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Initial Comments

On 06/03/2026, Surveyor conducted a complaint
investigation and an abbreviated licensure survey
at Willow Haven CBRF LLC. Data was collected
through 06/10/2026.

The complaint was unsubstantiated.
Two deficiencies were identified.

Census: 10

83.20(2)(a)-(d) Department-approved training
courses.

Standard Precautions. All employees who may
be occupationally exposed to blood, body fluids or
other moist body substances, including mucous
membranes, non-intact skin, secretions, and
excretions except sweat, whether or not they
contain visible blood shall successfully complete
training in standard precautions before the
employee assumes any responsibilities that may
expose the employee to such material.

Fire safety. Within 90 days after starting
employment, all employees shall successfully
complete training in fire safety.

First aid and choking. Within 90 days after
starting employment, all employees shall
successfully complete training in first aid and
procedures to alleviate choking.

Medication administration and management. Any
employee who manages, administers or assists
residents with prescribed or over-the-counter
medications shall complete training in medication
administration and management prior to
assuming these job duties.
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This Rule is not met as evidenced by:
Based on interview and record review, the
provider did not ensure 1 of 2 employees
reviewed obtained all department approved
training as required.

Caregiver B did not have training in first aid and
choking within 90 days after starting employment.

Caregiver B, who had responsibilities that would
create exposure to blood, body fluids or other
moist body substances, did not have training in
standard precautions prior to assuming these
duties.

Findings include:

On 06/03/2026, Surveyor conducted a review of 2
employees to verify compliance with department
approved training requirements. Surveyor
requested training records from Manager A for
Caregiver B.

First Aid and Choking

The record for Caregiver B, hired 01/28/2026, did
not contain evidence of training or evidence of
meeting an exemption for first aid and choking.
On 06/10/2026, at approximately 2:00 p.m.,
Surveyor interviewed Manager A. Manager A
confirmed the provider did not have evidence
Caregiver B completed or met an exemption for
first aid and choking training. Manager A told
Surveyor, s/he thought Caregiver B received
training as an EMT (emergency medical
technician), but when s/he requested the
documentation, Caregiver B told Manager A s/he
did not complete the training. Manager A told
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Surveyor that Caregiver B completed the
approved training for first aid and choking on
06/08/2026.

On 06/10/2026, Surveyor verified Caregiver B
was not on the Community-Based Care and
Treatment training registry for first aid and
choking until 06/08/2026.

Standard Precautions

The record for Caregiver B, hired 01/28/2026, did
not contain evidence of training or evidence of
meeting an exemption for standard precautions.
On 06/10/2026 at approximately 2:00 p.m.,
Surveyor interviewed Manager A. Manager A
confirmed Caregiver B performs job tasks that
may expose the employee to blood or other bodily
fluids. Manager A confirmed the provider did not
have evidence Caregiver B completed or met an
exemption for standard precautions training prior
to assuming these job duties. Manager A told
Surveyor, s/he thought Caregiver B received
training as an EMT, but when s/he requested the
documentation, Caregiver B told Manager A s/he
did not complete the training. Manager A told
Surveyor Caregiver B completed the approved
training for standard precautions on 06/08/2026.

On 06/10/2026, Surveyor verified Caregiver B
was not on the Community-Based Care and
Treatment training registry for standard
precautions until 06/08/2026.

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

The CBREF shall ensure all of the following: 1. An
administrator or other designated qualified
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resident care staff in charge is on the premises of
the CBRF daily to ensure the CBREF 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 CBREF 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:

Based on record review and interview, the
provider did not ensure at least one qualified
resident care staff was present in the facility when
one or more residents were present in the facility.

Caregiver B was not a qualified resident care
staff, as s/he did not complete all required
training, and s/he worked alone in the facility.

Findings include:

Wis. Admin. Code § DHS 83.02(42) states:
"Qualified resident care staff means an employee
who has successfully completed all of the
applicable training and orientation under Subch.
v."
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The provider is licensed to care for 10 residents
in the following client groups: advanced aged,
irreversible dementia/Alzheimer's disease,
physically disabled, developmentally disabled,
and emotionally disturbed/mental illness.

On 06/03/2026 and 06/10/2026, Surveyor
reviewed the employee schedule and employee
records, including Caregiver B's record.

Caregiver B's date of hire was 01/28/2026.
His/her record did not contain evidence of
completing standard precautions and first aid and
choking. Caregiver B was not a qualified resident
care staff as s/he did not successfully complete
all required training.

The employee schedule for March, April, and May
2026 indicated Caregiver B worked alone in the
facility on the following dates and times:
03/04/2026 from 11:00 p.m. to 7:00 a.m.
03/14/2026 from 11:00 p.m. to 7:00 a.m.
03/15/2026 from 11:00 p.m. to 7:00 a.m.
03/19/2026 from 11:00 p.m. to 7:00 a.m.
04/08/2026 from 11:00 p.m. to 7:00 a.m.
04/11/2026 from 11:00 p.m. to 7:00 a.m.
04/12/2026 from 11:00 p.m. to 7:00 a.m.
04/15/2026 from 11:00 p.m. to 7:00 a.m.
04/22/2026 from 11:00 p.m. to 7:00 a.m.
04/25/2026 from 11:00 p.m. to 7:00 a.m.
04/26/2026 from 11:00 p.m. to 7:00 a.m.
05/01/2026 from 3:00 p.m. to 11:00 p.m.
05/08/2026 from 3:00 p.m. to 11:00 p.m.
05/09/2026 from 11:00 p.m. to 7:00 a.m.
05/10/2026 from 11:00 p.m. to 7:00 a.m.
05/13/2026 from 11:00 p.m. to 7:00 a.m.
05/20/2026 from 11:00 p.m. to 7:00 a.m.
05/22/2026 from 3:00 p.m. to 11:00 p.m.
05/23/2026 from 11:00 p.m. to 7:00 a.m.
05/24/2026 from 11:00 p.m. to 7:00 a.m.
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05/27/2026 from 11:00 p.m. to 7:00 a.m.
05/29/2026 from 3:00 p.m. to 11:00 p.m.
On 06/10/2026 at approximately 2:00 p.m.,
Surveyor interviewed Manager A. Manager A told
Surveyor one staff worked each shift. Manager A
confirmed Caregiver B did not complete the
required training for standard precautions and
first aid and choking and s/he worked alone in the
facility.
The provider did not ensure there was a qualified
resident care staff present in the facility when one
or more residents were present in the facility.
Cross Reference: N0239 DHS 83.20(2)(a)-(d)
Department-Approved Training Courses
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