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Baltimore, MD 21207

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
complaint, reviews of a medical record, and staff interview, it was determined that the nursing staff failed to: 
1) follow a physicians orders for withholding a cardiovascular medication when the pulse rate was less than 
100 and document the resident's pulse rate when administering the cardiovascular medication, and 2) 
correctly document the route the cardiovascular medication should be administered. This was evident for 1 of 
2 residents (Resident #1) reviewed during the complaint survey.The findings include:Review of Complaint 
2662089 on 11/13/25 at 6:30 AM revealed a an allegation Resident #1 was not receiving quality of care at 
the facility.Resident #1 was admitted to the facility on [DATE] with diagnoses that include but not limited to 
being totally ventilator dependent, tracheostomy, and using a feeding tube for nutrition and hydration. 
Resident #1 is totally dependent upon the nursing staff for all aspects of his/her care. Resident #1 was sent 
out to the hospital on [DATE] for facial/head swelling.Review of Resident #1's medical record on 11/13/25 at 
6:30 AM revealed a physician order, dated 09/05/25, instructing the nursing staff to administer the 
cardiovascular medication, Propranolol Hydrochloride, 10 milligrams, by mouth, every 8 hours, for 
tachycardia (a fast heart rate). Hold the medication if Resident #1's heart rate is less than 100 beats per 
minute.A review of Resident #1's September and October 2025 Medication Administration Records (MAR) 
revealed the nursing staff were signing off as administering a dose of Propranolol to Resident #1 without 
documenting Resident #1's heart rate and confirming Resident #1's heart rate was less than 100.The nursing 
staff also failed to correct the route in Resident #1's medical record as administering the Propranolol as 
being administered through Resident #1's gastrostomy tube (feeding tube).In an interview with the Director of 
Nursing (DON) on 11/13/25 at 9:30 AM, the DON was not aware the nursing staff were not documenting a 
pulse rate when administering the cardiovascular medication Propranolol to Resident #1 nor that the route of 
administering was by mouth.
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F 0761

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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 during the initial tour of the facility on 11/13/2025 at 5:35 AM, it was determined that 
the facility nursing staff failed to maintain the medication carts locked and secure. This was evident for 3 of 4 
nursing units observed during a complaint survey.The findings include:During the initial tour of the facility on 
11/13/2025 at 5:35 AM, the second-floor nursing unit was observed with one medication cart unlocked. 
Observations also include a medicine cup, located on top of the unlocked medication cart, with 2 
cherry-colored oval tablets in the cup. The medication cart was unattended by any of the nursing staff.During 
an observation of the fourth-floor nursing unit on 11/13/2025 at 5:45 AM, the nurse surveyor observed 2 
medication carts unlocked and unattended by any of the nursing staff.During an observation of the third-floor 
nursing unit on 11/13/2025 at 5:55 AM, the nurse surveyor observed 2 medication carts unlocked and 
unattended by any of the nursing staff.
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