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

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

This STANDARD  is not met as evidenced by:

W 383

 Based on observations and interviews, the facility 
failed to ensure only authorized persons have 
access to keys to the drug storage area.  The 
finding is:

A key to the facility's drug storage area were 
accessible to anyone in the home.

During evening medication administration in the 
home on 2/3/2020, the medication technician 
placed the key to the medication room in a locked 
box located fixed to a cabinet in the kitchen.  
Further observation revealed there was a 
different key left in the lock of the box.  The key 
remained in the lock from 5:38pm until 6:30pm.

During an interview on 2/3/2020, the qualified 
intellectual disabilities professional (QIDP) 
revealed the key to the lock box should not have 
been left in the box.  Additional interview revealed 
the key should have been kept with the 
medication technician.
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