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INITIAL COMMENTS

On 12/17/2025, Surveyor conducted a verification
visit and two complaint investigations. Data
collection continued through 12/19/2025.

One of 2 complaints were substantiated.

The deficiency identified in Statement of
Deficiency (SOD) 5X1P14, dated 07/01/2025 was
corrected.

One deficiency was identified and was a repeat
deficiency. See SOD 5X1P13, dated 07/24/2025.

Under statutory provisions of Wis. Stat. ch. 50, a
$200 revisit fee is being assessed.

Census: 33 tenants; 28 apartments

89.23(4)(a)2. SERVICES
PROVIDER QUALIFICATIONS.
Service Providers.

Nursing services and supervision of
delegated nursing services shall be
provided consistent with the standards
contained in the Wisconsin nurse
practice act. Medication

administration and medication
management shall be performed by or,
as a delegated task, under the
supervision of a nurse or pharmacist.

This Rule is not met as evidenced by:
Based on record review and interview, the
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Continued From page 1

provider did not ensure medication administration
and medication management was performed by,
or as a delegated task, under the supervision of a
nurse or pharmacist for 3 of 3 employee records
sampled.

This is a repeat deficiency. See Statement of
Deficiency (SOD) 5X1P13, dated 07/24/2024.

Findings include:

On 09/11/2025, the Department received a
complaint regarding nurse delegation.

On 12/17/2025 at approximately 9:00 AM,
Surveyor interviewed Administrator A and
Wellness Director (WD) B and asked who the
delegating nurse was. Administrator A stated they
had a hospice nurse helping out, but did not have
a contract with him/her. WD B stated s/he had
been delegated by the hospice nurse to delegate
to non-licensed staff for medications and tasks
requiring nurse delegation. Surveyor asked WD B
if s’/he had a nursing license. WD B stated s/he
did not have a license and was under the
impression s/he could be delegated to delegate to
others. WD B stated s/he was going to complete
the delegation to all staff responsible for passing
medications the following day at the monthly staff
meeting. WD B informed Surveyor s/he could
confirm Caregiver C and Caregiver D who were
recently hired had not received delegation. WD B
informed Surveyor all staff responsible for
passing medications did not have a current
delegation in place and would need to be
re-delegated.

Surveyor reviewed the employee roster provided
by Administrator A and asked WD B which staff
were responsible for passing medications. WD B
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informed Surveyor the majority of staff were
trained to pass medications, and listed the
following employees: Caregiver C, Caregiver D,
Caregiver E, Caregiver F, Caregiver G, and
Caregiver H.

Surveyor requested to review a sample of 3
employee records.

Caregiver C had a hire date of 10/10/2025. The
record did not contain evidence Caregiver C
received delegation to pass medications.

Caregiver D had a hire date of 10/27/2025. The
record did not contain evidence Caregiver C
received delegation to pass medications.

Caregiver E had a hire date of 10/17/2025. The
record did not contain evidence Caregiver C
received delegation to pass medications.

The provider did not ensure staff were delegated
to pass medications when the nurse resigned
approximately 4 months ago.
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