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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and document review the facility failed to ensure alcohol sanitizing clothes
were stored safely out of reach for 1 of 1 resident (R1). The facility's failures resulted in harm for R1
after she obtained alcohol sanitizing/germicidal wipes, placed them in a glass with water, ingested
the solution, and required hospitalization with a resulting diagnosis that included acute kidney injury.ˆ
Findings include: R1's face sheet dated 5/20/26, identified diagnoses of alcohol abuse, attention
deficit hyperactivity disorder, major depressive disorder, and seizures.ˆ R1's quarterly Minimum Data
Set (MDS) dated [DATE], identified R1 had intact cognition, had no behaviors or rejection of care,
was independent with transfers and mobility with the use of a walker. R1's care plan dated 6/9/25,
identified R1 had a substance abuse/dependence of alcohol abuse as evidenced by current triggers,
isolation, and emotions. Interventions as follows: -Assure resident does not have access to
alcohol-based products. Dated 11/6/25. -If resident goes out and brings bags, ask resident to look to
assure no alcohol-based products in bags. Notify director of nursing if found. Dated 1/19/26. ˆ R1's
hospital emergency department (ED) notes dated 1/14/26, identified R1 was seen in the emergency
department (ED) after drinking a half a bottle of hand sanitizer attempting to get drunk.ˆ ˆ During an
interview on 5/20/26 at 12:40 p.m., licensed practical nurse (LPN)-A stated she was working on
5/17/26 at around 3:00 p.m., R1 was observed running into things as she was walking, staff had
entered R1's room to search for alcohol and found a drinking mug full of sanitizing wipes called Super
Sani-Cloth Germicidal Wipes.ˆ R1 had admitted placing the wipes in a cup and adding some water and
drinking the liquid.ˆ LPN-A stated staff found an almost empty container of the wipes in a drawer and
removed them and made sure all of the wipes were all locked up in the facility.ˆ ˆ During an interview
on 5/20/26 at 1:14 p.m., nursing assistant (NA)-A stated she worked the day shift on 5/17/26 and
found a cup on R1's nightstand full of sanitizing wipes with some water in the bottom.ˆ NA-A
informed the nurse right away and then performed an inspection of R1's room and found an almost
empty container or sanitizing wipes in the drawer in her nightstand.ˆ R1 wound not tell her where she
had obtained the wipes. NA-A stated R1 had a history of drinking hand sanitizer and staff were
supposed to make sure R1 did not have any access to any alcohol containing products. When NA-A did
a quick visual check of R1's room, she did not see any alcohol containing products in her room. NA-A
stated R1 was independent with her walker and ambulate in the facility and was unsure how she
would have obtained them, because all of the alcohol-based sanitizing wipes were all kept under lock
and key in the nursing department.ˆ ˆAccording to the manufacture label on the container of Super
Sani-Cloth Germicidal Disposable Wipe (trademark name), it contained 55 percent of Isopropyl alcohol.
According to the Safety Data Sheet for Super Sani-Cloth Disposable Wipes dated 3/16/26, toxicology
information for ingestion as ingestion unlikely due to product form. No adverse effects.ˆ According to
the National Institutes of Health (NIH) indicated isopropanol ingestion is characterized by ketosis
without significant metabolic acidosis and is generally managed with supportive therapy.
Approximately 80% of ingested isopropanol is absorbed within 30 minutes, with peak blood
concentrations occurring between 30 minutes and 3 hours after ingestion. About 80% of absorbed
(continued on next page)
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isopropanol is metabolized by hepatic alcohol dehydrogenase to acetone. Isopropanol has an
elimination half-life of approximately 3-7 hours, whereas acetone has a longer half-life of
approximately 22 hours and is primarily excreted by the kidneys. Although most patients recover with
supportive care, large-volume ingestions may result in significant central nervous system depression,
hypotension, respiratory compromise, coma, and death. Toxicology references commonly cite a
potentially lethal dose of approximately 2-4 mL/kg, although survival has been reported following
larger ingestions. During an interview on 5/20/26 at 2:03 p.m., NA-B stated R1 had a history of
drinking hand sanitizer so staff need to make sure all the supplies are not left out so she could get a
hold of something she was not supposed to having.ˆ NA-B explained R1 had a history of going to
outside appointment and stealing the hand sanitizer from the clinic.ˆ R1 used her walker
independently in the facility and had a pouch on the front of her walker and could have found the
wipes somewhere and hid them in there and then proceeded to try and drink them.ˆ During an
interview on 5/20/26 at 2:22 P.M., trained medication aide (TMA)-A stated R1 had a history of
drinking hand sanitizer so staff would check her room each shift according to the directive on the
Kardex (abbreviated care plan) to see if R1 had any items that contain alcohol in her possession.
However, staff did not document the checks were documented. R1's progress note dated 5/17/26 at
9:40 p.m., identified R1 was in bed and began to have a grand mal seizure (a sudden loss of
consciousness and violent, involuntary muscle contractions).ˆR1 seized for three minutes for the first
seizure and for 65 seconds for the second seizure. R1 was then sent to the emergency department for
evaluation.ˆ R1's hospital history and physical dated 5/18/26, identified R1 was seen for altered
mental status following ingestion of alcohol wipes on 5/17/26 mixed with water. Poison control was
called and recommended testing Tylenol, salicylate and alcohol levels which were normal. Altered
mental status was noted upon transfer from another hospital. On arrival, drowsiness and
disorientation to time and place.ˆ Acute kidney injury was noted with creatinine (a test to determine
how well the kidneys are working) wasˆelevated to 2.32 from a baseline of 1.07 (according to Mayo
Clinic a normal creatinine for an adult woman is 0.59 to 1.04 mg/dl (milligrams/deciliter). R1 reported
that she attempted suicide by consuming the liquid from sanitizing wipes.ˆ Creatinine noted to be
back at baseline after intravenous fluids.ˆ Assessment and plan was altered mental status, agitation
in the setting of suspected ingestion of alcohol wipes/water with osmolar gap(the difference between
the measured osmolarity of blood-it screens for toxic alcohols like methanol (wood alcohol)) thought
to be from the isopropyl alcohol per poison control.ˆ Osmolar gap is present but felt to be from
possible isopropyl alcohol ingestion and no fomepizole (antidote for suspected methanol poisoning)
needed per poison control as the renal function is improving and anion gap (a blood test to identify if
your body is too acidic or too alkaline) was normal.ˆˆ R1's hospital behavior health note dated
5/19/26, identified R1 was seen for an altered mental status following drinking water that had alcohol
wipes steeped in it.ˆ R1 had relevant history of alcohol use disorder and possible epilepsy. During an
interview R1 was profoundly labile (rapid, intense, and often uncontrollable shifts in emotional state)
and dysregulated (a state where your body or mind loses the ability to properly control it normal
process) and reported ingesting the solution as an effect to feel differently and distract her mind from
ruination on suicidal attempts. Assessment of presenting event that it was not a suicide attempt. Is at
high risk for suicide and currently too dysregulated to engage in treatment planning.ˆ During an
observation on 5/20/26 at 12:53 p.m., surveyor entered the therapy room through an unsecured door
that was left open with no staff present and/or in the vicinity.ˆ At the back of therapy room there
was a container of sanitizing germicidal wipes on a shelf about 5 feet above the ground and not
locked in a cabinet.ˆ During an interview on 5/20/26 at 1:15 p.m., occupational therapist (OT) stated
the therapy department does use sanitizing wipes. OT walked to the where the wipes were stored
then confirmed that the wipes were not locked up. OT stated, the residents do not know they are here.
OT explained she locked the door to the therapy room when she was not in the room, but at times she
did leave the door open when she went to get a resident for therapy which would leave the room
(continued on next page)
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unsupervised and allow a resident to enter the room and grab the container. OT further explained she
had not had any formal education on the process for keeping chemicals locked up at all times when
not in use. During an interview on 5/20/26 at 2:44 p.m., director of nursing (DON) stated she had been
contacted on 5/17/26 that R1 had placed a bunch of sanitizing wipes in a cup and added water to it
and had been drinking the liquid.ˆ DON stated she was unsure how R1 had obtained the sanitizing
clothes since nursing keeps all the sanitizing clothes under lock and key but was unaware that the
therapy department had a bottle in their room that was not currently locked up.ˆ DON explained she
had not checked in that department and assumed each department was responsible for ensuring the
chemicals were locked up.ˆ ˆˆ During an interview on 5/20/26 at 2:57 p.m., social services director
(SSD) stated she had provided education on 5/20/26 to the occupational therapist that all of the
sanitizing clothes need to be locked up and out of resident reach at all times when staff are not using
them. These types of clothes should have not been left out so a resident could easily get a hold of
them and possibly ingest them.ˆThe facility would be placing them in a cabinet when not in use now
and should have not been left out so a resident could easily get a hold of them and possibly ingest
them. Review of an email dated 5/18/26 at 12:24 p.m., identified a performance improvement project
was discussed to develop a solid plan to ensure the corrective process is implemented successfully:
-Each department will have a designated locked storage area for supplies; Maintenance (boiler room);
Laundry (laundry room); Nursing (white closet near therapy); Therapy (therapy room). During an
interview on 5/20/26 at 4:25 p.m., administrator stated the therapy director had been included in a
meeting to discuss how the facility was going make sure toxic chemicals were kept in a locked area
to prevent the possibility of resident(s) ingestion. The staff member who did not follow the facility
protocol for securing chemicals was given corrective action. During an interview on 5/20/26 at 3:42
p.m., medical director (MD) stated by R1 getting access to the Super Sani-Cloths that contained
isopropyl alcohol then proceeding to create a kind of tea to drink, this caused her to have the acute
kidney injury, however, it quickly resolved with fluids while in the hospital.ˆ MD stated the wipes
should have been all kept in a locked cabinet to prevent any residents obtaining them.ˆ ˆ The
facility's education with staff began on 5/19/26 included any product with high alcohol content
should always be locked in a locked location. This included but is not limited to Sani-Cloths, hand
sanitizers, and alcohol prep pads.ˆ Residents were not allowed to keep or have access to any
products with high alcohol content.ˆ The facility also created a supply inventory checklist for each
item, and a supply sign out sheet to document if and when an employee removed the product from the
locked unit to ensure it would be returned.ˆ Review of the facility's Alcohol Based Hand Rub Policy
dated 3/31/25, identified a new chemical management and accountability process (that was undated
when added) for staff use within the building: -Each department will have a designated locked storage
area containing the chemical and supplies required for that department's daily operations. Specific
amounts will be maintained for each item to help ensure supplies do not run out during shifts.ˆ
-Effective immediately, all staff members who remove chemicals from storage for use must sign out
before use and sign them back in immediately upon return. Staff are responsible for maintaining direct
supervision of any chemical brought onto the floor at all times.ˆ Chemicals must remain in the
possession of the staff members using them and may not be left unattended under any
circumstances. -In accordance with facility policy, no chemicals are permitted to be left in resident
rooms. This includes, but is not limited to, alcohol wipes, bleach spray, urine remover, or any other
cleaning or disinfecting products.ˆ Residents are not permitted access to these chemicals.ˆ -Access
to the garage storage area will be limited to managers, nursing assistants, and designated staff
members responsible for restocking supplies. -At the end of each shift, the staff member assigned to
chemical accountability will review the sign-out sheets to verify all items have been returned and
properly accounted for. Any low stock items will be restocked before the end of the shift. -If, during
the review process, an item is found to be missing without proper documentation, the staff member
responsible for oversight must immediately follow up with all staff members who had access to
(continued on next page)
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determine the item's whereabouts. If the item cannot be accounted for the group of staff will search
all areas of the building to find it. If after all staff members working in that department during the shift
will receive re-education on the chemical management policy, and a retraining sign-off sheet will be
completed to document the education provided.ˆ
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