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675635 02/18/2026

Ebony Lake Nursing and Rehabilitation Center 1001 Central Blvd
Brownsville, TX 78520

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 observations, interviews, and record review, the facility failed to ensure drugs and biologicals
were stored and labeled in accordance with currently accepted professional principles for 1 (400 hallway) of
5 medication carts. The facility failed to ensure that the nurses medication cart for the 400 hall was secured
by a lock when it was left unattended by GVN A. These failures could place residents at risk of injury to
other residents if medication left unsecured were consumed.Findings included: During an observation on
2/18/2026 at 06:07 PM revealed the 400 Hall nurse's medication cart was left unlocked and unattended
against the nurse's station. During the observation GVN A was called by surveyor and informed her that the
medication cart was unlocked. GVN A secured the cart by locking it. During an interview on 2/18/2026 at
06:07 PM with GVN A revealed he was responsible for the nurse's medication cart that was left unlocked.
He stated he was expected to lock the nurse's medication cart when he walked away from it. He said that
inside the cart there was medications of the residents for 400 hallway. He stated if it was left unlocked then
a resident could open a drawer and take a medication that was not for them. During an interview on
2/18/2026 at 06:13 PM with the DON revealed numerous staff, including she and the ADON, were
responsible for ensuring medications carts were locked. The DON stated his expectation of staff when they
walked away from the medication cart was to lock it. The DON stated that the negative outcome for leaving
the cart unlocked was that a resident or visitor could grab the medication from the cart, and it could harm
them. Record review of undated facility policy Medication Carts and Supplies for Administering Meds dated
10/1/2019 revealed The medication cart is locked at all times when not in use
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