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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

09676

Based on observation, interview, and record review, the facility failed to ensure potentially hazardous items 
were safely secured on the dementia unit. This deficient practice had the potential to impact 11 of 13 mobile 
residents who resided on the secured dementia unit.

Findings include:

During an observation on 8/14/24 at 3:10 p.m., residents were moving freely on the dementia unit. Some 
propelled themselves in a wheelchair while others ambulated either independently or with assistance 
devices, such as a walker. Employees were present and interacting with residents. However, not all 
residents were within the employees' line of sight. 

During an observation on 8/14/24 at 3:14 p.m., the right-side dining area in the dementia unit was observed 
to have an unlocked cabinet. The cabinet face had a sign which indicated ,This cabinet must remain locked 
at all times. The cabinet was unlocked. The cabinet door, which was ajar, could be easily opened. A 
combination lock was placed inside the cabinet on the center shelf. Inside the cabinet, there were the 
following potential hazardous items:

a. 2 bottles of gel hand sanitizer. Both bottles of hand sanitizer gel contained a warning label which indicated, 
If ingested contact poison control. 

b. 1 open box of denture cleaning tablets which was approximately 3/4 full. The box had the capacity to hold 
90 tablets. The box had a warning label which indicated, If ingested contact poison control. 

c. 13 disposable razors.

During an interview on 8/14/24 at 3:30 p.m., the Dementia Unit Manager indicated the cabinet should have 
been locked. All thirteen residents who resided on the unit had a diagnoses of dementia or a related 
disorder. 

A current, 1/2016, facility policy titled, Storage and Security of Items Potentially Hazardous to Residents, 
provided by the Administrator on 3/14/24 at 3:55 p.m., indicated the following:
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 .This facility shall provide each resident an environment that is as free as possible from hazards over which 
the facility has control, to include but not to be limited to safe storage of toxic chemicals and medication, and 
safe use If equipment and electrical appliances. Examples of such hazards might include .disabled locks or 
latches . Certain sharp items . may be appropriate for many residents but hazardous for others with cognitive 
impairment 

An untilled document, dated 8/14/24, provided by the Administrator on 8/15/24 at 10:40 a.m., indicated the 
following: 

13 residents resided on the dementia unit.

2 of 13 residents required staff assistance for mobility.

11 of 13 residents were capable of independent locomotion by either walking or self propelling their 
wheelchair.
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