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INITIAL COMMENTS

On 06/03/2024, with information collected through
06/04/2024, Surveyor conducted an abbreviated
licensing survey and complaint investigation at
Right Way Family Home Inc #3, an AFH located
in Milwaukee, WI.

As a result of the survey, 1 violation of Chapter
DHS 88 was issued.

The complaint was unsubstantiated.

Census: 3

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 that medications were securely
stored for 1 of 1 resident. There was a cup of
medications on the kitchen table within reach of a
resident.

Findings include:
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On 06/03/2024 at 9:00 AM, Surveyor observed a
cup of medications on the kitchen table.

On 06/03/2024 at 9:15 AM, Surveyor interviewed
Caregiver B and asked who the medications were
for. Caregiver B stated the medications were for
Resident 1. Caregiver B stated, "S/he is still
sleeping. She hasn't come out yet."

On 06/03/2024 at 10:00 AM, Surveyor observed
the medication cup of medication for Resident 1
still on the kitchen table.

On 06/03/2024 at 10:30 AM, Surveyor
interviewed and discussed the above concern
with Lead A. Lead A stated, "Caregiver B knows
better, we can't dispense medications unless they
are going to be administered immediately." Lead
A took the medication cup and walked to
Resident 1's room to administer the medications.
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