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J-0043 PHYSICAL PLANT AND ENVIRONMENT 
CFR(s): 491.6(b)(2) 

The clinic . . . has a preventive maintenance 
program to ensure that: 
491.6(b)(2) Drugs and biologicals are appropriately 
stored; and 
This STANDARD is not met as evidenced by: 
Based on observation and interview the facility 
failed to ensure the storage cabinet containing 
medical supplies in the treatment room was 
locked. 
This failure had the potential to cause harm to patients 
with access to medical supplies. 

This failure had the potential to cause harm to patients 
with access to medical supplies. 

Findings: 

During a concurrent interview and observation at 10 
a.m., in Building A treatment room, the storage cabinet
for medical supplies (containing scalpels, suture kits,
alcohol, betadine [antiseptic cleaning solution] and
sterilized instruments) was observed unlocked and
open. The Administrator stated the cabinet should be
locked.
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