
4.) 83.32(3)(n) Rights of Residents Safe 
Environment
5.) 83.37(2)(d) Documentation of Medication 
Administration
6.) 83.38(1)(a) Personal Care

On 12/17/2020, the bureau of assisted living 
Southern regional office conducted 2 complaint 
investigations and a verification visit. As a result 
of the survey 2 deficiencies were identified in 
SOD EGFK12:
1.) 83.35(3)(d) Service Plans Updated Annually 
Or On Changes
2.) 83.38(1)(g) Health Monitoring
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On 02/25/2021, the bureau of assisted living 
Southern regional office conducted 3 complaint 
investigations. As a result of the survey 3 
complaints were substantiated and 26 
deficiencies were identified in SOD 77FZ11:
1.) 83.12(5)(a) Notification: Incident, Injury, 
Changes
2.) 83.15(3)(b) Administrator Shall Supervise 
Daily Operation
3.) 83.32(3)(a) Rights of Residents: 
Communications
4.) 83.32(3)(h) Rights of Residents: Receive 
Medication
5.) 83.33(1)(d) Grievance Procedure: Written 
Summary
6.) 83.35(1)(a) Pre-Admission And Ongoing 
Assessments
7.) 83.35(3)(a) Comprehensive Individualized 
Service Plan
8.) 83.35(3)(b) Service Plans Development: 
Parties Involved
9.) 83.36(1)(a) Adequate Staff To Meet Resident 
Needs
10.) 83.37(1)(g) Disposition Of Medications
11.) 83.37(1)(h) Scheduled Psychotropic 
Medications
12.) 83.37(1)(i) Prn Psychotropic Medication
13.) 83.37(1)(k) Medication Error Of Adverse 
Reaction
14.) 83.38(1)(a) Personal Care
15.) 83.38(1)(c) Leisure Time Activities
16.) 83.41(2)(c) Nutrition: Menus
17.) 83.41(3)(b) Food Safety
18.) 83.42(1) Resident Record Maintained
19.) 83.44(2)(a) Rooms Clean And Free From 
Odors
20.) 83.45(3) Toxic Substances
21.) 83.46(1)(a) Comfortable And Safe 
Temperatures
22.) 83.46(1)(b) Portable Space Heaters 
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Prohibited
23.) 83.46(1)(f) Combustibles
24.) 83.59(1)(g) Proper Exit Locations, Sidewalks, 
Driveways
25.) 83.59(2)(a) One-Handed, One-Motion Door 
Operation
26.) 441.301(c)(4)(vi)(B)(1) Residential Setting: 
Living Unit Locks

On 07/07/2021, the bureau of assisted living 
Southern regional office conducted a complaint 
investigation, standard survey and 2 verification 
visits. As a result of the survey 4 deficiencies 
were identified and 1 complaint unsubstantiated 
in SOD 77FZ12:
1.) 83.25 Continuing Education 
2.) 83.37(3)(c) Medication Storage: Locked 
Cabinet
3.) 83.37(2)(e) Other Evacuations Drills
4.) 83.59(7)(a) Required Exit Signs Lighted

On 10/13/2021, the bureau of assisted living 
Southern regional office conducted a desk review 
survey. As a result of the survey 1 deficiency was 
identified in SOD 4RMP11:
1.) 83.14(2)(a) Licensee Ensures Facility 
Complies With Laws  

On 07/05/2022, the bureau of assisted living 
Southern regional office conducted a complaint 
investigation. As a result of the survey 2 
deficiencies were identified and 1 complaint 
unsubstantiated in SOD 88ZV11:
1.) 83.37(2)(d) Documentation Of Medication 
Administration
2.) 83.43(1) Environment Safe, Clean, And 
Comfortable

On 01/26/2023, the bureau of assisted living 
Southern regional office conducted a standard 
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survey and verification visit. As a result of the 
survey 6 deficiencies were identified in SOD 
88XV12:
1.) 83.20(a)-(d) Department Approved Training 
Courses
2.) 83.35(5)(b) Annual Evaluation Of Evacuation 
Limits
3.) 83.37(2)(d) Documentation Of Medication 
Administration
4.) 83.43(1) Environment Safe, Clean, And 
Comfortable
5.) 83.47(2)(d) Fire Drills
6.) 83.47(2)(e) Other Evacuation Drills

On 09/27/2023, the bureau of assisted living 
Southern regional office conducted a complaint 
investigation and a verification visit. As a result of 
the survey 3 deficiencies was identified and 1 
complaint substantiated in SOD 88XV13:
1.) 83.32(3)(d) Rights of Residents: Free From 
Mistreatment
2.) 83.37(2)(d) Documentation Of Medication 
Administration
3.) 83.43(1) Environment Safe, Clean, 
Comfortable

On 03/20/2024, the bureau of assisted living 
Southern regional office conducted 2 complaint 
investigations and a verification visit. As a result 
of the survey 4 deficiencies were identified in 
SOD 88ZV14:
1.) 83.32(3)(a) Rights of Residents: 
Self-Determination
2.) 83.35(1)(a) Pre-Admission And Ongoing 
Assessments
3.) 83.35(3)(d) Service Plans Updated Annually 
And On Changes
4.) 83.43(1) Environment Safe, Clean, 
Comfortable
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On 08/15/2024, the bureau of assisted living 
Southern regional office conducted a complaint 
investigation. As a result of the survey, 2 
deficiencies were identified and complaint 
substantiated in SOD 88ZV15:
1.) 83.35(3)(b) Service Plans Development: 
Parties Involved
2.) 83.43(1) Environment Safe, Clean And 
Comfortable

On 11/13/2024, the bureau of assisted living 
Southern regional office conducted a complaint 
investigation, self-report review and a verification 
visit. As a result of the survey, 1 violation was 
identified and a complaint unsubstantiated in 
SOD 88ZV16:
1.) 83.43(1) Environment Safe, Clean, 
Comfortable

On 03/11/2025, the bureau of assisted living 
Southern regional office conducted 3 complaint 
investigations. As a result of the survey, 9 
violations were identified and 3 complaints were 
substantiated in SOD SMYE11.
1.) 83.14(2)(a) Licensee Ensures Facility 
Complies With Laws
2.) 83.32(3)(h) Rights Of Residents: Receive 
Medication
3.) 83.32(3)(i) Rights of Residents: Adequate 
Treatment
4.) 83.36(1)(b) Qualified Staff In Charge, On Duty 
And Awake
5.) 83.37(2)(d) Documentation Of Medication 
Administration
6.) 83.38(1)(a) Personal Care
7.) 83.34(1) Environment Safe, Clean, 
Comfortable
8.) 83.55(4)(a) Bath And Toilet Areas: Privacy
9.) 441.301(c)(4)(vi)(B)(1) Residential Setting: 
Living Unit Locks
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Example 2: Repeat violations of laws governing 
the CBRF.

1.) 83.14(2)(a) Licensee Ensures Facility 
Complies With Laws: SOD 4RMP11 dated 
10/13/2021 and SOD SMYE11 dated 03/11/2025.

2.) 83.32(3)(a) Rights Of Residents: 
Communications: SOD EGFK11 dated 
06/26/2020 and SOD 77FZ11 dated 02/25/2021.

3.) 83.32(3)(h) Rights Of Residents: Receive 
Medication: SOD EGFK11 dated 06/26/2020, 
SOD 77FZ11 dated 02/15/2021 and SOD 
SMYE11 dated 03/11/2025. 

4.) 83.32(3)(i) Rights Of Residents: Adequate 
Treatment: SOD EGFK11 dated 06/26/2020 and 
SOD SMYE11 dated 03/11/2025. 

5.) 83.35(1)(a) Pre-Admission And Ongoing 
Assessments: SOD 77FZ11 dated 02/25/2021 
and SOD 88ZV14 dated 03/20/2024.

6.) 83.35(3)(b) Service Plan Development: 
Parties Involved: SOD 77FZ11 dated 02/25/2025 
and SOD 88ZV15 dated 08/15/2024.

7.) 83.35(3)(d) Service Plans Updated Annually 
Or On Changes: SOD EGFK12 dated 12/17/2020 
and SOD 88ZV14 dated 03/20/2024.

8.) 83.37(1)(i) Prn Psychotropic Medication: SOD 
77FZ11 dated 02/25/2021 and SMEY11 dated 
03/11/2025. 

9.) 83.37(2)(d) Documentation Of Medication 
Administration: SOD EGFK11 dated 06/26/2020, 
SOD 88ZV11 dated 07/05/2022, SOD 88ZV12 
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dated 01/26/2023, SOD 88ZV13 dated 
09/27/2023 and SOD SMYE11 dated 03/11/2025. 

10.) 83.38(1)(a) Personal Care: SOD EGF11 
dated 06/26/2020, SOD 77FZ11 dated 
02/25/2021 and SOD SMYE11 dated 03/11/2025. 

11.) 83.34(1) Environment Safe, Clean, 
Comfortable: SOD 88ZV11 dated 07/05/2022, 
SOD 88ZV12 dated 01/26/2023, SOD 88ZV13 
dated 01/27/2023, SOD 88ZV14 dated 
03/20/2024, SOD 88ZV15 dated 08/25/2024, 
SOD 88ZV16 dated 11/13/2024 and SOD 
SMYE11 dated 03/11/2025.

Example 3: Number of Complaints Substantiated.

1.) SOD EGFK11 dated 06/26/2020 - 3 
complaints substantiated.
2.) SOD EGFK12 dated 12/17/2020 - 2 
complaints substantiated.
3.) SOD 77FZ11 dated 02/25/2021 - 3 complaints 
substantiated.
4.) SOD 88ZV13 dated 09/27/2023 - 1 complaint 
substantiated.
5.) SOD 88ZV14 dated 03/20/2024 - 2 complaints 
substantiated.
6.) SOD 88ZV15 dated 08/15/2024 - 1 complaint 
substantiated.
7.) SOD SMYE11 dated 03/11/2025 - 3 
complaints substantiated.

INTERVIEW:

On 03/11/2025 at 2:15 PM, Surveyor discussed 
some of the above concerns with Administrator A 
and Executive Director B. Administrator A and 
Executive Director B acknowledged Resident 1 
did not receive adequate treatment to meet 
his/her needs, as evidenced by the increase in 
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refusal of cares, development of skin integrity 
issues on his/her peri-area, and poor dentition. 
Administrator A and Executive Director B 
acknowledged the lock was broken on the share 
resident bathroom. Administrator A and Executive 
Director B acknolwedged the facility environment 
could improve on cleanliness and comfort for 
residents. 

On 03/21/2025 at 9:00 AM, Surveyor spoke with 
Executive Director B over the phone. Executive 
Director B acknowledged a delivery driver and 
resident witness Caregiver H sleeping on facility 
couch on 01/27/2025 at approximately 1:30 AM. 

SUMMARY:

The licensee did not ensure the facility, and its 
operation complied with all laws governing the 
CBRF. The current survey included investigation 
of four complaints.  As a result, 9 deficiencies 
were identified, and 3 complaints substantiated.

 N 352 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:

 N 352

Based on record review and interview, the 
provider did not ensure that Resident 3 received 
his/her medications as prescribed by his/her 
practitioner.
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Between 01/01/2025-02/28/2025, there was 12 
occasions in which Resident 3's metformin 
medication was not available due to 
non-availability. During this same time, Resident 
3 experienced 3 hospital stays due to high blood 
sugars. 

This is a repeat violation. See Statement of 
Deficiency (SOD) 77FZ11, dated 02/25/2021 and 
SOD EGFK11, dated 06/26/2020.  

Findings include:

On 03/11/2025, Surveyor reviewed Resident 3's 
record and identified the following: 

Resident 3 was admitted to the provider on 
06/20/2024 with a diagnosis of type 2 diabetes. 
Resident 3's most recent individual service plan 
(ISP) dated 11/15/2024 documented staff 
administer Resident 3's medications. Resident 3's 
physician orders included the following: 
"Metformin 500mg with instruction to take 1 tablet 
by mouth every morning with breakfast for 
diabetes, with a start date of 10/26/2024."

Resident 3's medication administration record 
(MARs) from 01/01/2025-02/28/2025 
documented the following: 
-01/29/2025-Metformin: Medication not available, 
has been reordered. 
-02/01/2025-Metformin: Medication not given. Not 
in cart. 
-02/05/2025-Metformin: Not in cart. 
-02/06/2025-Metformin: Medication not given. Not 
in cart. 
-02/07/2025-Metformin: Medication not given. Not 
in cart. 
-02/11/2025-Metformin: Medication not available, 
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has been reordered. 
-02/16/2025-Metformin: Medication not available, 
has been reordered. 
-02/17/2025-Metformin: Medication not given. Not 
in cart. 
-02/19/2025-Metformin: Medication not available, 
has been reordered. 
-02/21/2025-Metformin: Medication not available, 
has been reordered. 
-02/25/2025-Metformin: Medication not available, 
has been reordered.
-02/26/2025-Metformin: Medication not available, 
has been reordered.

Resident 3's incident reports documented: 
"02/19/2025: resident blood sugar was 495 
without meter, when EMS arrived, they took 
residents blood sugar as well and it was 601. 
02/21/2025: Resident had a high blood sugar at 
501 and was sent out to the ER. 
02/22/2025: Resident blood sugar was high. 
Resident said [s/he] feeling shaky and was not 
talking clear. Staff called 911 and resident was 
sent to the VA. 

Resident 3's progress notes documented: 
"02/20/2025: Rt blood sugar is 564. 911 was 
called. Resident refused to go out. 
02/24/2025: Spoke with Jamie RN from hospital 
regarding [Resident 3]. [S/he] will be returning 
around 2:30 today. Dx with UTI on Amoxicillin. 
Will also be on a Aspart sliding scale for [his/her] 
high blood sugar readings. Will be returning with 
a condom catheter. 
02/28/2025: Resident had high blood sugar, 911 
was called. Resident did not want to go out. Staff 
had resident drink lots of water and resident went 
to VA for appt this morning."

On 03/11/2025 at 1:22 PM, Surveyor interviewed 
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and shared findings with Administrator A and 
Manager B. Surveyor questioned why Resident 
3's metformin was unavailable 12 x between 
January-February 2025. Surveyor expressed 
concern Resident 3 missed multiple doses of 
his/her diabetes medication that resulted in high 
blood sugar readings and 3 hospital visits 
between 02/19-02/22. Administrator A was on 
his/her laptop during the interview and confirmed 
s/he could see in the provider's electronic health 
record (EHR), Resident 3's metformin was 
unavailable many times. Administrator A 
requested additional time to call the VA. Surveyor 
stated documentation would need to be submitted 
no later than 03/12/2025 at 10:00 AM. 

On 03/12/2025 at 8:47 AM, Manager B sent the 
following email: "[Resident 3's] - Metformin 
Medication gets delivered in the mail sent to 
[him/her] due to [him/her] being with the VA. Then 
must be sent out or packaged at the facility. This 
medication was not delivered." 

On 03/12/2025 at 9:03 AM, Surveyor sent the 
following email: "If the Metformin was not 
delivered and not administered for multiple days, 
where is the follow up trying to get the medication 
ordered and sent to the facility? I do not see this 
documented in the record."

On 03/12/2025 at 9:11 AM, Manager B sent the 
following email: "We made phone calls to the 
pharmacy and phone conversations but did not 
reflect that in our observation notes."

 N 353 83.32(3)(i) Rights of Residents: Adequate 
treatment

In addition to the rights under s. 50.09, Stats., 

 N 353
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each resident shall have all of the following rights: 
Prompt and adequate treatment.  Receive prompt 
and adequate treatment that is appropriate to the 
resident ' s needs.

This Rule  is not met as evidenced by:
Based on record review and interview, the 
provider did not ensure Resident 1 received 
prompt and adequate treatment that was 
appropriate to his/her needs. 

Resident 1 transferred from a local hospital to 
Provider on 01/13/2025. Resident 1 was 
diagnosed with but not limited to: dementia. 

From admission to 02/14/2025, Staff consistently 
documented Resident 1's refusal of personal 
cares. During this period Resident 1 wasn't 
provided the following: comprehensive 
assessment, psychotropic PRN medication for 
anxiety, an evaluation by a his/her primary care 
physician (PCP), nor effective interventions/plan 
for behavior management. 

On 02/15/2025, Staff couldn't wake-up Resident 1 
for morning personal cares. Resident 1 was sent 
via ambulance to a local ER (emergency room). 
While at the ER, Resident 1 was diagnosed with 
hypernatremia (sodium level over 145 mEq/L), 
skin breakdown of the genital/perineal areas, 
atrial fibrillation with RVR (rapid ventricular rate), 
and poor oral hygiene. ER staff could not contact 
Provider after Resident 1 was admitted to the ED 
(emergency department). ER staff contacted local 
APS (adult protective service) to report concern 
Resident 1 had been neglected by provider. 
Following ER assessment Resident 1 was 
admitted to an inpatient unit. While inpatient 
Resident 1 continued to receive treatment for: 
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electrolyte imbalance secondary to dehydration, 
acute kidney injury (AKI), skin breakdown of the 
genital/perineal area and acute myocardial (heart 
tissue) injury. Resident 1 did not return to 
Provider upon discharge from the hospital.

This is a repeat of statement of deficiency (SOD) 
EGFK11 dated 06/26/2020.

FINDINGS INCLUDE:

Facility is a Class CNA non-ambulatory facility. 
Has a capacity of 16 residents and serves 
advanced aged, irreversible dementia, 
Alzheimer's, physically disabled, mentally ill and 
emotionally disturbed.

On 02/19/2025, The Department received a 
complaint regarding resident care. 

On 03/11/2025, Surveyor arrived at facility for a 
complaint investigation. 

RECORD REVIEW:

On 03/11/2025, Surveyor reviewed Resident 1's 
face sheet. Resident 1 was admitted to the facility 
on 01/13/2025 and was discharged on 
03/02/2025. Resident 1 had an activated power of 
attorney (APOA).

On 03/11/2025, Surveyor reviewed Resident 1's 
individualized service plan (ISP). Resident 1's ISP 
wasn't signed or dated. Resident 1 was 
documented as an elopement risk. Under the 
subsection titled, "ORAL CARE-FULL 
ASSISTANCE," the following was documented, 
"Resident requires full assistance from staff to 
completed oral care." Under the subsection titled, 
"BATHING - FULL ASSISTANCE," the following 
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was documented, "Resident needs assistance 
with bathing. [S/He] can physically accomplish the 
tasks of bathing but needs assistance with cueing 
to wash [his/her] body and perform cares. Staff 
may have to assist [Resident 1] with all [his/her] 
bathing cares." Under the subsection titled, 
"TOILETING-FULL ASSISTANCE," the following 
was documented, "Resident requires full 
assistance from staff to complete toileting tasks 
to remain clean and dry." Under the subsection 
titled, "AGGRESSIVE/COMBATIVE [Behavior 
patterns/Monitor Behaviors]" the following was 
documented, "Resident requires staff assistance 
to manage/direct aggressive/combative 
behaviors. Resident can be combative with 
attempting personal cares. Staff will give resident 
a few minutes and then reapproach ...Resident's 
Desired Outcome & Goals: To have interventions 
in place that help alleviate behaviors."

On 03/11/2025, Surveyor reviewed the 
assessments documented for Resident 1:
1.) Resident 1's pre-admission assessment was 
signed by Director D on 01/10/2025. Resident 1 
diagnosis listed documented s/he was diagnosed 
with dementia. Under the subsection titled, 
"Mental/Emotional/Level of Awareness," the 
following options were selected: alert, lethargic, 
anxious, inappropriate and forgetful. Under the 
subsection titled, "Orientation to Person, Time 
and Place," the following was documented, 
"Oriented but forgetful ...oriented to person 
...impairment: severe." Under the subsection 
titled, "Safety," the following options were 
selected: Occasionally falls (less 10x/yr.), 
potential for wandering, wanders outside 
residence, and potential for becoming 
aggressive/combative to self or others. Under the 
subsection titled, "Speech/Communication," the 
following was documented, "Easy to understand." 
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Under the subsection titled, "Mobility Status" the 
following was documented, "Ambulates 
independently." Under the subsection titled, "Skin 
Assessment/Wounds," the following was 
documented, "Repositions self."

2.) On 02/18/2025, Administrator A documented a 
comprehensive assessment on Resident 1. 

On 03/11/2025, Surveyor reviewed Resident 1's 
the following observation notes from 01/13/2025 
to 03/11/2025: 
1.) On 01/20/2025 at 9:30 AM, Administrator A 
documented, "Admission paperwork sent to 
[Name of Local Clinical Service].

2.) 01/24/2025 at 10:30 AM, Administrator A 
documented, "[Name of Local Clinical Service] in 
building today to see other residents. Writer 
informed [Name of Local Clinical Service] NP 
(nurse practitioner) and RN (registered nurse) the 
RT (resident) will be admitting onto their service 
and expressed concern that [Resident 1] is 
resistant to cares. PCP (primary care provider) 
will set up a visit later to do first visit."

3.) On 01/24/2025 at 11:00 AM, Caregiver C 
documented, "RT walked out of the building to the 
front porch. Staff attempted to redirect [him/her] 
to go inside where it was warm. RT was 
redirected to [his/her] room after a few minutes. 
Rt has been sleeping since that time. POA 
updated."

4.) On 01/24/2025 at 12:30 PM, Administrator A 
documented, "Write spoke with [Family Member 
I]. [Family Member I] observed that for several 
days after [s/he] visits [Resident 1], [s/he] tries to 
exit seek. POA states that [him/her] and 
[Resident 1] loosely worked together in the same 
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industry and often when [s/he] sees [him/her], RT 
thinks [s/he] has to go to work afterwards. [S/He] 
will then begin exit seeking. [Family Member I] 
asked writer if [s/he] should not come visit 
[Resident 1] for a short period for time while [s/he] 
adjusts to the new setting. Writer told [Family 
Member I] that they could not tell [him/her] to not 
visit, and that decision was solely up to [him/her]. 
Writer further explained that they have seen 
families choose not to visit a RT while they are 
adjusting to a new setting, but that decision that 
can only be made by the family. POA expressed 
understanding and stated [s/he] may limit [his/her] 
visits over the next couple of weeks."

5.) On 01/25/2025 at 5:15 AM, Caregiver J 
documented, "Resident was exit seeking this 
morning. Resident was re-directed to [his/her] 
room."

6.) On 01/25/2025 at 5:30 AM, Caregiver J 
documented, "Resident sought exit again. 
Re-directed to his/her room."

7.) On 01/25/2025 at 12:15 PM, Caregiver F 
documented, "Resident does not want to get up 
has been sleeping all day. Management had been 
notified as well as POA."

8.) On 01/27/2025 at 11:45 AM, Caregiver C 
documented, "Res giving us a hard time pushing 
away from us as we try to change [his/her] 
clothing [s/he] is very strong and resistant (sic.)."

9.) On 01/27/2025 at 9:45 PM, Caregiver G 
documented, "Res not letting me get [him/her] 
changed [s/he] is using all of [his/her] strength to 
not let me perform cares on [him/her]. Gave 
[him/her] some space to see if [s/he] would let me 
help [him/her] at all. Notified Executive Director 
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and was instructed to notify POA. POA called and 
left message."

10.) On 01/29/2025 at 3:15 AM, Caregiver H 
documented, "RT is just coughing."

11.) On 01/29/2025 at 10:30 AM, Caregiver C 
documented, "rt refused all [his/her] meds, when 
staff tried to change rt [s/he] became upset & 
wouldn't allow staff to touch [him/her]."

12.) On 01/29/2025 at 2:00 PM, Caregiver C 
documented, "had a hard time with res today 
[s/he] refused to let staff change [him/her] [s/he] 
laid in bed refusing to change depend. Would not 
come down to lunch to eat very difficult to redirect 
to be able to get cares done."

13.) On 01/30/2025 at 7:00 AM, Caregiver H 
documented, "RT is in bed sick with a cold."

14.) On 01/30/2025 at 1:00 PM, Caregiver F 
documented, "could not get res changed today 
very weak and resistant to help from staff using 
[his/her] weight to not let staff help [him/her], res 
balled [his/her] fist up at staff while trying to help 
[him/her] and [s/he] is very strong. POA called 
and informed."

15.) On 01/31/2025 at 9:00 AM, Caregiver C 
documented, "res not letting us change [him/her] 
[s/he] is using [his/her] dead weight to not let us 
help [him/her] using [his/her] fist."

16.) On 02/05/2025 at 10:15 AM, Executive 
Director B documented, "Resident will not let us 
change [him/her] [s/he] is using [his/her] dead 
weight and not willing to help or let staff help."

17.) On 02/08/2025 at 11:15 AM, Caregiver H 
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documented, "RT will not get up to let staff 
change [him/her]. Will reapproach."

18.) On 02/09/2025 at 12:15 AM, Caregiver H 
documented, "RT will not get up need to be 
change (sic.)."

19.) On 02/10/2025 at 1:30 PM, Caregiver F 
documented, "resident has not let staff do cares 
and does not want to stand up staff have made 
multiple approaches."

20.) On 02/12/2025 at 9:30 AM, Administrator A 
documented, "PCP's office notified that RT is 
resistant to care and can become aggressive 
when approached to perform cares. LVM (left 
voicemail) with Taylor, RN."

21.) On 02/15/2025 at 6:45 PM, Administrator A 
documented, "Staff alerted writer that RT was 
lethargic and hard to wake. Staff stated that had 
been trying to get rt up to [his/her] room to 
perform peri-care and oral care. Writer care to 
building to see rt and to assess the situation. It 
was noted that rt would respond to writer's voice 
and open [his/her] eyes when asked. [S/he] 
followed simple commands but would not get up 
from the chair to be cleaned up. Writer took RT 
vs. BP123/73, P 63, SPO2 95% T 98.7 
(tympanic). Staff stated [s/he] would accepted 
[his/her] medications but subsequently spit them 
back out. RT would not stay awake for more than 
seconds at a time, so writer elected to call 911 to 
have RT sent to hospital. POA ...was called, and 
[s/he] agreed that if writer felt it was necessary to 
send out for evaluation, then they should. [Name 
of Local Fire Department] responded and took RT 
to [Name of Local Hospital] ED. POA notified, 
Care team notified."
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On 03/11/2025, Surveyor reviewed Resident 1's 
January 2025 medication administration record 
(MAR). Resident 1 was prescribed the following 
psychotropic medications:
1.) Quetiapine 50 mg tablet - Take 1 tablet by 
mouth 3 times daily (TID) for dementia with 
behavioral disturbance
2.) Memantine HCL 10 mg tablet - Take 1 tablet 
by mouth 2 times daily (BID) for dementia
3.) Gabapentin 100 mg capsule - Take 1 capsule 
by mouth BID for anxiety
4.) Fluoxetine 10 mg capsule - Take 1 capsule by 
mouth daily for anxiety and labile moods 
associated with dementia
5.) Gabapentin 100 mg capsule - Take 1 capsule 
by mouth as needed (PRN) every 4 hours for 
anxiety. 

On 03/11/2025, Surveyor reviewed Resident 1's 
MARs from 01/13/2025 to 02/28/2025. Resident 
1's wasn't administered his/her PRN dose of 
Gabapentin 100 mg for anxiety during that period. 

On 03/20/2025, Surveyor reviewed Resident 1's 
hospital admission record dated 02/15/2025. 
Resident 1 was admitted to the ER on 02/15/2025 
at approximately 6:48 PM. The hospital record 
contained the following documentation:
1.) The hospital record documented Resident 1 
was diagnosed with but not limited to: dementia, 
anxiety, seizure disorder, atrial fibrillation with 
RVR, mitral regurgitation, chronic kidney disease 
(CKD) and hypertension (HTN). 

2.) On 02/15/2025 at 6:48 PM, Doctor M 
documented the following, "History ...presents to 
the ED from memory care facility with concerns 
for increased fatigue. Independent Historian: 
EMS (emergency medical service) states that 
facility staff members state patient is usually tired 
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and minimally responsive but today slept for 12 
hours in [his/her] chair which is more than usual 
...unable to get a hold of staff at current facility. 
Discussed patient arrival with POA who states 
patient's Seroquel was increased when [s/he] got 
to new facility (sic.) and [s/he] had noticed a 
decrease in activity since then...Patient is tired 
with eyes closed in ER bed, minimally responsive 
with on word answers, opens eyes to sternal rub."

3.) On 02/15/2025 at 6:25 PM, Doctor M 
documented a physical assessment of Resident 
1, "BP (blood pressure): 134/94 Pulse: 152 
...SpO2 96%...MOUTH bleeding gums, poor oral 
hygiene ...SKIN: Deteriorating [genital area] skin 
...Medical Decision Making ...Hypernatremia 
(163) evident, appropriate sodium correction rate 
calculated and fluids administered in the ED ...At 
this time I am still unable to get ahold of nursing 
staff at patient's facility. Unaware if patient had 
been receiving medications, including blood 
thinner and when atrial fibrillation may have 
started ...Recommend admission for continued 
treatment of severe hypernatremia, atrial 
fibrillation ...and social work consult in AM for 
concern for neglect at patient's current facility ..." 

4.) On 02/15/2025 at 9:34 pm, [Nurse N] 
documented the following, "Call received from 
[Family Member I] ...[S/He] reports [s/he] had 
visited [his/her] memory care facility several times 
and was asked to stop visiting as much due to 
[his/her] repeated attempts to elope. Patient had 
been at [Name Of Facility] for approximately 1.5 
months. [S/He] reports mild concern about 
[his/her] hygiene ...Per pervious shift nursing 
report patient arrived to ED with severe 
compromise to hygiene. Bed bath performed 
including incontinence care. Upon my 
assessment, perineum with skin breakdown to 
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include small scab on right side of urethral 
meatus, another scab to right glans, and 
maceration/possible moisture related skin 
breakdown noted to [genital area] and perineum. 
Further perineal care performed with soap, water, 
and skin dried thoroughly. Dental hygiene also 
deficient, with buildup on top and bottom teeth 
gums appear to be bleeding. Gentle oral care 
with water and swabs performed. More 
aggressive oral care limited by patient chewing on 
swabs and fragility of oral mucosa ... Foley 
inserted due to incontinence with compromise in 
perineal skin integrity and need for strict I/O 
(input/output measurements). Foley secured to 
left leg to avoid exacerbating injury to meatus 
(opening to the urethra) ...Suspected neglect 
reported via voicemail left on [Name Of County] 
Elder/Adult at Risk Abuse Hotline ..." 

5.) On 02/15/2025 at 10:19 PM, Doctor O 
documented the following, "Contacted ...[Family 
Member I] [s/he] reports that [Resident 1] 
baseline dementia is usually 1 word answers yes, 
no and that [s/he] is mostly currently at baseline, 
[s/he] noted that over the last week [s/he] has 
been eating less and drinking less however [s/he] 
had not been visiting due to concerns of 
elopement that was thought to be triggered by 
[his/her] visitations ...On presentation, patient 
tachycardic (heart rate >100 beat per minute) 152 
in atrial fibrillation (abnormal heart rhythm), 
otherwise hemodynamically stable ...metabolic 
workup concerning for ...sodium 163 ...Patient 
was started on IV fluid, discussion with POA 
(power of attorney) by ED with concerns for 
neglect at facility ..." 

6.) On page 24, the following was documented, 
"Assessment & Plan ...Severe hypernatremia 
-Chronic hypercalcemia, AKI (acute kidney injury) 
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...Patient dehydrated on exam, with reports of 
decreased PO (by mouth) intake over the last 
week, sodium 163, creatinine 2.13 from baseline 
1.1, calcium 10.5, CBC (complete blood count) 
with signs of hemoconcentration ...Atrial 
fibrillation with RVR ...Patient with persistent Afib, 
RVR and electrolyte imbalances ...Failure to 
thrive ...Concern for neglect ...[genital area] 
dermatitis ...Patient with recent decreased PO 
intake and decreased mobility/activity, poor oral 
hygiene, poor perennial (sic.) and [genital area] 
hygiene ...Acute (new-onset) myocardial (heart 
tissue) injury ...EKG with atrial fibrillation cannot 
assess symptoms given patient's dementia. 
Likely ischemic demand in the setting of 
dehydration." The hospital record documented 
Resident 1 was placed at a different ALF when 
s/he discharged from the hospital. 

7.) On 02/15/2025 at 7:35 PM, the result from 
Resident 1's comprehensive metabolic panel 
were documented as follows, "Status: FINAL 
RESULT Sodium: 163 mmol/L [Ref Range: 
136-145] ...Chloride: 124 mmol/L [Ref Range: 
98-107] ...Creatinine: 2.13 mg/dl [Ref Range: 
0.73-1.18] ..."

"Sodium (Na) ...Reference Values ...Serum 
(blood): Adult: 135-145 mEq/L ...Description 
...Sodium has many functions: it helps maintain 
body fluids, it is responsible for conduction of 
neuromuscular impulses via the sodium pump; 
and it is involved in enzyme activity ...Increased 
Level: Hypernatremia  ...observe for sign and 
symptoms of hypernatremia leg restlessness; a 
rough dry tongue; and tachycardia 
..."(LABORATORY AND DIAGNOSTIC TESTS 
WITH NURSING IMPLICATIONS, 7th edition., 
2009, p.356)
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"Chloride (CI) (SERUM) ...Reference Values 
Adult: ...95-105 mmol/L ...Description. Chloride, 
an anion found mostly in the extracellular (outside 
of the cell) fluid, plays an important role in 
maintaining body water balance, osmolality of 
body fluids (with sodium), and acid-base balance. 
Most of the chloride ingested is combined with 
sodium (sodium chloride [NaCL], or salt) 
...Clinical Problems ...Increased Level: 
Dehydration, high serum sodium level, ...cardiac 
decompensation,  ...kidney dysfunction ..." 
(LABORATORY AND DIAGNOSTIC TESTS 
WITH NURSING IMPLICATIONS, 7th edition., 
2009, p.119)

"Creatinine ...Reference Values ...Adult: Serum: 
0.5-1.2 mg/dl ...Description. Creatinine, a 
by-product of muscle catabolism (breakdown), is 
derived from the breakdown of muscle creatine 
and creatine phosphate. The amount of 
creatinine produced is proportional to muscle 
mass. The kidneys excrete creatinine when 50% 
or more nephrons (functional units of the kidney), 
serum creatinine level increases ...Clinical 
Problems ...Increased Level: Acute and chronic 
renal failure, ...heart failure (HF), acute 
myocardial infarction (AMI), and diet ..." 
(LABORATORY AND DIAGNOSTIC TESTS 
WITH NURSING IMPLICATIONS, 7th edition., 
2009, p.137)

According to the Mayo Clinic Website, "Atrial 
fibrillation (AFib) is an irregular and often very 
rapid heart rhythm. An irregular heart rhythm is 
called an arrhythmia. AFib can lead to blood clots 
in the heart. The condition also increases the risk 
of stroke, heart failure and other heart-related 
complications." (Source: The Mayo Clinic 
Website, Atrial Fibrillation, 1998-2024, 
https://www.mayoclinic.org/diseases-conditions/at
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rial-fibrillation/symptoms-causes/syc-20350624 
(retrieval date - March 21, 2025).)

INTERVIEW:

On 03/11/2025 at approximately 9:30 AM, 
Surveyor requested Resident 1's complete 
resident record from Executive Director B. 

On 03/11/2025 at 9:52 AM, Surveyor interviewed 
Caregiver C. Caregiver C stated s/he 
remembered providing care to Resident 1. 
Caregiver C reported Resident 1's dementia was 
advanced. Caregiver C stated Resident 1 should 
have been on a memory care unit. Caregiver C 
stated Resident 1 would regularly exit seek and 
exit the building while Caregiver C watched them. 
Caregiver C stated Resident 1 had made it to the 
parking lot a few times and was re-directed back 
into the building. Caregiver C stated Resident 1 
required assistance from staff with bathing, 
toileting, and oral care. Caregiver C reported 
upon admission Resident 1 had been able to walk 
independently and verbalize with staff. Caregiver 
C reported Resident 1 was walking independently 
until the morning s/he was sent to the emergency 
room (ER). Caregiver C stated s/he observed 
Resident 1 the day s/he went to the ER, and 
described Resident 1 as, 'zombie-like.' Caregiver 
C denied assessing skin integrity issues to 
Resident 1's peri-area. Caregiver C reported 
Resident 1 had been refusing most personal care 
services from staff. Caregiver C reported 
Resident 1 would ball up his/her fist and posture 
towards staff and/or refuse to move to refuse 
personal care services. Caregiver C stated the 
intervention when Resident 1 was refusing care 
was to give him/her some space and re-approach 
them later in the shift. 
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On 03/11/2025 at 10:52 AM, Executive Director B 
handed Surveyor Resident 1's record. Surveyor 
verified with Executive Director B this was 
Resident 1's complete record of care. 

On 03/11/2025 at 11:36 AM, Surveyor asked 
Executive Director B if s/he had any more 
documentation for Resident 1 than what had 
been provided to Surveyor. Executive Director B 
verified Surveyor had been provided Resident 1's 
complete record. Executive Director B 
acknowledged facility didn't have a physician's 
assessment, or transfer paperwork from his/her 
most recent hospital visit in Resident 1's record.

On 03/11/2025 at 2:15 PM, Surveyor discussed 
the above concerns with Administrator A and 
Executive Director B. Administrator A stated 
Resident 1 had previously resided in a skilled 
nursing facility (SNF) and from there Resident 1 
were transferred to a hospital. Administrator A 
stated s/he did not know why Resident 1 had 
been hospitalized. Administrator A stated Director 
D had completed the pre-admission assessment 
for Resident 1. Administrator A reported s/he was 
not aware of Resident 1's having a behavior plan 
before admission. Administrator A stated 
Resident 1's condition rapidly declined during 
his/her stay at the facility. Administrator A stated 
Resident 1's sleep hygiene deteriorated, and s/he 
started refusing cares from staff. Administrator A 
stated s/he notified Resident 1's PCP on 
01/24/2025 and 02/12/2025 that Resident 1 had 
been resistant to personal cares. Administrator A 
and Executive Director B acknowledged facility 
didn't have a physician's assessment of Resident 
1 nor transfer paperwork from the hospital on file. 
Administrator A acknowledged care staff had 
documented several incidents Resident 1 had 
refused personal cares from staff between 
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01/25/2025 and 02/11/2025. Administrator A 
acknowledged Resident 1's PCP should have 
been made aware of Resident 1's prolonged 
refusal of personal cares during that period. 
Administrator A and Executive Director B reported 
they instructed staff to do the following behavioral 
interventions when Resident 1 would refuse 
cares: give him/her space then re-approach later, 
offer a favorite food, and then call Family Member 
I. Administrator A acknowledged those behavioral 
interventions hadn't been effective in increasing 
Resident 1's compliance with personal cares. 
Surveyor asked Administrator A, why hadn't staff 
attempted to administer PRN gabapentin for 
anxiety. Administrator A stated s/he did not know 
why staff hadn't administered the PRN 
gabapentin for Resident 1's anxiety. Surveyor 
asked Administrator A if s/he had followed up on 
Resident 1's condition since they left on 
02/15/2025. Administrator A stated s/he had been 
told Resident 1's sodium was elevated, and family 
decided to move him/her to a different facility 
upon discharge from the hospital, but s/he wasn't 
aware of any further details. Administrator A and 
Executive Director B stated they weren't made 
aware Resident 1 had been admitted to the ER 
with skin integrity issues to his/her peri area, poor 
dentition, and dehydration. Administrator A and 
Executive Director B acknowledged Resident 1's 
pre-admission assessment did not document any 
skin integrity issues on Resident 1's skin. 
Administrator A and Executive Director B 
acknowledged facility had been responsible for 
managing Resident 1's oral health, oral intake, 
skin integrity, bathing and toileting.  Administrator 
A and Executive Director B acknowledged 
Resident 1 did not receive adequate treatment to 
meet his/her needs, as evidenced by the increase 
in refusal of cares, development of skin integrity 
issues on his/her peri-area, dehydration, and poor 
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dentition.

On 03/12/2025 at 11:07 AM, Surveyor spoke with 
Family Member I over the phone. Family member 
I reported Resident 1 had been diagnosed with 
dementia in 2020. Resident 1 had been able to 
live independently until august 2022 when s/he 
suffered a major stroke. Resident 1 then moved 
from living independently at home to a skilled 
nursing facility (SNF). While Resident 1 lived at 
the SNF s/he suffered a fall and broke his/her hip. 
Family Member I stated by October 2022 
Resident 1 was transferred from the SNF to a 
CBRF up north. Family Member I stated Resident 
1 would exit seek and elope from his/her previous 
CBRF; and would occasionally refuse personal 
care. Family Member I reported it was decided 
Resident 1 should live closer to family. During 
Resident 1's most recent hospitalization Family 
Member I worked with Resident 1's managed 
care organization (MCO) representative to find a 
new facility. In beginning of January 2025, Family 
Member I toured facility with Administrator A, 
Director D, and Caregiver G. Family Member I 
while touring the facility was assured staff could 
manage Resident 1's behaviors related to 
dementia. Family Member I reported s/he 
specified Resident 1 had a history of exit seeking, 
elopement, and refusal of personal cares. Family 
Member I stated Director D assured him/her that 
staff could keep Resident 1 safe and encourage 
compliance with cares. Family Member I decided 
on facility because of these assurances, and it 
was a good location for Resident 1 to see his/her 
family. Family Member I stated Caregiver G was 
wonderful during the admission process and 
helped him/her setup Resident 1's room and 
television. Family Member I reported Resident 1 
was able to walk independently upon admission 
to the facility. Family Member I reported 
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Administrator A was in the process of establishing 
a PCP for Resident 1 with their facilities 'in-house' 
clinical provider service, but Resident 1 wasn't 
seen or assigned to a PCP before his/her 
discharge from facility. Family Member I stated 
Doctor L had been Resident 1's PCP since 2022.  
Family Member I reported Resident 1 had been 
transferred to the facility from a local hospital. 
Family Member I reported Resident 1's skin was 
intact before discharge from the local hospital. In 
the days following admission to the facility, Family 
Member I would visit Resident 1 daily. Sadly, 
when Family Member I would go to leave these 
visits Resident 1 would attempt to follow them 
and elope from the facility. Family Member I 
stated s/he and Administrator A agreed a 'pause' 
on visits may help Resident 1 adjust to his/her 
new home. After one of the elopements, Family 
Member I had a discussion with Administrator A 
and Administrator A stated s/he would obtain an 
alarm system to help keep Resident 1 safer. 
Family Member I reported Administrator A never 
implemented an alarm system as an intervention 
for Resident 1's elopements.  Family Member I 
stated to help Resident 1 adjust to the facility s/he 
put a hold on visits for a couple weeks. On 
02/07/2025, Family Member I received a phone 
call from [Family Member P] who was attempting 
to visit Resident 1. The [Family Member P] told 
Family Member I the staff were barring them from 
seeing Resident 1 because s/he was sick. Family 
Member I stated Administrator A had not told 
them Resident 1 was sick nor s/he was on a 
visitor restriction. Family Member I then called 
Administrator A and Administrator A told them 
Resident 1 was suffering from a cold, needed 
rest, and Resident 1 was not on a visitor 
restriction. Family Member I stated Administrator 
A had introduced himself/herself as a nurse; and 
so s/he trusted Administrator A's assessment of 
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Resident 1's condition. On 02/09/2025, Family 
Member I went to visit Resident 1. Family 
Member I stated Resident 1 was still sick and 
"really out of it." Family Member I stated Resident 
1 seemed tired and too exhausted to talk. Family 
Member I reported Resident 1's hair was unkept, 
s/he was dressed in someone else's clothing, and 
his/her beard had food particles in it. On 
02/15/2025, Family Member I was out of town 
when s/he got a phone call from the facility 
notifying him/her of Resident 1's decreased level 
of consciousness, and his/her transport to a local 
ER. Family Member I stated s/he then spoke with 
a hospital nurse who notified them Resident 1's 
sodium level was critically high, s/he had very 
poor oral health and there were skin integrity 
issues covering his/her peri-area. Family Member 
I reported while Resident 1 had been in the 
hospital they received physical therapy for 
ambulation, because due to swelling/weakness 
s/he wasn't able to walk independently any 
longer. Family Member I stated s/he then moved 
Resident 1 to another facility s/he felt could 
manage Resident 1's needs more proficiently. 
Family Member I stated since moving to the new 
facility Resident 1's appetite has returned, and 
his/her ability to ambulate was improving. 

On 03/14/2025 at 5:15 PM, Family Member I sent 
Surveyor and email with Family Member P's 
phone number. 

On 03/20/2025 at 2:40 PM, Surveyor called 
Family Member P to discuss his/her visit with 
Resident 1 at facility. Family Member P stated 
s/he and their spouse visited Resident 1 on two 
occasions between 02/01/2025 and 02/05/2025. 
Family Member P stated during the first visit 
Resident 1 was alert and s/he ate dinner. Family 
Member P reported they observed Resident 1's 
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gums were bleeding while eating; and their hair 
was oily/unkept. Family Member P stated during 
his/her second visit. Staff were wearing masks 
and told them Resident 1 was sick. Family 
Member P stated s/he saw Resident 1 sleeping in 
his/her bed dressed in 'street clothes.' Family 
Member P stated the street clothes looked like 
Resident 1 had slept in them overnight because 
they were very wrinkled and appeared worn.

 N 397 83.36(1)(b) Qualified staff in charge, on duty and 
awake.

The CBRF shall ensure all of the following: 1.  An 
administrator or other designated qualified 
resident care staff in charge is on the premises of 
the CBRF daily to ensure the CBRF is providing 
safe and adequate care, treatment and services. 
2.  At least one qualified resident care staff is 
present in the CBRF when one or more residents 
are present in the CBRF. 3.  At least one qualified 
resident care staff is on duty and awake if at least 
one resident in the CBRF is in need of 
supervision, intervention or services on a 24-hour 
basis to prevent, control or improve the resident ' 
s constant or intermittent mental or physical 
condition that may occur or may become critical 
at any time including residents who are at risk of 
elopement, who have dementia, who are 
self-abusive, who become agitated or emotionally 
upset  or who have changing or unstable health 
conditions that require close monitoring. 4.  At 
least one qualified resident care staff is on duty 
and awake if the evacuation capability of at least 
one resident is 4 minutes or more.

This Rule  is not met as evidenced by:

 N 397

Based on record review and interview, the  
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provider did not ensure at least one qualified 
resident care staff was on duty and awake if at 
least one resident in the CBRF was in need of 
supervision, intervention or services on a 24-hour 
basis to prevent, control or improve the resident ' 
s constant or intermittent mental or physical 
condition that may occur or may become critical 
at any time including residents who are at risk of 
elopement, who have dementia, who are 
self-abusive, who become agitated or emotionally 
upset  or who have changing or unstable health 
conditions that require close monitoring.

On 01/27/2025 at approximately 1:30 AM, Driver 
Q approached facility to deliver take-out. Driver Q 
found Resident 2 sitting in his/her wheelchair 
outside of the front entrance. Driver Q was 
concerned Resident 2 would drop his/her take-out 
and offered to escort them into the facility. Once 
inside the facility Driver 2 and Resident 2 
observed Caregiver H asleep on the couch in the 
common space. 

FINDINGS INCLUDE:

Facility is a Class CNA non-ambulatory facility. 
Has a capacity of 16 residents and serves 
advanced aged, irreversible dementia, 
Alzheimer's, physically disabled, mentally ill and 
emotionally disturbed. The census at facility as of 
03/11/2025 was 13 residents.

On 01/29/2025, the Department received a 
complaint about resident safety. 

On 03/11/2025, Surveyor arrived at facility for a 
complaint investigation.

RECORD REVIEW:
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On 03/11/2025, Surveyor reviewed Caregiver H's 
staff record. Caregiver H had been hired on 
09/22/2017. Caregiver H's employment had been 
terminated on 02/13/2025. 

On 03/11/2025, Surveyor reviewed Resident 1's 
record. Resident 1 was admitted to the facility on 
01/13/2025. Resident 1 was diagnosed with but 
not limited to: dementia. Resident 1's 
individualized service plan (ISP) documented 
him/her as an elopement risk. 

On 03/11/2025, Surveyor reviewed Resident 5's 
record. Resident 5 was admitted to the facility on 
09/20/2018. Resident 5 was diagnosed with but 
not limited to: Alzheimer's disease late-onset. 

On 03/21/2025 at 1:04 PM, Executive Director B 
emailed Surveyor the January 2025 staff 
schedule. 

On 03/21/2025, Surveyor reviewed the January 
2025 staff schedule. Caregiver H was 
documented as working alone from 11:00 PM to 
7:00 AM on 01/27/2025. 

INTERVIEW:

On 03/11/2025 at 9:55 AM, Surveyor interviewed 
Resident 2 regarding finding Caregiver H 
sleeping on 01/27/2025. Resident 2 reported s/he 
ordered food using the Door Dash app on 
01/27/2025. At approximately 1:30 AM, I 
(Resident 2) was waiting for the driver near the 
front entrance area. Resident 2 reported s/he 
observed Caregiver H sleeping on the couch in 
the living room. Resident 2 reported the driver 
entered the facility and Caregiver H woke up. 
Resident 2 stated 2 other residents were walking 
around in the common area. Resident 2 reported 
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once the driver left, Caregiver H laid back down 
on the couch.   

On 03/11/2025 at 1:30 PM, Surveyor interviewed 
Administrator A and Manager B. Administrator A 
and Manager B stated they had not been notified 
residents had found nightshift staff sleeping in the 
common area. Administrator A and Manager B 
stated Caregiver H's termination on 02/13/2025 
was not related to sleeping while on-duty. 

On 03/21/2025 at 9:00 AM, Surveyor called Driver 
Q. Driver Q stated s/he delivered take-out food to 
Resident 2 on 01/27/2025 at approximately 1:30 
AM. Driver Q reported s/he had caregiver 
experience and found it strange Resident 2 was 
waiting for his/her food alone outside the front 
entrance of the facility. Driver Q stated Resident 2 
asked him/her to put the take-out order on his/her 
lap. Driver Q stated s/he feared Resident 2 would 
drop his/her food while attempting to 
independently maneuver the door with their 
wheelchair. Driver Q stated s/he offered to help 
Resident 2 back into the facility and carry the 
take-out order inside. Driver Q stated Resident 2 
accepted his/her help. Driver Q stated when s/he 
entered the facility s/he found a staff member 
sleeping on the couch in the common area. 
Driver Q stated there were a few other residents 
wandering outside of their rooms. Driver Q stated 
most of the residents were still wearing their 
daytime clothes. Driver Q stated s/he asked 
Resident 2 if there were any other staff in the 
building. Resident 2 told Driver Q that the staff 
member sleeping on the couch was the only staff 
in the building at the time. Driver Q stated the 
caregiver then woke up and was startled to find 
him/her in common space. Driver Q stated the 
caregiver asked who they were, and Driver Q 
introduced himself/herself explained Resident 2 
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had been outside. Driver Q stated s/he left after 
the incident and called the facilities corporate line 
to report s/he had found staff sleeping. Driver Q 
reported Resident 2 told them about a night a 
confused resident without shoes had attempted to 
elope from the building while the same staff 
member had been sleeping a different night. 

On 03/21/2025 at 9:41 AM, Surveyor discussed 
the above situation with Manager B over the 
phone. Surveyor informed Manager B that 
multiple witnesses had reported Caregiver H was 
sleeping the night of 01/27/2025 at approximately 
1:30 AM. Manager B reported s/he hadn't been 
notified of this incident. Manager B stated s/he 
would investigate this situation and follow-up with 
current staff.

 N 415 83.37(2)(d) Documentation of medication 
administration.

Documentation of medication administration. As 
required under s. DHS 83.42(1)(o), 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 
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:

 N 415

Based on record review and interview, the 
provider did not ensure proper documentation 
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within the Medication Administration Record 
(MAR) for 1 of 3 residents reviewed. Resident 3's 
sliding scale insulin units administered was not 
recorded from 02/25/2025-03/10/2025.

This deficiency is being cited for the 5th time. See 
Statements of Deficiency (SOD) 88ZV13, dated 
09/27/2023, SOD 88ZV12, dated 01/26/2023, 
SOD 88ZV11, dated 07/05/2022, and SOD 
EGFK11, dated 06/26/2020. 

Findings include:

On 03/11/2025, Surveyor reviewed Resident 3's 
record and identified the following: 

Resident 3 was admitted to the provider on 
06/20/2024 with a diagnosis of type 2 diabetes. 
Resident 3's most recent individual service plan 
(ISP), dated 11/15/2024 documented staff 
administer Resident 3's medications. Resident 3's 
physician orders included the following: 

"Novolog with instructions to inject 
subcutaneously at bedtime with sliding scale: 
200-250, give 1 unit, 251-300, give 2 units, 
301-350, give 3 units, 351-400, give 4 units, 
401-450, give 5 units, 451-500, give 6 units and 
call MD." 

Surveyor reviewed Resident 3's February and 
March 2025 MARs. Between 
02/25/2025-03/10/2025, staff recorded 14 blood 
glucose levels that would have required sliding 
scale insulin. There was no documentation 
showing how many units of insulin Resident 3 
was administered. 

On 03/11/2025 at 1:22 PM, Surveyor interviewed 
and shared findings with Administrator A and 
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Manager B. Surveyor noted concern in diabetic 
management in regard to missing documentation 
in Resident 3's record. Administrator A was on 
his/her laptop during the interview and stated s/he 
could see in the provider's electronic health 
record (EHR), staff were not recording the 
number of sliding scale insulin units administered. 
Administrator A stated there was not a spot in 
their EHR system where staff were to record the 
number of sliding scale insulin units administered 
to Resident 3. Administrator A reported s/he 
would have to work with their EHR provider to 
create a spot in the MAR so staff will now record 
the number.

 N 425 83.38(1)(a) Personal care.

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: 

Personal care. 

Personal care services shall be designed and 
provided to allow a resident to increase or 
maintain independence.

This Rule  is not met as evidenced by:

 N 425

Based on record review and interview, the 
provider did not ensure Resident 2 received 
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personal care services adequate to meet their 
individual needs. Resident 2 was not provided a 
shower for over 3 months. 

This deficiency is being cited for the 3rd time.  
See Statements of Deficiency (SOD) 77FZ11, 
dated 02/25/2021 and SOD EGFK11, dated 
06/26/2020. 

Findings include: 

DHS 83.02(37) "Personal care" means 
assistance with activities of daily living, but does 
not include nursing care.

DHS 83.02(3) "Activities of daily living" means 
bathing, eating, oral hygiene, dressing, toileting 
and incontinence care, mobility, and transferring 
from one surface to another such as from a bed 
to a chair.

On 02/12/2025, the Department received a 
complaint alleging concerns residents were not 
getting assistance with personal cares. 

On 03/11/2025 at 9:55 AM, Surveyor interviewed 
Resident 2. Resident 2 reported the provider did 
not have a shower chair for him/her to safely use, 
so s/he has not had a shower since admission 
(12/05/2024). Resident 2 reported s/he was 
supposed to be showered 2x/week, but that has 
not occurred. 

On 03/11/2025, Surveyor reviewed Resident 2's 
record and identified the following: 

Resident 2 was admitted to the provider on 
12/05/2024 with diagnoses including multiple 
sclerosis, hypokalemia, and chronic pain. 
Resident 2 is their own legal decision maker and 
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can make their needs known. Resident 2's 
individual service plan (ISP), dated 03/05/2025 
indicated s/he required assistance with activities 
of daily living. Resident 2 used a motorized 
wheelchair for ambulation. Resident 2's record 
including progress notes did not contain any 
evidence showers were being completed.  

On 03/11/2025 at 1:01 PM, Surveyor interviewed 
Manager B regarding Resident 2's lack of 
showers. Surveyor asked where staff document 
when a shower is completed with a resident. 
Manager B reported staff are supposed to 
document in progress notes if a shower is 
completed or if a resident refuses. Surveyor 
expressed concern Resident 2's record did not 
contain any documentation of showers being 
completed or refusals. Manger B did not provide 
any further information.

 N 481 83.43(1) Environment safe, clean, and 
comfortable

Environment. The CBRF shall provide a living 
environment that is safe, clean, comfortable, and 
homelike.  All common dining and living areas 
shall contain furnishings appropriate to the 
intended use of the room.

This Rule  is not met as evidenced by:

 N 481

Based on observation and interview, the provider 
did not ensure the environment was clean and 
homelike.

This deficiency is being cited for the 6th time. See 
Statements of Deficiency (SOD) 88ZV15, dated 
08/15/2024, SOD 88ZV14, dated 03/20/2024, 
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SOD 88ZV13, dated 09/27/2023, SOD 88ZV12, 
dated 01/26/2023, and SOD 88ZV11, dated 
07/01/2022. 

Findings include:

The facility is licensed as a CLASS CNA 
(nonambulatory) CBRF able to serve up to 16 
residents within the client groups of physically 
disabled, advanced age, irreversible 
dementia/Alzheimer's, and emotionally 
disturbed/mental illness. 

On 03/11/2025 at 11:01 AM, while touring the 
facility, Surveyor observed the following: 

Resident 4's room:
-Electric outlet cover was cracked and wires were 
exposed. 
-Drug paraphernalia was observed on night stand 
next to bed. 
-The room contained a strong urine like odor. 

Community bathroom across from Room 3: 
-A sign hung on the door that stated "toilet seat 
broke use at your own accord." 
-There was no toilet paper holder. A roll was 
observed on the back of the toilet. 
-The toilet seat was not attached to the toilet 
making it unsafe for resident use. Surveyor saw 
many residents continuing to use the bathroom 
throughout the survey. 

Resident 5's room: 
-Food crumbs observed all over the floor. 

Resident 3's room: 
-Smeared and dried bowel movement (bm) was 
observed on the wall and ceiling. 
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Community bathroom across from kitchen: 
-Toilet seat cover was loose and could move side 
to side. 
-The walls had black scuff marks and many areas 
the white paint was discolored. 

Resident 6's room: 
-Dried coffee spills observed dripping down the 
walls. 
-Smoked cigarette butts were observed near the 
window. 

On 03/11/2025 at 1:22 PM, Surveyor interviewed 
and shared findings with Administrator A and 
Manager B. Surveyor expressed concern for the 
ongoing non-compliance in ensuring the facility is 
clean and homelike evidenced by 6 repeat 
violations since 2022. Surveyor asked about the 
sign hung on the bathroom door across from 
room 3. Manager B reported s/he was aware the 
toilet seat was not attached to the toilet and was 
waiting for maintenance to fix the issue. Manger 
B reported the broken toilet seat had been like 
that for a few days. Administrator A reported 
Resident 3 had behaviors of bm smearing and 
staff were frequently cleaning his/her room. 
Administrator A stated Resident 3 was issued an 
30-day notice due to smoking marijuana in his/her 
room.  Administrator A reported s/he knew 
Resident 4 smoked marijuana, but the provider 
had always told him/her, it cannot be at the 
facility. Administrator A and Manager B reported 
they would have staff work on cleaning the 
facility.

 N 613 83.55(4)(a) Bath and toilet areas: privacy.

Bath and toilet rooms shall have door locks to 
ensure privacy, except where the toilet, bath or 
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 N 613Continued From page 41 N 613

shower room is accessed only from a resident 
room that is occupied by one person.  All door 
locks shall be operable from both sides.

This Rule  is not met as evidenced by:
Based on observation and interview, the provider 
did not ensure 2 of 2 bathroom doors had locks to 
ensure privacy. The bathroom doorknobs were 
equipped with push button locking mechanisms 
which were compressed all the way and unable to 
lock.

Findings include:

On 03/11/2025 at 9:55 AM, Surveyor interviewed 
Resident 2. Resident 2 reported the community 
bathroom across from his/her bedroom did not 
have a working lock on the door. Resident 2 
reported other residents have walked in on 
him/her when using the bathroom. Resident 2 
reported s/he had been here since the beginning 
of December 2024, and the lock had been broken 
at least since then. 

On 03/11/2025 at 11:07 AM and 11:21 AM, 
Surveyor toured the facility. Surveyor observed a 
community bathroom across from room 3 and 
across from room 14. Surveyor found the doors 
were equipped with a push button locking 
mechanism. Surveyor attempted to push in the 
push button lock, but was unable to due to the 
lock being compressed all the way and would not 
release. The bathroom doors were unable to lock.

On 03/11/2025 at 1:22 PM, Surveyor interviewed 
Administrator A and Manager B regarding the 
bathroom doors unable to lock. Both staff stated 
they were unaware the bathroom locks were not 
operable, but they would get maintenance to 
replace them immediately.
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