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 M 000 INITIAL COMMENTS  M 000

On 01/22/2025 with additional information 
obtained through 01/23/2025, Surveyor 
conducted an abbreviated survey at River Trail 
Adult Family Home. As a result, 1 deficiency was 
identified.

Census: 4

 

 M 458 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:

 M 458

Based on observation, record review and 
interview, the provider did not ensure all 
prescription medications remained in the original 
container as received from the pharmacy.

Findings include:

The provider is licensed to care for up to 4 
residents who may be developmentally disabled.

On 01/22/2025 at 2:00 PM, Surveyor toured the 
home accompanied by Licensee A and observed 
the following: 
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*A clear medication cup with a lid labeled 
"[Resident 1 PM]" on the nightstand table next to 
Resident 1's bed. Inside the clear medication cup 
was a pink rectangular pill.

*A clear medication cup with a lid labeled 
"[Resident 2 PM]' on the nightstand table next to 
Resident 2's bed. Inside the clear medication cup 
was 2 white rectangular pills.

*A clear medication cup with a lid labeled 
"[Resident 3 PM]" on the nightstand table next to 
Resident 3's bed. Inside the clear medication cup 
was 6 pills; 4 gray rectangular pills and 3 small 
round pills.  

At approximately 2:09 PM, Surveyor interviewed 
Licensee A who confirmed s/he administers 
morning medications and for PM medications 
s/he removes them from their pill packages and 
places them in the medication cups for residents 
to take when they return home from day program. 
Licensee A reported Resident 1, Resident 2 and 
Resident 3 are able to self-administer their own 
medications which is identified in their individual 
service plans (ISP's). Surveyor requested a copy 
of Resident 3's ISP.

On 01/23/2025 at approximately 10:00 AM, 
Surveyor reviewed Resident 3's ISP. Surveyor 
noted a section titled "Other" which states, 
"[Resident 3] can self-administer his medications 
with oversight and supervision from the AFH 
(Adult Family Home) Caregiver. The AFH 
Caregiver maintains the medication in a safe 
place, removes the proper doses from the 
medication container, and documents when the 
medications are given to [Resident 3]. [Resident 
3] is not resistant to taking medications. [S/he] 
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would not be able to identify each pill by name 
and purpose..." 

On 01/23/2025 at 11:45 AM, Surveyor interviewed 
Licensee A via phone. When Surveyor asked how 
s/he ensures Resident 1, Resident 2 and 
Resident 3 take their PM medications, Licensee A 
stated, "They usually take their PM medications 
at dinner time." S/he reported, "I was doing this 
because evenings can get hectic with everyone's 
schedules." 

The provider did not ensure all prescription 
medications remained in the original container as 
received from the pharmacy.
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