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INITIAL COMMENTS

On 06/13/2025, Surveyor investigated one
complaint at Vista Care Falls Road. The
complaint was substantiated and 1 new
deficiency was identified.

Census 4

88.11(1) REPORTING OF ABUSE AND
NEGLECT

A licensee or service provider who
knows or has reasonable cause to
suspect that a resident has been
abused or neglected as defined in s.
46.90 or 940.285, Stats., shall
immediately contact the licensing
agency. Providing notice under this
subsection does not relieve the
licensee or other person of the
obligation to report an incident to

law enforcement authorities. If the
licensee has reason to believe a crime
has been committed, the incident shall
immediately be reported to law
enforcement authorities.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not report a suspected allegation of
physical abuse for 1 of 1 Resident (Resident 1).

Findings Include:

On 03/14/2025, the department received a
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complaint regarding alleged abuse to a resident.

On 06/13/2025, at 8:29AM, Surveyor interviewed
Residential Manager A (RM-A). RM-A explained
there was an incident where a caregiver
witnessed Caregiver B hit Resident 1. Caregiver
C immediately asked Caregiver B to leave, called
the police and reported it to the previous
residential manager. RM-A advised the police
took Caregiver B into custody and there is a
pending court case scheduled for July 2025.
RM-A did not know if it was reported to the
department.

On 06/13/2025 at 8:51AM, Surveyor reviewed the
provider's investigation of the allegation
conducted on 02/02/2025 through 02/06/2025.
The investigation noted the incident occured on
02/02/2025. It was alleged Caregiver B slapped
Resident 1 in the face. The investigation
concluded the allegation was inconclusive and
pending the court hearing regarding the verdict
on the charge of battery for Caregiver B.

On 06/13/2025, at approximately 8:40M, Surveyor
interviewed Special Projects Director-Quality D
(SPD-D). SPD-D explained if the incident was not
reported to the department, it could be because
Caregiver B's hearing has not concluded. SPD-D
confirmed Caregiver B was removed from the
schedule and has not worked since the
allegation. Once Caregiver B's hearing has
concluded, human resources will decide if s/he
can return to work or not.

On 06/13/2025, at 11:50AM, Surveyor reviewed
the Wisconsin Circuit Court Access search and
found Caregiver B is pending a status conference
hearing on 07/24/2025 for the charge of
battery-misdemeanor A.
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On 06/13/2025, at 11:55AM, Surveyor reviewed
the department's files and noted there was no
misconduct incident report filed with the Office of
Caregiver Quality.
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