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W 382 | DRUG STORAGE AND RECORDKEEPING W 382

CFR(s): 483.460(1)(2)

The facility must keep all drugs and biologicals
locked except when being prepared for
administration.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to assure all medications were kept locked
except when being prepared for administration.
The finding is:

Observations conducted on 6/25/18 at 5:15 PM
revealed the medication storage/administration
cart containing medications prescribed for clients
residing in the home was located in the foyer of
the home. Continued observation revealed the
medication storage cart was left unlocked and
unattended by staff from 5:15 PM until 5:30 PM.

Interview with the facility's nurse, conducted on
6/26/18, verified prescribed medications including
controlled drugs, were located in the medication
cart. Continued interview with the nurse verified
the medication cart should remain locked at all
times when unattended by staff assigned to
administer medications.

W 383 | DRUG STORAGE AND RECORDKEEPING W 383
CFR(s): 483.460(1)(2)

Only authorized persons may have access to the
keys to the drug storage area.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to assure only authorized persons have
access to the keys to the drug storage area. The
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finding is:

Observations conducted on 6/26/18 at 6:50 AM
revealed the medication storage/delivery cart was
located in the foyer of the home. Continued
observations revealed the medication cart was
locked, however, the keys to the medication cart
were lying on the top of the cart, accessible to all
clients, staff and surveyors present in the home.
The medication cart was further observed to
remain unattended by staff with the keys
remaining on top of the cart until 7:30 AM.
Therefore, the keys to the medication storage
area were accessible to unauthorized persons for
a period of 40 minutes during the morning of
6/26/18.

Interview conducted on 6/26/18 with the facility's
nurse revealed the keys to the medication cart
used to store and administer medication should
be kept on the person of the staff assigned to
medication administration at all times.
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