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On 02/17/2025, Surveyor conducted a monitoring 
survey at Oakwood House of Waukesha Corp 
Shepard.  One deficiency was identified.

 

 M 330 88.05(3)(o) HOME NOT BE USED FOR OTHER 
BUSINESS

The home shall not be used for any  
business purpose that regularly brings  
customers to the home so that the  
residents' use of the home as their  
residence or the resident's privacy is  
adversely affected.

This Rule  is not met as evidenced by:

 M 330

Based on record review and interview, Licensee A 
did not ensure the provider's home was not used 
for another business purpose that regularly 
brought customers to the home, adversely 
affecting the residents' use of their home and 
privacy. Person C, Person D and Person E 
routinely visited the provider's home and received 
care and services from the home's staff, while 
Resident 1 was also at the home.

Findings include:

On 02/17/2025, Surveyor reviewed the provider's 
biennial report, dated 06/20/2021, that 
documented residents were not in the home 
between 7:30 AM and 3:00 PM, Monday through 
Friday.

On 02/17/2025, at approximately 4:15 PM, 
Surveyor arrived at a sister facility where Person 
C and Person D resided.  Caregiver F stated 
Person C and Person D had just returned to the 
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home after spending the day at Shepard. 
Caregiver F explained that Person E, who resided 
at the College location, also spends the day with 
Person C and Person D at the sister facility.

On 02/17/2025, at approximately 5:30 PM, 
Surveyor interviewed House Manager B.  House 
Manager B stated s/he did not have day staff at 
all the homes owned by Licensee A, so the 
residents who did not participate in a day program 
or work program, were transported to the home 
from approximately 7:30 AM to 3:00 PM.  House 
Manager B explained that the caregiver 
scheduled would provide all cares Person C, 
Person, D and Person E required, along with 
administering medications.  If a resident's day 
program or work program was canceled, then the 
residents would stay in their residential home and 
the live-in sleep staff would be required to work.  
House Manager B stated Resident 1 was also in 
the home when Person C, Person D, and Person 
E are in the home between 7:30 AM to 3:00 PM.

On 02/19/2025, at approximately 11:50 AM, 
Surveyor interviewed Person D's managed care 
organization (MCO) Care Manager (CM) F.  
Surveyor asked for clarification regarding MCO 
guidelines regarding their clients, who are not 
independent, congregating at another adult family 
home due to staffing concerns at the home they 
reside in.  CM F stated each adult family home is 
responsible for adequate staffing levels, as that is 
what the provider is being paid for.  CM F stated 
this is Resident 1's home, not Person C's, Person 
D's or Person E's.

On 02/19/2025 at 4:49 PM, Surveyor interviewed 
Licensee A.  Licensee A stated s/he understood 
that residents should not have to be transported 
to another home due to inadequate staffing 
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