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INITIAL COMMENTS

On 12/05/2023, Surveyor conducted a verification
visit at London Rails AFH.

Three of 4 deficiencies identified in Statement of
Deficiency (SOD) NIWJ11, dated 08/30/2022
were corrected.

One deficiency was identified and was a repeat
deficiency.

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

Census: 4

88.07(3)(a) PRESCRIPTION MEDICATIONS

Every prescription medication shall be
securely stored, shall remain in its
original container as received from
the pharmacy and be stored as
specified by the pharmacist.

This Rule is not met as evidenced by:
Based on observation and interview, the provider
did not ensure medications were securely stored.

This is a repeat deficiency. See Statement of
Deficiency (SOD) NIWJ11, dated 08/30/2022.
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Findings include:

This facility is licensed to serve up to 4 residents
in the client group developmentally disabled.

On 12/05/2023 at approximately 1:45 PM,
Surveyor asked Caregiver A to see resident
medications. Caregiver A opened an unsecured
drawer in the kitchen located beneath the
cupboard where medications were stored and
retrieved the keys. Surveyor asked Caregiver A if
the keys were always stored there. Caregiver A
stated, "For as long as I've been here, at least a
year. This is where we've always kept them. I'll let
[House Manager (HM) B] know we have to figure
something else out." Caregiver A confirmed the
keychain stored in the drawer contained the key
to open the cabinet and the key to open the box
containing controlled medications. Three
residents were home at the time of observation
and had access to the kitchen where the keys
were stored.
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