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Peoria Post Acute and Rehabilitation 13215 North 94th Drive
Peoria, AZ 85381

F 0761

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

The facility failed to ensure that one medication cart was secured when left unattended. The deficient 
practice could result in residents, visitors, and/or staff members having unrestricted access to medications. 
Findings include: An observation of a medication cart was conducted on September 11, 2025, at 12:07 p.m., 
with 2 surveyors present, who observed that a cart was left unattended and unlocked. An interview was 
conducted on September 11, 2025, at 12:09 p.m. with Registered Nurse, Staff #41, who confirmed that the 
cart was unlocked in the hallway. The RN Staff #41 stated that if the cart is left unlocked and unattended, 
people could get into the cart and get into the medications. An interview was conducted on September 11, 
2025 09:00 a.m. with the Director of Nursing (DON), Staff #67, who stated that her expectations were that if 
a staff member was not present, medication carts should be locked and secured. The risks that present 
themselves are that residents have access to medications. The facility policy reviewed in November 2024, 
titled, Pharmacy Services Drug Storage, revealed that drugs and/or biologicals should not be left 
unsecured/unattended. The policy further stated that medication and treatment carts will be kept locked 
when unattended.
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