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This Plan of Correction is submitted

F 000 | INITIAL COMMENTS F 000} as required under State and Federal
law. The facility's submission of the
An unannounced Medicara/Meadicaid abbreviated Plan of Correction does not

survey was conducted on 2(13/19. One . . !
Complaint was investigated during the survey. C(;nim?te. a'm admission 0[.1 = Palt
Corrections are required for compliance with the of the facility that the findings cited

following 42 CFR Part 483 Federal Long Term are accurate, that thc findings
Care requirements. conslitute a deficiency, or that the

scope and severity determination is
correct. Because the facility makes
no such admissions, the statements

The census in this 132 certified bed facility was
123 at the time of the survey. The survey sampla
consisted of 1 current resident reviaws (Resident

#1). made in the Plan of Correction
F 641 | Accuracy of Assessments F641| cannot be used against the facility
55=D | CFR(s): 483.20(g) in any subsequent administrative or 3/4/19

§483.20(g) Accuracy of Assessments, civil proceeding.

The assessment must accurately reflect the
resident's status.
This REQUIREMENT is not met as evidenced F 641 Accuracy of Assessments

by: .
Based on observation, residen! interview, staff Compliance Date: 3/4//19
interview, clinical record review, and facility Immediate action taken for the

documentation review, for Resident #1, the facility resident found 1o h b
staff failed to ensure the accuracy of Minimum sident lounc to have been
Data Assessments to include tobacco use that affected include:

resulted in a fire in the resident's bed, Resident #1°s MDS assessment was

The facility staff failed to ensure the accuracy of updated on 2/13/19 to include
Resident #1's MDS assessments on 1/17/19, tobacco use.
and 10/2/18 to include tobacco use that resulted

in a fire in the resident's bed on 2/5/19. Identification of other residents

having the potential to be

affected.

The Findings included: .
No other residents have the

Resident #1 was a 90 year old who was admitted potential to be affected as resident
to the facility on 8/14/14, His-diagnoses included #1 was the only tobacco user in the
Muscle Weakness, Other Lack of Coordination, facility
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE vonen FITLE (X6) DATE

- /.\/ o w&. '-7/ afi4
Any deficiency staferment eﬁding with an asterisk (") denotes & deficiency which the institution may be excused from comacting providing it is detfermined that
other safeguardd provide sulflcient protection to the patients. (See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of carrectian is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the daté these documents are made available to the facility. H deficiencies are cited, an approved plan of correction is requisite to continued
program padicipation, Lis
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. Actions taken/systems put into
F 641 Cor.mtrnued From page.1 ‘ F 641 place to reduce the risk of future
Peripheral Vascular Disease, Type 2 Diabetes occurrence
wilh Diabetic Neuropathy, Depression and Anxiety ’
Disorder. Education, in-service program was
The Minimum Data Set, which was an Annual co(;ldglc.ted for MDS nurses ‘by
Assessment with an Assessment Reference Date A ministrator on 3/4/19 regarding
of 1/17/19 was reviewed. It coded Resident #1 as propetly coding tobacco use on
having a Brief Interview of Mental Siatus Score of MDS assessments.
15, indicating that he was cognitively intact. In
addition, Resident #1 was coded as requiring the
physical assistance of 1 person for eating and
dressing. In Section J, Resident #1 was How the corrective action(s) will
incorrecily coded as having no tobacco use. in be mornitored to cnsure the
addition, in the Quarterly Assessment dated . . \
10/2/18, Section J, the facility failed to document D
his tobacco use. The Director of Nursing/Designee
On 2/13/19, at 1:45 P.M. an observation was Wll.l d rev1e\\;] MDbt asses:sn;lems ‘for
made of Resident #1 who was alone in his room. e
He was not being supervised by facility staff. He the asscssment accurately reflects
was in his wheelchair, and reached up over his resident’s status, weckly for 4
bed and grabbled the metal triangle apparatus. wecks then monthly for 2 months.
He then pulled himself into bed from his
wheelchair. He had cotton gloves on both hands
that had the top half of gloves cut off, exposing
the tips of his fingers. The gloves appeared to be
old, worn and soiled with debris. Resident #1
stated that he wore the gloves all of the time
"because they support my hands".
Resident #1 was asked how the fire started in his
bed. He stated that since his admission to the
facility, he smoked during scheduled smoking
breaks at 8 AM., 12 Noon, 4 P.M,, and 8 P.M. He
stated that staff sometimes didn't put a smoking
apron on him. When asked specilically about the ,
night of the fire on 2/5/19, Resident #1 stated, .
“They didn't give me a smoking apron that night.
if I had that apron | would not have had the fire. . .
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F 641 | Continued From page 2 F 641 The Director of Nursing/Designee
The embers got on my blanket covering my will present the results of reviews to
wheelchair. | always have 2 blankets covering my the Quality  Assurance
chest, legs and feet. After smoking that night, | Performance Improvement
got in bed an.d wlflent to sleep. | didn't know my T T e et s
bed was on fire. . .
recommendations. Quality
On 2/13/19, a review was conducted of facility Assurance Performance
documentation, revealing a Facility Reported Improvement  Team  Members
Incident dated 2/5/19, It read, “On February 5, include: Administrator, Director of
2019 at approximately 10:40 p.m., smoke was s ,
observed coming from [Resident #1's] room. Staff Nmsm.g, Staff Dcvelopme.nt :
opened the door and saw smoke and fire Coordinator, Director of Social
originating from residents' bed. Staff evacuated Services, Director of Dietary,
resident from room, fire alarm was sounded, and Director of Housekeeping, Director
fire was put oul by staff using fire extinguisher. of Maintenance, Nurse Managers,
Fire department arrived and reviewed situation. Mini Dat ' Set  Coordinator
[Resident #1) was assessed by staff and EMS; no R e L ’
injuries ar concerns noled, lransfer to the hospital Medical Director, Director of Rehab
was not necessary based on assessment and Services, and Pharmacy Consultant.
physicians agreement. [Resident #1] was If issues are identified, then
grandfathered and is the only resident with additional education will be
smoking privileges. His last smoke break was at ‘ded and dificati £ th
8:30 pm where he was supervised by staff. Order Ol st Tzl S RS
for nicotine patch was obtained and patch was Plan of Correction will bc made to
placed on resident today." address the deficient practice.
The facility documentation contained statements
by the staff who smelled the smoke, and by the
Certified Nursing Assistant (Employee B), who
extinguished the fire. The facility Director of
Nursing (Employee A) identified Employee B as
the stalf person who was responsible for
supervising Resident #1 during his smoking
. | break just prior to the fire. The investigation did
not contain any information from Employee B
regarding the smoking break. There was no
statement in the investigation from Employee B
that he had put a smoking apron on Resident #1
on 2/5/19. There was no statement from _ 3
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F 641 { Continued From page 3 F 641

Employee B that he provided supervision by
ensuring that Resident #1 did not have any
smoldering embers from cigaretle use on his
blankets prior to Resident #1 leaving the
courtyard and putting himself in bed.

Employee B submitted three conflicting
statements (2 written, and 1 verbal). The first :
staterment dated 2/5/19 read, "Around 10:50 pm
when | was doing my initial rounds, | notice
smoke coming from [Resident's raom} and
immediately rushed into the room and realized
that the whole room was covered with smoke
from the mattress and blankets. | immediately
followed the facility protocol.”

Employee B's second statement was received via
a telephone interview with this Surveyor on
2/13/19 at 3:30 P.M. When asked to describe
what happened the night of the fire, he staled, "I
got the cigarettes and lighter from the nurse and
medication cari. | put the bib on him. He normally
has blankets on him because i's cold outside.
After he smoked 2 cigarettes, i took off the bib
and blanket and made sure nothing was in the
blanket." When asked to describe the "bib",
Employee E hesitated, then stated, "It's the bib
we use to feed residents. Thal's the one | used
on that day, it's brown." When asked again to
specifically describe the item he used, Employee
B stated again, "i's the brown bib we always use
to feed that residents.” Employee E was unable to
describe a smoking apron.

The surveyor confirmed with the Director of

Nursing (Employee A) that the brown clothing - '
protectors on the unit were used for every

resident, and that they were not smoking aprons.
The facility staff was not able to show the
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surveyor Resident #1's smoking apron. The DON
stated that Resident #1 had a gray smoking
apron that had been discarded. The
manufacturer's instructions for the brown clothing
protector read, "Adult Clothing Protector. Made of
heavy domestic terry cloth. 50/50 cotton polyester
blend." The clothing protector was not fire
retardant.

Employee B's third statement was submitied via
email at the request of the Facility Administrator
{Employee C), who was not present in the facility
during the survey. The third statemeant was dated
2/14/19. It read, "On 2/5/19 at around 8:30 pm, |
took (Resident #1) of room 170 out in the
courtyard so he can have his routine smoke of
cigareltes. As usual | put on his smoking apron
over him first as | stand and watch. After he
finished the first which | gave, the haif was
trashed into the cigarette {ashtray) and so for the
second one too. As always sure that the apron
and blankels were taken off him before taking
hirm into his room and put him in his bed and get
him clean.

I have been working with him for three years and
am very conversant with smoking routine and the
facility's policy with regards that.

On 2/1319, | received a call from somebody
working for the State board and wanted to ask
me some questions about the fire accident that
took placed on 2/5/19 whilst | was working al ‘
Dogwood evening shift. | was asked specifically
about the type and color apron | used on
[Resident # 1} when i took him out to smoke on
the above mentioned date, and my reply was, his’ |
smoking apron that he usually use for smoking,
was nol sure about the color."

. . .
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On 2/13/19 a review was conducted of Resident
#1's clinical record, revealing a 4 year old
Activities care plan dated 7/8/15. It read, "Often
buys cigarettes, alcohol and lighters when on
oulings and refuses to allow the activity aide to
hold items. He hides lighters and cigareties in his
gloves and becomes aggressive when facility
staff request to lock them up for his safety.”

Resident #1's care plan did not address smoking
safety again until after the fire in his bed occurred
on 2/5/19. The current care plan read, "Resident
brought some ashes to the room and burned
some parts of his bed. Monitoring and searches
for cigarettes and lighter. Verbal reminders. One
on one sitter provided.” According to the
progress noles, Resident #1 had one on one
supervision unlil 2/8/19. There was no
documentation in the progress notes that the one
on one supervision had been discontinued. The
care plan did not document the discontinuance of
one on one supervision.

Prier to the fire, Resident # 1 had the following
signed physician's orders, "Resident may smoke
with staff 2 times in morning and 2 times in the
evening.”

Resident #1's clinical record contained only one
Safe Smoking Needs Assessment dated 1/3/19. It
read, "Apply Smoking Apron".

The taciiity Smoking Policy, dated 10/3/17 read, T
"Residents will not be permitied to smeke without
the direct supervision of a responsible stafi
member or volunteer. Direct supervision must be
provided throughout the entire smoking period. All
residents who smoke will be assessed upon
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FF 641 | Continued From page 6 Fe41{ F 656 Develop/Implement
admission, quarterly, and PRN {as needed) as Comprehensive Care Plan
conditions warrants for safety equipment needs. , 3/8/19
Examples of equipment include smoking aprons Compliance Date: 3/8/19
Il ICR NP Immediate action taken for the
On 2/13/19 at 3:45 P.M. the Director of Nursing resident ] found to have been
was informed of the findings. affected include:
F 656 | Develop/Implement Comprehensive Care Plan F 656
s5=D | CFR{s}: 483.21(b}(1)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-cenlered
care plan {or each resident, consistent with the

resident rights set forth at §483.10(c)(2) and having the potential te be
§483.10(c}{3), that includes measurable affected.
objectives and timeframes 1o meet a resident's ]

No other residents have the

medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessiment. Tha comprehensive care plan must
describe the foliowing -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i} Any services that wouid otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(i) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. It afacilily disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident’s medical record.

{iv)in consultation with the resident and the
resident's representative(s)-

Resident #1°s smoking safety carc
plan was updated on 3/8/19 by the
Nursing Unit Manager.

Identification of other residents

potential 1o be affected as rcsident
#1 was the only tobacco user in the
facility.

Actions taken/systems put info
place to reduce the risk of future
occurrence.

Education, in-service program was
conducted for Nurse Unit Managers
by Administrator on  3/8/19
regarding  properly  developing
Smoking Safety care plans for
residents who are allowed to smoke
at the facility.
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How the corrective action(s) will
F 656 | Continued From page 7 F656] he monitored to ensure the
{A) The resident's goals for admission and practice will not recur:

desired oulcomes,
(B) The resident's preference and potential for The Director of Nursing/Designee
future discharge. Facilities must document will review care plans for residents
whether the resident's desire o return to the who are allowed to smoke at the
community was assessed and any referrals to

local contact agencies and/or other appropriate facility to ensure a comprehensive
entities, for this purpose. care plan is implemented, weekly
(C} Discharge plans in the comprehensive care for 4 weeks then monthly for 2
plan, as appropriate, in accordance with the months.

requirements set forth in paragraph (c) of this

section. The Administrator/Designee  will
This REQUIREMENT is not met as evidenced present the results of reviews to the
by: . .
gased on observation, resident inlerview, stafl Quality Assurance. Perfo.lma.nce
interview, clinical record review, and faiily Improvement Committee for review
documentation review, for Resident #1, the facility and  further  recommendations.
staff tailed to develop a Smoking Salety care plan Qualily Assurance Performance
to prevenl a fire in the resident's bed. Irnproven]ent Team Members

The facility staff tailed to ensure that Resident #1 include: Administrator, Dircctor of

(who had a documented history of hiding lighters Nursing, ~ Staif  Development
and cigarette in his gloves), had a Smoking Coordinator, Director of Social
Safety care plan to prevent a fire in the resident's Services, Director of Dietary,
bed on 2/5/19.

Director of Housckeeping, Director
of Maintenance, Nurse Managers,

The Findings included: Minimum Data Set Coordinator,
Resident #1 was a 90 year old who was admiited Medical Director, Dircctor of Rehab
to the facility on 8/14/14. His diagnoses included Services, and Pharmacy Consultant.
Muscle Weakness, Other Lack of Coordination, If 1issues are identified, then
Peripheral Vascular Disease, Type 2 Diabetes additional education will be
with Diabetic Neuropathy, Depression and Anxiety

provided and modification of the
Plan of Correction will be made to

The Minimum Data Set, which was an Annual address the deficient practice
Assessment with an Assessment Relerence Date
of 1/17/19 was reviewed. It coded Resident #1 as
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having a Briel Interview of Mental Status Score of
15, indicating that he was cognitively intact. In
addition, Resident #1 was coded as requiring the
physical assistance of 1 person for ealing and
dressing. In Section J, Resident #1 was
incorrectly coded as having no tobacco use. In
addition, in the Quarterly Assessment dated
10/2/18, Section J, the facility failed to document
his tobacco use.

On 2/13/18, at 1:45 P.M. an observation was
made of Resident #1 who was alone in his room.
He was not being supetrvised by facility staff. He
was in his wheelchair, and reached up over his
bed and grabbled the metal triangle apparatus.
He then pulled himself into bed from his
wheelchair. He had cotton gloves on both hands
that had the top half of gloves cut off, exposing
the tips of his fingers. The gloves appeared 1o be
old, worn and soiled with debris. Resident #1
stated that he wore the gloves all of the time
"because they support my hands®.

Resident #1 was asked how the fire started in his
bed. He stated that since his admission to the
facility, he smoked during scheduled smoking
breaks at 8 A.M., 12 Noon, 4 P.M., and 8 P.M. He
stated that staff sometimes didn't put a smoking
apron on him. When asked specifically about the
night of the fire on 2/5/19, Resident #1 slated,
“They didn't give me a smoking apron that night.

it | had that apron | would not have had the fire.
The embers got on my blanket covering my
“wheelchair. | always have 2 blankels coverifig my’
chest, legs and feet. After smoking that night, | oy
got in bed and went to sleep. | didn't know my
bed,was on fire." :

On 2/13/18, a review was conducted of facility

A Al IR e,
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documentation, revealing a Facility Reported
Incident dated 2/5/19. It read, "On February 5,
2019 at approximately 10:40 p.m., smoke was
observed coming from {Resident #1's] room. Stafi
opened the door and saw smoke and fire
criginating from residents' bed. Stalf evacuated
resident from room, fire alarm was sounded, and
fire was put out by staff using fire extinguisher.
Fire department arrived and reviewed situation.
[Resident #1] was assessed by staff and EMS; no
injuries or concems noled, transfer o the hospital
was not necessary based on assessment and
physicians agreemenl. [Resident #1) was
grandfathered and is {he only resident with
smoking priviteges. His last smoke break was at
8:30 pm where he was supervised by staff. Order
for nicotine paich was obtained and patch was
placed on resident today.”

The facility documentation contained statements
by the staff who smelled the smoke, and by the
Centified Nursing Assistant (Employee B), who
exlinguished the fire. The {acilily Director of
Nursing (Employee A} identitied Employee B as
the staff person who was responsible for
supervising Resident #1 during his smoking
break just prior to the fire. The investigation did
not contain any information from Employee B
regarding the smoking break. There was no
slatement in the investigation from Employee B
that he had put a smoking apron on Resident #1
on 2/5/19. There was no statement from
Employee B that he provided supervision by
ensuring that Resident #1 did not have any- -
smoldering embers from cigarelte use on his
blankets prior to Resident #1 leaving the
courtyard and putting himself in bed.
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Employee B submilled three conflicting
slatements {2 written, and 1 verbal). The first
slatement daled 2/5/19 read, "Around 10:50 pm
when | was doing my initial rounds, ¥ notice
smoke coming from [Resident's room] and
immediately rushad into the roorm and realized
that the whole room was covered with smoke
from the matiress and blankels. | immediately
followed the facility protocol.”

Employee B's second staterment was received via
a telephone interview with this Surveyor on
2/13/19 at 3:30 P.M. When asked to describe
what happened the night of the fire, he staled, "I
gol the cigarettes and lighter from the nurse and
medication cart. | put the bib on him. He nermally
has blankets on him because it's cold outside.
After he smoked 2 cigarettes, | took off the bib
and blanket and made sure nothing was in the
blankel.” When asked 1o describe the "bib",
Employee E hesitaled, then stated, "It's the bib
we use to feed residents. That's the one | used
on that day, it's brown." When asked again to
specifically describe the item he used, Employee
B stated again, "ll's the brown bib we always use
to feed that residents." Employee E was unable lo
describe a smoking apron.

The surveyor confirmed with the Director of
Nursing (Employee A) that the brown ciothing
proteclors on the unit were used for every
resident, and that they were not smoking aprons.
The facilily staff was not able to show the
surveyor Resident #1's' smoking apron. The DON
slated that Resident #1 had a gray smoking s
apron that had been discarded. The
manufacturer's instructions for the brown clothing '
protector read, "Adult Clothing Protector. Made of
heavy domestic terry cloth. SQISO cotton polyester
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blend." The clothing protector was not fire
retardant.

Employee B's third statement was submitted via
email at the request of the Fagility Administrator
(Employee C), who was not present in the facility
during the survey. The third statement was dated
2/14/19. 1t read, "On 2/5/19 at around 8:30 pm, |
took (Resident #1) of room 170 out in the
courtyard so he can have his rouline smoke of
cigareltes. As usual | put on his smoking apron
over him first as | stand and watch. After he
finished the first which | gave, the half was
trashed into the cigarette {ashtray) and so for the
second one too. As always sure that the apron
and blankels were taken off him hefore taking
him into his room and put him in his bed and gel
him clean.

I have been working with him for three years and
am very conversant with smoking routine and the
facility's policy with regards that.

On 2/13/19, 1 received a call from someabody
working for the State board and wanted to ask
me some guestions about the fire accident that
look placed cn 2/5/19 whilsl | was working at
Dogwood evening shift. | was asked specifically
aboui the type and color apron | used on
[Resident # 1] when ! took him out to smoke on
the above mentioned date, and my reply was, his
smoking apron that he usually use for smoking,
was not sure abeut the color."
On 2/13/19 a review was conducted of Resident g
#1's clinical record, revealing a 4 year old
Activities care plan dated 7/8/15. it read, "Often .
buys cigarettes, alcohol and lighters when an
outings and refuses to allow the activity aide 1o
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hold items. He hides lighters and cigarettes in his
gloves and becomes aggressive when facility
staff request to lock them up for his safety."”

Resident #1's care plan did not address smoking
safety again unlil after the fire in his bed occurred
on 2/519. The current care plan read, "Resident
brought some ashes to the room and burned
some parts of his bed. Monitoring and searches
for cigarettes and lighter. Verbal reminders. One
on one sitter provided.” According to the
progress noles, Resident #1 had one on one
supervision until 2/8/19. There was no
documentation in the progress notes that the one
on one supervision had been discontinued. The
care plan did not document the discontinuance of
ohe on one supervision.

Prior to the tire, Resident # 1 had the following
signed physician's orders, "Resideni may smoke
with siaff 2 times in morning and 2 times in the
evening."

Resident #1's clinical record contained only one
Safe Smoking Needs Assessment dated 1/3/19. It
read, "Apply Smoking Apron”.

The facility Smoking Policy, dated 10/3/17 read,
"Residents will not be permitted to smoke without
the direct supervision of a responsible staff
member or voluntear. Direct supervision must be
provided throughout the entire smoking period. All
residents who smoke will be assessed upon
admission, quarterly, and PRN {as needed) as*
canditions warrants for safety equipment needs,
Examples of equipment include smoktng aprons
and assislive devices.

On 2/13/19 at 3:45 P.M. the Director of Nursing i
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F 689 | Free of Accident Hazards/Supervision/Devices r 689 Compliance Date: 3/22/19 3722119
§8=D | CFR(s): 483.25(c)(1)(2) Immediate action taken for the
§483.25(d) Accidents. resident found to have been
The facilly must ensure that - affected include:
§483.25(d)(1) The resident environmeni remains . . L
as free of accident hazards as is possible; and Resident #1_ was given a Nlcot-mc
patch and is no longer smoking
§483.25(d)(2)Each resident receives adequate cigareties.
supetrvision and assistance devices to prevent
accidents.
Thlls REQUIREMENT is not met as evidenced Identification of other residents
by: . .
Based on observation, resident interview, staff having the potential to be
interview, clinical record review, and tacility affected,
documeniation review, for Resident #1, the facility .
stalf failed to provide adequate supervision and No (.)ther residents  have . the
equipment to prevent a fire in the resident's bed. potential to be affected as resident
#1 was the only smoker in the
The facility staff failed to ensure that Resident #1 facility.
had a smoking apron used during a smoking
break on 2/5/19 at 8:00 P.M.
Actions taken/systems put into
The Findings included: place to reduce the risk of future
occurrence.
Resident #1 was a 90 year old who was admitied
to the facility on 8/14/14. His diagnoses included
Muscle Weakness, Other Lack of Coordination, Ed . initiated with all
Peripheral Vascular Disease, Type 2 Diabetes ut?atlon was Initiate . Mg
with Diabetic Neuropathy, Depression and Anxiety nursing  staff  regarding  the
Disorder. importance of the proper smoking |
I ) ' apron being used,
The Minimum Data Set, which was an Annual
Assessment with an Assessment Reference Date
of 1/17/19 was reviewed. It coded Residenl #1 as
having a Brief Interview of Mental Status Score of
- FORM CMS-2567{02-99) Previous Versions Obsatele *"“Event ID:94NB11 Facilly ID: VAO1aZ Ii continuation sheet Page 14 of 20
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15, indicating that he was cognitively intact. In
addition, Resident #1 was coded as requiring the
physical assistance of 1 person for eating and
dressing. In Section J, Resident #1 was
incorrectly coded as having no tobacco use. In
addition, in the Quarterly Assessment dated
10/2/18, Section J, the facility falled to document
his tobacco use.

On 2/13/19, at 1:45 P.M. an observation was
made of Resident #1 who was alone in his room.
He was not being supervised by facility staff. He
was in his wheelchair, and reached up over his
bed and grabbled the metal triangle apparatus.

be monitored to ensure the

practice will not recur:

The Director of Nursing/Designee
will review smoking apron use for
all smoking residents; weckly for 4
weeks then monthly for 2 months.

The Administrator/Designee  will
present the results of reviews to the
Quality Assurance Pcrformance
Improvement Committee for review

He then pulied himself into bed from his and  further rccommendations.
wheelchair. He had cotton gloves on hoth hands Quality Assurance Performance
thal had the top half of gloves cut off, exposing Improvement Team  Members
the tips of his fingers. The gloves appeared to be o D U ) F
old, worn and soiled with debris, Resident #1 a8 GBI AR
stated that he wore the gloves all of the time Nursing, Staff Development
"because they support my hands". Coordinator, Director of Social
Services, Director of Dietary,

Resident #1 was asked how the fire started in his
bed. He stated that since his admission to the
facilily, he smoked during scheduled smoking
breaks at 8 AM., 12 Noon, 4 P.M., and 8 P.M. He
slated that staff sometimes didn't put a smoking
apron on him. When asked specifically about the
night of the fire on 2/5/19, Resident #1 stated,
"They didn't give me a smoking apron that night.
If | had that apron | would not have had the fire.
The embers got on my blanket covering my
wheelchair. | always have 2 blankels covering my
chest, legs and feet. After smoking that night, |
got in bed and went to sleep. |.didn't know my
bed was an fire."

On 2/13/19, a review was conducted of {acility

documentation, revealing a Facility Reported

Director of Housekeeping, Director
of Maintenance, Nurse Managers,
Minimum Data Set Coordinator,
Medical Director, Director of Rehab
Services, and Pharmacy Consultant.
If issues are identified, then
additional  education will be
provided and modification of the
Plan of Correction will be made 10
address the deficient practice
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Incident dated 2/5/19. It read, "On February 5,
2019 at approximately 10:40 p.m., smoke was
observed coming from [Resident #1's] room. Staff
opened the door and saw smoke and fire
originating from residents’ bed. Staff evacuated
resident from room, fire alarm was sounded, and
fire was put oul by staff using fire extinguisher.
Fire department arrived and reviewed situation.
[Resident #1] was assessed by staff and EMS; no
injuries ar concerns noted, transfer to the hospital
was not necessary based on assessment and
physicians agreement. [Resident #1] was
grandfathered and is the only resident with
smoking privileges. His last smoke break was at
8:30 pm where he was supervised by staif. Order
for nicotine patch was obtained and patch was
placed on resident today.”

The tacility documentation contained statements
by the staff who smelled the smoke, and by the
Certilied Nursing Assistant (Employee B), who
extinguished the fire. The facility Director of
Nursing (Employee A} identified Employee B as
the stalf person who was responsible for
supervising Resident #1 during his smoking
break just prior to the fire. The investigation did
not contain any information from Emplayee B
regarding the smoking break. There was no
statement in the investigation from Employee B
that he had put a smoking apron on Resident #1
on 2/5/19, There was no statement from
Employee B that he provided supervision by
ensuring that Resident #1 did not have any
smoldering embers from cigarette use on his
blankets prior to Resident #1 leaving the
courtyard and putting himselt in bed.

Employee B submitted three contlicting

.
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statemenls (2 written, and 1 verbal). The first
statement dated 2/5/19 read, "Around 10:50 pm
when | was doing my inflial rounds, ! notice
smoke coming from [Resident's room] and
immediately rushed into the room and realized
that the whole room was covered with smoke
from the mattress and blankets. | immediately
lollowed the facility protocol.”

Employee B's second stalement was received via
a telephone interview with this Surveyor on
2/13/19 at 3:30 P.M. When asked to describe
what happened the night of the fire, he stated, "|
got the cigarettes and lighter from the nurse and
medication cart. | put the bib on him. He normally
has blankets on him because it's cold ocutside.
After he smoked 2 cigarettes, | took off the bib
and blanket and made sure nothing was in the
blanket." When asked to describe the "bib",
Employee E hesitated, then stated, "lt's the bib
we use to feed residenis. That's the one { used
on that day, it's brown." When asked again to
specilically describe the item he used, Employee
B stated again, "It's the brown bib we always use
to feed that residents." Employee E was unable to
describe a smoking apron.

The surveyor confirmed with the Director of
Nursing (Employee A) that the brown clothing
protectors on the unit were used for every
resident, and that they were not smoking aprons.
The facility staff was not able to show the
surveyor Resident #1's smoking apron, The DON
stated that Resident #1 had a gray smoking '
apran that had been discarded. The
manufacturer's instructions for the brown clothing
protecior read, "Adult Clothing Protector. Made of
heavy domestic terry cloth. 50/50 colton polyester

blend." The clothing protector was not fire

i 689
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Employee B's third statement was submitied via
email at the reaquest of the Facility Administrator
{Employee C), who was not present in the facility
during the survey. The third statement was dated
2/14/19. it read, "On 2/5/19 at around 8:30 pm, |
took {Resident #1) of room 170 out in the
courtyard so he can have his routine smoke of
cigarettes. As usual | put on his smoking apron
over him first as | stand and watch. After he
finished the first which | gave, the half was
trashed into the cigarette (ashtray) and so for the
second one too. As always sure that the apron
and blankets were taken off him before taking
him into his room and put him in his bed and gel
him clean.

| have been working with him for three years and
am very conversant with smoking routine and the
facility's policy with regards that.

On 2/13/19, 1 received a call from somebody
working for the State board and wanted to ask
me some questions about the fire accident that
took placed on 2/5/19 whilst | was working at
Dogwooed evening shift. | was asked specifically
about the type and color apron | used on
[Resident # 1} when | took him out to smoke on
the above mentioned date, and my reply was, his
smoking apron that he usually use for smoking,
was not sure about the color.”

On 2/13/19 a review was conducled of Resident
#1's clinical record, revealing a 4 year old

Activities care plan dated 7/8/15. It read, "Often .
buys cigarettes, alcohot and lighters when on 4 ' '
outings and refuses to allow the activity aide to
hold items. He hides lighters and cigarettes in his '
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gloves and becomes aggressive when facility
staff request to lock them up for his salety."

Resident #1's care plan did not address smoking
safety again unlil after the fire in his bed occurred
on 2/5/18. The current care plan read, "Resident
brought some ashes to the room and burned
some partts of his bed. Monitoring and searches
for cigarettes and lighter. Verbal reminders. Cne
on one sitter provided." According to the
progress notes, Resident #1 had one on one
supervision urdil 2/8/19. There was no
documentation in the progress notes that the one
on one supervision had been discontinued. The
care plan did not document the discontinuance of
One on ane supervision.

Prior to the fire, Resident # 1 had the following
signed physician's orders, "Resident may smoke
with staff 2 times in morning and 2 times in the
evening."

Resident #1's clinical record contained only one
Safe Smoking Needs Assessment dated 1/3/19. It
read, "Apply Smoking Apron".

The facility Smoking Policy, dated 10/3/17 read,
"Residents will not be permitted to smoke without
the direct supervision of a responsible staff
member or volunteer. Direct supervision must be
provided throughout the entire smoking period. All
residents who smoke will be assessed upon
admission, quarterly, and PRN (as needed) as
conditions warranls lor safety equipment neads.
Examples of equipment include smoking aprons
and assistive devices. . . i 3

On 2/13/19 at 3:45 P.M. the Director of Nursing
was informed of the findings.
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