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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.

44786

Based on observation, interview, and record review, the facility failed to store all drugs and biologicals in 
locked compartments and permit only authorized personnel to have access for one (Medication Cart #1) of 
three medication carts reviewed.

MA B failed to ensure Medication Cart #1 was locked when unattended on 08/27/24. 

This failure could place residents at risk of having access to unauthorized medications and/or lead to 
possible harm or drug diversion. 

Findings included:

In an observation on 08/27/24 at 10:23 AM, Medication Cart #1 was observed unlocked and unattended near 
the one of the main entrances of the facility. There were two staff members at the nurses' station but walked 
away after a couple of minutes. There were four residents in wheelchairs in the immediate area. Another 
resident wheeled himself into the building from outside while the cart was unlocked and unattended. LVN A 
was observed coming from an office area behind the nurses' station. The office did not have any windows. 
LVN A stated Medication Cart #1 belonged to MA B. He stated she was down the hall, and he would go get 
her. MA B was observed as she walked toward Medication Cart #1 at 10:31 AM. 

In an interview on 08/27/24 at 10:31 AM, MA B stated she could not say why she left the cart unlocked and 
unattended. She stated she last used Medication Cart #1 right before 10:00 AM. She stated the cart was 
used for the 100 hall and the hall across from the 100 hall. MA B stated she would usually take the cart with 
her down the halls when she used it and would return the medication cart to the entrance area once she was 
done using it. MA B stated the risk of leaving the mediation cart unlocked when unattended was anyone 
could get medication from the cart. 

In an interview on 08/27/24 at 2:20 PM, the DON stated all staff who worked with medications had been 
trained on keeping the medication carts locked when unattended. The DON stated the risk of an unlocked 
and unattended medication cart was residents could get the medications. In the same interview, the 
Administrator stated the medications carts should always be locked when staff step away from it. The 
Administrator stated the risk was anyone could get to the medications. 
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Record review of the facility's policy titled, Medication Administration General Guidelines, dated January 
2024, reflected the following:

 .17. During administration of medications, the medication cart is kept closed and locked when out of sight of 
the medication nurse. No medications are kept on top of the cart. The cart must be clearly visible to the 
personnel administering medications when unlocked.
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