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375256 04/01/2026

Meadowlake Estates 959 Southwest 107th Street
Oklahoma City, OK 73139

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.

Based on observation, record review, and interview, the facility failed to ensure medications were
stored securely to prevent unauthorized access during 1 of 2 observations of medication storage.The
DON identified 109 residents received medication from the facility.Findings:On 03/25/26 at 10:25
a.m., a white pill identified as a 100 mg gabapentin (an anticonvulsant) was observed laying on top of
a medication cart in the hall outside of a resident's room. There was no staff in sight of the
medication cart.A facility policy titled Medication Administration General Guidelines, dated 01/2024,
read in part, 17. During administration of medications, the medications 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 the medications when unlocked.On 03/25/26 at 10:30
a.m., the DON was shown the pill located on top of the medication cart. The DON stated the pill was a
100 mg gabapentin (an anticonvulsant). The DON stated a resident could have picked up the pill and
consumed it. On 03/25/26 at 11:45 a.m., RN #1 stated they punched a 100 mg gabapentin (an
anticonvulsant) pill from the card to administer it to a resident. RN #1 stated the pill dropped, and they
were unable to locate it. RN #1 stated they got another pill and administered it to the resident. RN #1
stated they did not notify the DON. RN #1 stated another resident could have come by and taken the
medication. On 03/31/26 at 12:51 p.m., the DON stated the pill was found unattended on top of the
medication cart. The DON stated when RN #1 could not locate the missing medication, RN #1 should
have notified someone to help look for the missing medication. The DON stated the pill was found
visible on top of the cart where another resident could have consumed the medication. The DON
stated all medications should be stored safely and the pill was not stored to prevent unauthorized
access to it.

375256 1

06/25/2026




