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The facility will ensure all drugs and  [1/16/2026
W 382 DRUG STORAGE AND RECORDKEEPING W 382 biologicals are secured, when being
CFR(s): 483.460(1)(2) prepared for administration.
The facility must keep all drugs and biologicals
locked except when being prepared for To prevent further occurrence:
administration.
This STANDARD is not met as evidenced by: . Nurse will educate all staff on the
Based on observation and interview the facility importance of securing medications,
failed to ensure all medications and biologicals rocedure regarding medication keys
remained locked except when being prepared for . P
administration. The finding is: '?nd not leaving medlcatIOI:lS L!nattended
in the open unlocked medication room.
Morning observations in the home on 11/18/25 at
6:55 AM revealed the door to the medication B. To prevent further occurrence: QIDP
room to be open and a plastic box containing and Site Supervisor will complete
medications to be sitting on the corner of a desk. tcecﬁcation observation in the home
Continued observations revealed there were no T
staff present in the room where the medications ‘ ;:ekiy ?:ind ?Ocument on medication
were left out. PRSEC YRR TR
Interview on 11/18/25 with the facility's nurse Person(s) Responsible: Nurse, QIDP
revealed that all medications should be locked in and Site Supervisor
the medication room until staff prepare them for
administration and that staff have been trained to o be completed by: 01/16/2025
not leave medications unlocked outside of that
time.
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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
sther safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are dlsclogable 90 days
ollowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of _correction_are dlsclos?ble 14
jays following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued

yogram participation.
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