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INITIAL COMMENTS

On 07/22/2025, Surveyor conducted a verification
visit at Adderbury Home, an AFH located in
Madison, WI.

As a result of the survey, 1 violation of Chapter
DHS 88 was issued.

One violation is a repeat violation from previous
Statement of Deficiency (SOD) IR1R11 dated
04/15/2025.

One violation from previous SOD IR1R11 was
corrected.

Under statutory provisions of Wis. Stat. Ch50,
$200 revisit fee is being assessed.

Census: 2

88.04(5)(a) TRAINING-15 HOURS WITHIN 6
MONTHS

The licensee and each service provider
shall complete 15 hours of training
approved by the licensing agency
related to health, safety and welfare

of residents, resident rights and
treatment appropriate to residents
served prior to or within 6 months

after starting to provide care. This
training shall include training in

fire safety and first aid.

This Rule is not met as evidenced by:
Based on record review and interview, the
provider did not ensure that 3 of 3 caregivers
completed training in medications or
standard/universal precautions. Caregiver E,
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Caregiver F and Caregiver G did not have
documented completed training in first aid.

Findings include:

The facility is able to serve up to 3 individuals with
diagnoses that include but are not limited to:
emotionally disturbed/mental iliness, traumatic
brain injury, alcohol/drug dependent,
developmentally disabled, advanced age.

According to documented facility policy, all
caregivers must be able to render first aid to
residents if necessary.

On 07/22/2025 at 11:00 AM, Surveyor requested
employee files for 3 caregivers to ensure
compliance.

On 07/22/2025 at 11:30 AM, Surveyor reviewed
Caregiver E's employee file. Caregiver E, hired
08/08/2024, did not have documented completed
training in first aid.

On 07/22/2025 at 11:30 AM, Surveyor reviewed
Caregiver F's employee file. Caregiver F, hired
08/08/2024, did not have documented completed
training in first aid.

On 07/22/2025 at 11:30 AM, Surveyor reviewed
Caregiver G's employee file. Caregiver G, hired
08/08/2024, did not have documented completed
training in first aid.

On 07/22/2025 at 12:00 PM, Surveyor
interviewed Administrator A. Administrator A
confirmed that Caregivers E, F and G would need
to render first aid to residents and/or staff when
necessary. Administrator A stated s/he believed
that all categories were covered in facility training,
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but could not find any training that covered first
aid. Administrator A stated that s/he would
contact the training provider and have all
employees trained in first aid as soon as possible.
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