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INITIAL COMMENTS

On 12/05/2024, Surveyors completed a
verification visit and complaint investigation at
New Way of Living Adult Family Home #2. As a
result, the previous deficiency was corrected, and
a new deficiency was identified. The complaint
was unsubstantiated.

Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee will be assessed.

Census: 3

88.03(5)(e)1 SIGNIFICANT CHANGE TO THE
RESIDENT

Within 24 hours, a significant change
in resident status, such as but not
limited to an accident requiring
hospitalization, missing from the home
or a reportable death. A death shall
be reported if there is reasonable
cause to believe the death was related
to use of a physical restraint or
psychotropic medications, was a
suicide or was accidental.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not report to the licensing agency,
within 24 hours, a significant change in 1 of 1
resident's status. Resident 5 attempted suicide
and was hospitalized.

Finding include:

On 12/04/2024, at 7:40 AM, Surveyors reviewed
the Department's facility file. Surveyors did not
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observe any self-reports submitted to the
Department in November 2024.
On 12/05/2024, at 9:18 AM, Surveyors
interviewed Licensee A. Licensee A reported s/he
was unaware of the code requirement. Licensee
A reported s/he did not know Resident 5 was
attempting suicide until after s/he was at the
hospital. Licensee A reported Resident 5 was
sent to the hospital due to being found on the
floor in the basement. Licensee A confirmed the
attempted suicide was a significant change.
Licensee A reported s/he would ensure all
self-reports are submitted as required.
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