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Initial Comments

On 04/04/2024, the Bureau of Assisted Living,
Southern Regional Office, conducted a
verification visit at Homestead Living Inc, a
community-based residential facility (CBRF)
located in Waunakee, WI.

As a result of the survey, 1 deficiency was
identified.

This deficiency was a repeat deficiency from
Statement of Deficiency (SOD) XRLL11, dated
06/20/2023, and SOD XRLL12, dated 11/02/2023.

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

Census: 15

83.19 Orientation

Before an employee performs any job duties, the
CBREF shall provide each employee with
orientation training which shall include all of the
following:

(1) Job responsibilities; (2) Prevention and
reporting of resident abuse, neglect and
misappropriation of resident property; (3)
Information regarding assessed needs and
individual services for each resident for whom the
employee is responsible; (4) Emergency and
disaster plan and evacuation procedures under s.
HFS 83.47(2); (5) CBRF policies and procedures;
(6) Recognizing and responding to resident
changes of condition.

This Rule is not met as evidenced by:
Based on record review and interview, the
provider did not ensure that 2 of 2 employees
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reviewed were provided with orientation training in
all the required topics before performing their job
duties.

Caregiver G did not have training in recognizing
and responding to resident changes of condition.

Caregiver | did not have training in recognizing
and responding to resident changes of condition,
the prevention and reporting of abuse, neglect,
and misappropriation of resident property, or
information regarding the assessed needs and
individual services for each resident for whom
s/he was responsible.

This is a repeat deficiency. See Statement of
Deficiency (SOD) XRLL11, dated 06/20/2023, and
SOD XRLL12, dated 11/02/2023.

Findings include:

On 11/02/2023, Surveyor conducted a review of 2
employees to verify compliance with orientation
training requirements. Surveyor requested from
Licensee J and Staff Coordinator K training
records for Caregivers G and I.

The record for Caregiver G, hired 04/08/2023, did
not contain evidence of training in recognizing
and responding to resident changes of condition.

The record for Caregiver |, hired 11/13/2023, did
not contain evidence of training in recognizing
and responding to resident changes of condition,
the prevention and reporting of abuse, neglect,
and misappropriation of resident property, or
information regarding the assessed needs and
individual services for each resident for whom
s/he was responsible.
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At approximately 10:48 a.m., Surveyor
interviewed Licensee J. Licensee J reported that
Administrator A, who was typically responsible for
training, had passed away in January, and s/he
wasn't sure if s/he would have gotten around to
updating the necessary training for staff since the
last SOD. Licensee J was observed to look in a
box that s/he reported contained staff training
records, but after a few minutes reported the
most recent records s/he found were from
October 2023. Licensee J reported s/he could
ask Caregivers G and | if they had completed the
above training, but confirmed s/he did not have
any documented evidence that they completed it.
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