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676474 03/21/2025

Le Reve Rehabilitation & Memory Care 3309 Dilido Road
Dallas, TX 75228

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.

43843

Based on observation, interview, and record review, the facility failed to ensure medication was stored 
securely on 1 of 1 medication cart (hall100) reviewed.

The facility did not ensure Hall 100 medication cart was locked when unattended. 

This failure could place residents who reside on hall 100 at risk of drug diversion. 

Findings Include: 

Observation on 03/21/2025 at 4:30 AM revealed a medication cart parked on hall 100 and the lock was in the 
open (unlocked) position. The surveyor was able to open the cart drawers. 

Observation and interview on 03/21/2025 at 4:32 AM revealed LVN A exited a resident room and 
approached the medication cart. LVN A stated he was assigned to the medication cart, and it was unlocked. 

Interview on 03/21/2025 at 5:42 am with LVN A revealed, the medication cart contained wound care 
supplies, resident medications and narcotics. He stated he forgot to lock the medication cart and that it 
should always be locked when he walked away from it. He stated the risk was someone could walk by and 
get into the cart.

Interview on 03/21/2025 at 10:10 AM with the DON revealed, the expectation was the medication cart should 
be locked when staff was not directly working with the cart. It was a HIPPA concern and a medication 
concern. The risk was a visitor, resident, or inappropriate personnel would get into the cart. 

Interview on 03/21/2025 at 11:00 AM with Administrator revealed, the medication cart should be locked if it 
was out of site and not actively working in the cart. 

Review of policy Storage of Medication revised on April 2019 revealed, the facility stores all drugs and 
biologicals in a safe, secure, and orderly manner.9. Unlocked medication carts are not left unattended. 
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