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W 382 DRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460(l)(2)

The facility must keep all drugs and biologicals 
locked except when being prepared for 
administration.
This STANDARD  is not met as evidenced by:

W 382

 Based on observations and interview, the facility 
failed to ensure all medications remained locked 
except when being administered.  The finding is:

Observation on 4/10/24 between 8:13am-8:22am 
revealed Staff A administering medications to 
client #2. Staff A walked out of the medication 
room to the kitchen to retrieve some apple sauce 
and a pitcher of water. The surveyor and client #2 
remained in the medication room, with 
medications on countertop. 

Interview on 4/10/24 with the facility nurse 
revealed staff should never leave door unlocked 
or leave the room during medication 
administration.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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