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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the 
public.

41461

Based on observations and interviews, the facility failed to ensure maintenance staff secured electrical wall 
sockets in 3 (Room a, Room b, and Room c) of 4 (Room a, Room b, Room c, and Room d) rooms; and 2 
(Hall X and Hall Y) of 4 (Hall W, Hall X, Hall Y, and Hall Z) halls observed for physical environment. 

Findings:

Observation on 10/28/2024 at 9:15 a.m., revealed an electrical wall socket located in Room a was not 
secured to the wall. 

Observation on 10//28/2024 at 10:15 a.m. of the Hall W, Hall X, Hall Y, and Hall Z revealed the following:

- Hall X had one electrical wall socket not secured to the wall; and

- Hall Y had three electrical wall sockets not secured to the wall.

Observation of Room b on 10/28/2024 at 10:15 a.m., revealed the electrical wall socket located at the head 
of the bed was not secured to the wall. Further observation revealed there were two electrical plugs which 
were plugged into the electrical socket.

Observation on 10/28/2024 at 10:25 a.m. of Room c revealed the electrical wall socket located at the head of 
the bed was not secured to the wall. Further observation revealed there were two electrical plugs which were 
plugged into the electrical socket. Further observation revealed on the wall opposite the head of the bed 
revealed an electrical wall socket not secured to the wall. 

Observation of Room b on 10/28/2024 at 2:30 p.m. revealed the electrical wall socket located at the head of 
the bed was not secured to the wall. Further observation revealed there were two electrical plugs which were 
plugged into the electrical socket.

Observation on 10/28/2024 at 2:40 p.m. of Room c revealed the electrical wall socket located at the head of 
the bed was not secured to the wall. Observation also revealed there were two electrical plugs which were 
plugged into the electrical socket. Further observation revealed on the wall opposite the head of the bed 
revealed an electrical wall socket not secured to the wall.
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In an interview on 10/28/2024 at 3:30 p.m., S3Maintenance Supervisor indicated the electrical wall sockets in 
Hall X, Hall Y, Room a, Room b, and Room c were not secured to the wall, and should have been. 

In an interview on 10/29/2024 at 9:50 a.m., S4CNA indicated she had noted electrical wall sockets in the 
hallways were not secured to the wall when plugging and unplugging the microwave during meal service. 

In an interview on 10/29/2024 at 9:45 a.m., S7Licensed Practical Nurse (LPN) indicated he noted an 
electrical wall socket in Hall X was not secured to the wall. 

In an interview on 10/29/2024 at 10:30 a.m., S2Administrator indicated the above mentioned electrical wall 
sockets were not secured to the wall, and should have been. 

In an interview on 10/29/2024 at 10:31 a.m., S5Regional Maintenance Director indicated the above 
mentioned electrical wall sockets were not secured to the wall, and should have been. 

In an interview on 10/29/2024 at 10:33 a.m., S6Electrical Contractor indicated the above mentioned electrical 
wall sockets were not secured to the wall, and should have been. 

In an interview on 10/29/2024 at 10:35 a.m., S1Regional Administrator indicated the above mentioned 
electrical wall sockets were not secured to the wall, and should have been. 
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