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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 record review, the facility failed to supervise a resident's smoking activity
and failed to implement interventions to prevent her from sustaining burn injuries. This failure resulted
in a resident sustaining blistered (second degree) cigarette burns.This applies to 1 of 4 (R1) residents
reviewed for smoking safety in a sample of 5.The findings include:The facility's Reportable Incident
form showed that on 4/6/26 at 11:40 AM, R1 was observed with a wound to left side of chest. [R1]
was outside on a smoke break and was wearing the smoker's apron. Resident was observed with
what appeared to be a cigarette burn on the left side of her chest. Root cause determined to be burn
caused by cigarette ash due to windy conditions, smoker's apron flew up while smoking during smoke
break.On 04/29/2026 at 1:31 PM, the resident smoking activity was observed. Staff placed a smoking
ring (device that holds a cigarette) on R1's left index finger. R1's smoking apron was placed in a
manner that left R1's left upper chest exposed, and the neck ties on the apron were left unsecured.
R1's previous burn mark was visible on R1's left chest. R1's bilateral upper extremities and fingers
were contracted, and she was positioned in a reclining wheelchair. Staff lit R1's cigarette then
cigarette ashes were seen dropping down the front of R1. While R1 was smoking, V6 (Activity Aide)
walked away from her to assist another resident into the building.On 04/29/2026 at 1:59 PM, V6
stated she was doing the one-on-one observation of R1 but did not realize she walked away from her
while her cigarette was still lit. V6 stated the smoking ring that holds R1's cigarette sometimes slips
from R1's finger and has caused her fingers to be burned in the past. On 04/29/2026 at 12:29 PM, R2
stated V6 (Activity Aide) and another unknown Activity Aide were working when R1 was burned. R2
stated R1's smoking apron blew up from the wind when R1 was burned. R2 stated she had to go in
and get the nurse because no one was outside when it happened. R2 stated the staff lit the cigarettes
then left the residents outside unsupervised. R2 stated it was cold and windy, and the staff don't like
to be out in the cold.On 04/30/2026 at 1:02 PM, V2 DON (Director of Nursing) she interviewed R2 and
V3 RN (Registered Nurse) about how R1 got burned. V2 stated R1 had been burned before she started
working in the facility. V2 stated she expects staff and residents to follow the smoking policy and
smoking contracts.V2's 4/7/26 written interview of R2 showed R2 said she was outside and sitting
by [R1] during smoke break. She said [R1] had smoker's apron on, it was windy, and the apron flew
up. She reported to the nurse what happened. On 04/29/2026 at 4:24 PM, V3 RN (Registered Nurse)
stated she was informed by the residents and an Activity Aid when R1 was burned. V3 stated R1 had
two blisters that formed on her left upper chest near her clavicle. V3 stated she saw R1 after the
staff brought her inside and the smoking apron had already been removed. V3's 4/9/26 written
statement about the incident showed another resident, [R2], approached this writer to report that
resident [R1] had sustained burns to her chest while smoking in the courtyard.Resident was
observed with two cigarette burns on the left side of the chest. R1's 4/5/26 progress note (written by
V3) showed R1 observed with two cigarette burns on the left side of her chest. Resident reported
stinging pain.The facility's Patient Safety insert for the Smoker's apron showed Instructions: B) Seat
resident in wheelchair and drape apron over the resident. Secure the apron by engaging the hook and
(continued on next page)

146112 3

07/30/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

146112 05/01/2026

Arc at Bradley 650 North Kinzie Ave
Bradley, IL 60915

F 0689

Level of Harm - Actual harm

Residents Affected - Few

Note: The nursing home is
disputing this citation.

loop neck strap at the top of the apron. Adjust the neck strap until the apron reaches just below the
neckline. C) IMPORTANT: Engaging the side straps- to prevent cigarettes and ashes from falling
between the resident and the wheelchair, ALWAYS drape the apron over the arm rests and wrap the
side-straps around and under the arm rests and securely engage the side-straps hook and loop to the
underside of the apron. The insert continued .The apron is not a substitute for proper supervision.On
04/29/2026 at 1:48 PM, V5 Activity Aide stated she had placed the smoking apron on R1. V5 stated
the apron should be secured all the way up to the neck so that residents don't get burned. V5 stated
she did not pull the apron all the way up to R1's neck and secure the ties because R1 would complain
if she did. V5 stated R1 requires one-on-one smoking assistance since she was burned. V5 stated she
was not with R1 when she was originally burned, but the facility did an in-service regarding
one-on-one smoking observations and ensuring the apron is properly placed on R1. V5 stated that
while staff are monitoring the smoking activity, they should ensure residents are dressed
appropriately for the weather and are smoking safely.On 04/29/2026 at 1:21 PM, R1 stated she is
unable to tap her ashes and staff don't hold her cigarette for her or tap her ashes and they roll onto
her smoking apron. R1 stated when she was burned, the staff were not paying attention to her.On
04/29/2026 at 3:57 PM, R4 stated there are some staff that go inside instead of staying outside with
them while they are smoking. R4 stated the staff allowed R1 to smoke by herself and she got burned
on her left chest.R1's 2/25/26 Minimum Data Set (MDS) showed R1 was moderately cognitively
impaired, and she was dependent on staff for eating, oral hygiene, bathing, and dressing. The facility's
Smoking Safety policy (retrieved 04/2026) showed The following behaviors and/or conditions will
jeopardize and/or cause revocation of the person's independent privileges: Cognitive impairment, poor
judgment, compromised manual dexterity and/or mobility.On 04/29/2026 at 2:18 PM, V4 (Activity
Director) stated that the Activity Aides should make sure the residents smoke safely. V4 stated the
staff member doing the one-on-one monitoring for R1 should stay near her while she is smoking. V4
stated staff should ensure the smoking apron is all the way up to the neck and secured with ties as
well as tucked on the sides to ensure it does not blow up. V4 stated R1 should not have any part of
her chest exposed. R1's diagnoses include relapsing multiple sclerosis, scoliosis, chronic obstructive
pulmonary disease, age-related macular degeneration, alternating exotropia dysarthria and anarthria.
R1's smoking assessment dated [DATE] states she requires assistance and supervision with
smoking and a smoking apron. R1's 4/8/24 smoking care plan showed a 12/8/2025 intervention of to
wear the proper smoking apron while smoking. R1's electronic medical record contained an earlier
progress note from 12/9/25 that showed Resident was smoking a cigarette when the ashes fell on
her chest and created a burn. Resident stated that she was smoking, and her bib fell down.
Intervention- staff to assist resident when smoking and ensure bib is in place before smoking. A
second care plan intervention initiated 4/6/26 and created 4/7/26 showed staff to do 1:1 assistance
while resident is smoking. R1's Wound assessment notes from 1/1/26 showed Type- burn;
Classification- thermal-heat; Source- facility-acquired; Date Identified- 12/16/25. R1's Wound
assessment notes from 4/16/26 showed Type- burn; Classification-thermal-heat; Source-
facility-acquired; Date Identified- 4/6/26. On 04/30/2026 at 2:18 PM, V1 (Administrator) stated the
Activity Aides need to be outside with the residents when they are smoking to assure the residents
are safe and following the policy. V1 stated staff can't effectively monitor the smoking activity from
inside the building. V1 stated staff are not required to provide one-on-one observations of R1 during
her smoking activity, but staff should not walk away from R1 when she is smoking. V1 stated the
smoking apron needs to be up and tied to be effective. If cigarette ashes are falling on a resident's
side or chair that is not a safe smoker. On 04/30/2026 at 1:52 PM, V9 (Activity Aide) stated on the
day R1 was burned, she was responsible for monitoring the smoking activity. V9 stated she was
inside the building watching the residents. V9 stated it is not enforced for them to keep an eye on all
the residents while they are smoking. V9 stated when R1 was burned, the smoking apron was not
pulled up to R1's neck and tied. V9 stated she was alerted to there being a problem when the
(continued on next page)
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residents started yelling for her to come out. V9 stated since being burned, R1 requires one-on-one
monitoring. V9 stated that when the other residents are out smoking, she only needs to make sure
they aren't sharing cigarettes.On 05/01/2026 at 9:46 AM, V10 (Physician) stated if the smoking apron
was applied correctly, it would have prevented R1's burn injury. V10 stated the staff only told him that
the apron blew and that caused R1's burn. V10 stated if staff are inside the building while the
residents are outside smoking, the residents are not being monitored. V10 stated the facility staff
should be present and aware if residents are passing smoking materials around, dropping cigarette
ashes on themselves, or if ash is blowing back on the residents.The facility's 4/30/23 Smoking Policy
Acknowledgement showed Staff Responsibilities: Assigned staff will monitor Residents on the
Smoking Program: Staff will remain in the designated area, during the entire scheduled smoking time
with the residents.
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