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Initial Comments

On 12/09/2024, Surveyors conducted a complaint
investigation and verification visit at Dane County
Care Center.

One deficiency was identified; the complaint was
substantiated. One previous deficiency was
substantially corrected.

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

Census: 19

83.14(2)(j) Not permit a condition of substantial
risk.

The licensee may not permit the existence or
continuation of any condition which is or may
create a substantial risk to the health, safety or
welfare of any resident.

This Rule is not met as evidenced by:

Based on record review and interview, the
licensee permitted the continuation of risk by not
maintaining documentation of a valid driver's
license for staff who transport residents as part of
their job responsibilities.

Findings include:

On 10/23/2024, the Department received a
complaint alleging concerns with resident
treatment and safety.

On 12/09/2024, Surveyors conducted a
verification visit and complaint investigation. At
2:24 p.m., Surveyor asked Quality Assurance A if
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Continued From page 1

s/he was aware of any grievances. Quality
Assurance A stated yes, s’he was aware of
concerns Resident 3 had during his/her stay with
the provider and the grievance s/he filed and
added that Client Rights H had conducted an
investigation into the allegations.

Resident 3 alleged that Caregiver F and
Caregiver G did not have a valid driver's license
and was permitted to drive residents at work.
Client Rights H grievance response indicates that
Caregiver F never drove any patient in a provider
vehicle and Caregiver H has a valid license. At
2:54 p.m., Surveyor asked to review
documentation of the provider's staff who drive as
part of their job responsibilities. Director of
Human Resources E stated that the
documentation should be in each employee's file
but it is not, and that will have to be course
corrected. Director of Human Resources E stated
that there has been changes in staff and they are
finding some things that have slipped through the
cracks and it appears this is one of those things.

At 3:11 p.m., Surveyor asked Team Lead | if s/he
has documentation of who is eligible to be a
driver and who is not. Team Lead | stated that
there is a form that is filled out and uploaded into
the system and that it is up to each individual
employee to upload them and keep track.
Surveyor asked Team Lead | to review that
documentation. Team Lead | stated s/he was
unable to find the documentation. Surveyor asked
Team Lead | how a supervisor would know
whether a staff is eligible to drive residents or not.
Team Lead | stated, "l don't know."

On 12/18/2024, Quality Assurance A provided
auto insurance for the provider's vehicles and
stated that staff drive resident's in company cars.
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On 09/18/2024, Resident 3 emailed the provider

his/her grievances, including concerns about

resident safety in regards to caregiver's having a

valid drivers. Quality Assurance A and Clients

Rights H conducted an investigation into the

allegations and responded to Resident 3's

grievance, including whether Caregiver F or

Caregiver G had a valid driver's license. The

licensee was aware there was a concern

regarding caregiver's driver's license after

conducting an investigation on Resident 3's

grievance and permitted the continuation of the

condition of risk by not ensuring every staff that

has job responsibilities including transporting

residents had a valid driver's license on file.
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