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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 the keys to the medication closet

keys were secured so as not to allow
unauthorized access to medications in the home.
The finding is:

Afternoon observations on 6/17/19 at 4:15 PM
revealed an opened drawer in the group home's
medication area. Continued observations of the
opened drawer revealed a visible red plastic coil
with an attached ring of keys. Further
observations, confirmed immediately, at 4:20 PM
by the qualified intellectual disabilities
professional (QIDP), the attached ring of keys to
be keys to the medication cabinets. Subsequent
interview with the QIDP confirmed leaving the
keys in an opened unlocked drawer allowed
anyone to have access to the medications,
without staff supervision.

Subsequent interview on 6/17/19 with the QIDP
confirmed medication technicians have been
trained to ensure the medication room area and
medication keys are secured. Further interview
confirmed all medications are to remain locked at
all times, and keys to the medications should
remain secured, to prevent anyone having access
to medications except for the staff administering
medications.

W 473 | MEAL SERVICES W 473
CFR(s): 483.480(b)(2)(ii)
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Food must be served at appropriate temperature.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to assure the cold foods in 5 of 5 clients'
lunch bags in the home were maintained at the
proper state requirements for safe food
temperatures. The finding is:

Morning observations in the group home on
6/18/19 at 7:20 AM revealed clients' lunch bags
packed with their lunch items to sit on a couch in
the living room area. Further observations at
8:05 AM revealed clients to load into the van.
Continued observations of the van loading
process revealed the clients' lunch bags to be
placed into the van for transport to their day
program. Subsequent observations at 8:07 AM
confirmed none of the clients' lunch bags
contained packed cooling devices.

Immediate interview on 6/18/19 at 8:08 AM during
the van loading process with the qualified
individual disabilities professional (QIDP)
revealed individual client lunch bags consisted of
chicken salad with mayonnaise, and a cucumber
and tomato salad mixture for their lunch meal.
Continue interview confirmed ice packs/cooling
devices were not packed in the individual lunch
bags. Further interview with the QIDP confirmed
a cooling device should have been placed in each
client's lunch bag to keep the client's lunch food
at a consistent, safe temperature.
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