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{N 000} Initial Comments {N 000}

On 08/18/2026, Surveyor conducted a verification 
visit and complaint investigation. Data was 
collected through 08/20/2026.

The complaint substantiated.

Two deficiencies were identified. 

One of the 2 deficiencies were repeat 
deficiencies. See Statements of Deficiency (SOD) 
SOD 4TLG11, dated 12/10/2024 and SOD 
4TLG12, dated 11/18/2025.

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

Census: 17

 

 N 358 83.32(3)(n) Rights of Residents: Safe 
environment

In addition to the rights under s. 50.09, Stats., 
each resident shall have all of the following rights: 
Safe environment.  Live in a safe environment.  
The CBRF shall safeguard residents from 
environmental hazards to which it is likely the 
residents will be exposed, including both 
conditions that are hazardous to anyone and 
conditions that are hazardous to the resident 
because of the residents '  conditions or 
disabilities.

This Rule  is not met as evidenced by:

 N 358

Based on interview and record review, the 
provider did not ensure Resident 5 had the right 
to a safe environment when s/he 
sustained 2nd degree burns from spilled coffee. 

Findings include: 
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 N 358Continued From page 1 N 358

On 06/19/2026, the Department received a 
complaint related to concerns with hot coffee be 
administered to residents. 

On 08/18/2026 at approximately 9:45 AM, 
Surveyor requested Resident 5's record. 

Resident 5's ISP dated 05/28/2026, under Eating 
Needs- Feeding, read in part, "Needs full 
assistance with eating and/or drinking, specify: - 
Note: purred diet, mild thicken [sic] liquids, is a 
feeder [sic]".

Resident 5's record contained an incident report 
dated 05/30/2026. The incident report read in 
part, "On 5/30 resident was given coffee with 
supper. When I went in to get resident ready for 
bed an hour later [sic] resident had [his/her] 
coffee spilt [sic] on [him/her] ... At that time the 
spot was just red [sic] there was no blister. The 
next day when second shift came in staff got 
resident up to toilet [him/her] and noticed 
blistering from the inside of [his/her] thigh to 
across [sic] the top". 

At 10:45 AM, Surveyor interviewed Team Lead 
(TL) B. TL B stated that s/he was notified the day 
after the incident. S/he then let the nurse know 
who assessed and sent the resident out to be 
seen in the emergency room (ER). 

At 11:05 AM, TL B stated that Resident 5 drank 
his/her coffee out of a large blue mug, with a lid, 
and a straw. S/he stated that Resident 5 did not 
start spilling his/her coffee until about a week 
prior to the incident when Resident 5 returned 
weaker than baseline from a hospitalization. TL B 
stated they were not cooling Resident 5's coffee 
prior to giving it to her. TL B stated that Resident 
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 N 358Continued From page 2 N 358

5 was on thickened liquids. TL B noted that 
Resident 5 was assessed as needing full 
assistance for meals, but that s/he had his/her 
own drinks. 

At 11:30 AM, Surveyor reviewed Resident 5's ISP 
dated 08/14/2026. Under the Eating Needs- 
Feeding section, it read in part, "Needs full 
assistance with eating and/or drinking, specify: - 
Note: purred diet, mild thicken [sic] liquids, one 
person assist with eating. Do not give HOT coffee 
(Let cool FIRST for minimum of 15 min [sic] and 
temperature of coffee should NOT exceed 100 
degrees F). Always use cup [sic] with lid and 
straw for liquids".

At 12:45 PM, Surveyor reviewed ER discharge 
notes dated 05/31/2026, that read in part, "Triage 
concern of burn to left thigh was confirmed on 
exam, with two intact blisters noted ... patient 
reports that yesterday [s/he] sat [his/her] coffee 
on [his/her] leg and it tip [sic] and some coffee 
spilled." 

On 08/20/2026 at approximately 12:55 PM, 
Surveyor interviewed Director A. Director A stated 
that s/he was notified the night of the incident but 
had told staff to continue to monitor because at 
that time there was only a slight redness noted. 
Director A stated that since the incident they 
implemented changes so that it would not happen 
again. S/he stated they completed an all-staff 
training related to burns, how to prevent them, 
and what to do if they happen again. Director A 
stated the incident was unfortunate, and s/he 
hoped moving forward, it won't happen again with 
the new measures in place. 

The provider did not ensure Resident 5 was 
provided with a safe environment when s/he was 
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 N 358Continued From page 3 N 358

provided with hot coffee while unsupervised, 
which resulted in a burn to his/her thigh.

{N 427} 83.38(1)(c) Leisure time activities.

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: Leisure 
time activities.  The CBRF shall provide a daily 
activity program to meet the interests and 
capabilities of the residents.  Employees shall 
encourage and promote resident participation in 
the activity program.  The CBRF shall develop 
and post the activity schedule in an area available 
to residents.

This Rule  is not met as evidenced by:

{N 427}

Based on observation and interview, the provider 
did not provide a daily activity program to meet 
the interests and capabilities of the residents. 

This is a repeat deficiency. See Statement of 
Deficiency (SOD) 4TLG11, dated 12/10/2024 and 
SOD 4TLG12, dated 11/18/2025.

Findings include: 

On 08/18/2026 at approximately 9:45 AM, 
Surveyor toured the facility. Surveyor noticed an 
activity calendar posted in the dining room on a 
white board. It listed that the activities for that day 
were: 11:00 AM daily chronicles, 2:00 PM crafts, 
and 3:00 PM walking group. It was also noted in 
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{N 427}Continued From page 4{N 427}

the bottom corner of the whiteboard that there 
was 10:00 AM snack every day. While Surveyor 
was on site from 9:20 AM until 1:45 PM, s/he did 
not observe any of those activities take place. 

At 10:15 AM, Surveyor interviewed Caregiver C 
about activities. Caregiver C stated activities were 
not being completed. S/he stated dayshift was 
busy and it was not possible to complete 
activities. 

At 9:15 AM, Surveyor interviewed Resident 6 
about activities. Resident 6 stated s/he did not get 
involved in activities, but s/he did not see them 
take place. 

At 11:35 AM, Surveyor interviewed Resident 1 
about activities. Resident 1 stated a lady comes 
in to do bingo once a week and that sometimes a 
wo/man from church came to sing on Tuesdays. 
Surveyor asked if there were any other daily 
activities that took place. Resident 1 stated not 
that s/he knew of. 

At 12:05 PM, Surveyor interviewed Resident 2 
and Resident 3. Resident 2 and Resident 3 stated 
on Tuesday's they would sing and Wednesday's 
there was bingo. Both residents stated that they 
were not aware of any other activities. 

At 12:10 PM, Surveyor interviewed Resident 4. 
Resident 4 stated activities did not take place on 
a daily basis. S/he stated it would be nice if they 
did things like painting or put on a movie. 
Resident 4 stated s/he loved to craft. 

At approximately 12:50 PM, Surveyor interviewed 
Team Lead (TL) B. TL B stated they had been 
trying to get hospice to come in and provide 
additional activities for the residents. S/he stated 
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{N 427}Continued From page 5{N 427}

that most residents would not come to activities 
unless it was bingo. Surveyor asked TL B if staff 
were following the calendar of activities posted on 
the whiteboard. S/he stated no. 

At 1:00 PM, Surveyor interviewed Director A 
about activities. Director A acknowledged that 
activities were not being completed. S/he stated 
that s/he was going to work hard to fix the lack of 
activities.
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