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Kirkland Court  Health and Rehabilitation Center 1601 Kirkland Dr
Amarillo, TX 79106

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, interview, and record review the facility failed, in accordance with State and Federal 
laws, to store all drugs and biologicals in locked compartments for 1 (west wing medication cart) of 4 
medication carts reviewed for medication storage.The facility failed to ensure RN locked the west wing 
medication cart when it was unattended.This failure could place residents at risk of injury due to ingesting 
non-prescribed medications and/or ingesting prescribed medications at incorrect doses or times.Findings 
included:During an observation on 12/01/2025 at 8:43am the west wing medication cart was unlocked and 
unattended. Unidentified residents were walking about freely around the medication cart.During an 
observation on 12/01/2025 at 8:45am the RN for the west wing of the facility came back to the medication 
cart and locked it.During an interview on 12/01/2025 at 8:49am RN stated the reason she did not lock the 
west wing medication cart was because she just forgot. RN stated that a negative outcome for the residents 
was They might take something out of it.During an interview on 12/01/2025 at 9:30am ADON stated that the 
negative outcome for not locking medication carts would be that other residents could get into the cart and 
take medications that were not theirs.During an interview on 12/01/2025 at 10:42am ADM stated that the 
negative outcome for residents getting into an unlocked medication cart would be that other residents could 
get into the cart and take medications that did not belong to them.Record review of facility policy titled 
Administering Medications, dated April 2019 revealed the following: . 19. During administration of 
medications, the medication cart is kept closed and locked when out of sight of the medication nurse or aide.
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