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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 observation and interview, the facility 
failed to ensure that medications were secured 
when not in use. The finding is: 

During evening medication administration on 
2/3/36 at 4:16pm, Staff D was observed to walk 
out of the medication room, leaving an unlocked 
medication cabinet to go to the kitchen. Staff D 
left the kitchen, went to the living room to assist 
client #1 walk to the medication room at 4:17pm. 

Interview on 2/4/26 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed staff 
should use the key pad or lock to secure 
medications when walking away from the 
medication room.
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