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(1) All medication shall be stored:
(A) in a securely locked cabinet in a clean,
" well-lighted, ventilated room between 59 degrees
and 86 degrees Fahrenheit;
" (B) in a refrigerator, if required, between 36
- degrees and 46 degrees Fahrenheit. If the
refrigerator is used for food items, medications
shall be kept in a separate, locked compartment
or container;
(C) separately for each client:
(D) separately for external and internal use; ]
(E) in a secure manner if approved by a physician |
for a client to self-medicate. ’

(2) Each facility that maintains stocks of
- controlled substances shall be currently
registered under the North Carolina Controlled

Substances Act, G.S. 90, Article 5, including any ;
subsequent amendments. |
l
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* findings are:

Observation on 05/18/18 at approximately 11:45
' am of the facility refrigerator which contained food
items revealed: '
- Eye drops labeled to be administered to Client
~#2 was stored in the door of the refrigerator.

. Interview on 5/18/18 the Facility Medication Staff
stated: a
- She was not aware the medications needed to
be in a locked container.

Interview on 5/18/18 the Facility Maintenance
Supervisor stated:

- He would ensure follow up for the locked
container.

Interview on 5/18/18 the Facility Residential
Services Director stated:

- Alocked container had been obtained 05/18/18.
- Follow up with the facility staff will be made.
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