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Cypress Ridge Care Center 1501 Skyline Drive
Monterey, CA 93940

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.

37409

 Based on observation, interview, and policy review, the facility failed to ensure proper medication storage 
when an unlocked medication cart was left unattended. This failure had the potential for residents, 
unauthorized staff, and visitors to access the medications.

Findings:

During an observation and interview with registered nurse A (RN A) on 7/9/24, at 1:45 p.m., RN A was in 
Resident 1's room and her medication cart was facing out in the hallway and not locked. RN A stated she 
was checking on Resident 1's knee in his room. RN A acknowledged that she should lock her medication 
cart before going to Resident 1's room to check his knee.

During an interview with the director of nursing (DON) on 7/9/24, at 4:05 p.m., he stated the unattended 
medication cart should be locked.

Review of the facility's policy, Storage of Medication, dated 8/2014, indicated Medication rooms, carts, and 
medication supplies are locked when not attended by persons with authorized access. 
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