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Residents Affected - Few

Based on observation, interview, and record review, the facility failed to provide adequate supervision and to 
ensure the resident environment was free from accident hazards for one resident (Resident #1), who had 
been assessed as needing supervision for smoking, was observed smoking in his/her room on several 
occasions while receiving supplemental oxygen via a nasal cannula, and failed to investigate the source of 
the smoking materials (lighters and cigarettes). The resident sustained 2nd degree burns while smoking in 
his/her room, putting the entire building and its occupants in danger. The facility census was 86. The 
administration was notified on 10/20/25 at 4:55 P.M. of an Immediate Jeopardy (IJ) which began on 
10/13/25. The IJ was removed on 10/21/25, as confirmed by surveyor onsite verification. Record review of 
the facility's undated smoking policy showed:- Smoking is only permitted in the designated smoking areas 
under the supervision of a staff member assigned by the charge nurse each shift;- Staff to instruct the 
resident about the facility policy on smoking including locations, times and safety concerns;- No cigarettes or 
cigarette lighters are to be kept in the resident rooms;- Staff are to immediately notify the unit charge nurse if 
it is suspected a resident has violated the facility smoking policy or if the resident clothing or skin show signs 
of cigarette burns;- The Minimum Data Set (MDS) nurse will update the care plan with any changes in the 
residents' capabilities or needs. Review of Resident #1's facility admission agreement included a form 
entitled Rules and Regulations, which showed: - The resident understands smoking is permitted in this 
facility; it is permitted in designated areas of the facility only. All lighters and matches shall be kept at the 
nurse's station;- Residents may not keep lighters and matches or cigarettes in their rooms or on the person;- 
Resident #1 initialed the document as received and understood on 04/18/24. Review of Resident #1's 
quarterly MDS, a federally mandated assessment instrument required to be completed by the facility staff, 
dated 08/22/25 showed:- Diagnoses of chronic obstructive pulmonary disease (COPD) (a chronic lung 
disease that causes progressive damage to the airways and air sacs in the lungs), schizoaffective disorder (a 
chronic mental health condition combining symptoms of schizophrenia, such as hallucinations and delusions, 
with symptoms of a mood disorder, like bipolar disorder or depression), borderline personality disorder (a 
personality disorder characterized by severe mood swings, impulsive behavior, and difficulty forming stable 
personal relationships), intermittent explosive disorder (a mental health condition characterized by recurrent 
episodes of impulsive, aggressive, and violent behavior that is disproportionate to the triggering situation), 
and anxiety (excessive fear, worry, and related behavioral disturbances that interfere with daily life);- 
Cognition intact;- Supervision of staff for activities of daily living;- Ambulates independently;- The resident is 
his/her own responsible party. Review of Resident #1's care plan, last updated on 06/09/24, showed:- The 
resident does smoke cigarettes;- The resident required supervision while smoking;- Staff will educate the 
resident about the facility policy on smoking, locations, times, and safety concerns;- Staff will notify charge 
nurse immediately if it is suspected the resident has violated the facility smoking policy. Review of the 
Physician Order Sheet (POS), dated September 2025, showed:- An order, dated 04/22/24, for oxygen (O2) 
at two liters (L) continuous via nasal cannula ((NC) a thin, flexible tube that wraps around your head, typically 
hooking around your ears, used to deliver supplemental oxygen or increased airflow to a patient or person in 
need of respiratory assistance) while in bed related to COPD at bedtime;- An order dated 08/07/25 for auto 
continuous positive airway pressure (CPAP) (a device for treating sleep apnea that automatically adjusts air 
pressure based on the user's breathing needs throughout the night) 8-11 centimeters (cm) water oxygen at 1 
liter per minute (LPM), heated in line humidification, and as needed (prn) 20-min ramp to be worn during 
hours of sleep (prevents the dryness and irritation of the airway that can occur from using the machine. The 
heated air from the humidifier travels through the tubing to the mask); Review of Resident #1's Progress 
notes, showed:- On 10/13/25 at approximately 6:45 P.M., Licensed Practical Nurse (LPN) B was notified of 
fresh smoke smell in hallway adjacent to the Resident #1's room. Upon entering the room, the resident was 
observed lying in bed, black soot on nares (nostrils), right hand, right side of neck, and the facial hair on the 
right side of the face was gone. Burned areas were noted on the bed sheets and mattress, with several large 
burn holes in the blanket. The resident's t-shirt was also noted to have burned holes/black soot. The nasal 
cannula was in the nares, electrical cords were noted to be melted in places, and a non-invasive ventilation 
mask that provides two different levels of air pressure to assist breathing (BiPap) mask and tubing were 
laying on the floor beside the bed. An empty soda can was sitting on the bedside table with smoke coming 
out. A lighter and one unsmoked cigarette were observed lying beside the soda can. Resident #1 was quiet 
and alert with shallow breaths. He/she was able to answer yes/no questions. LPN B went to notify the 
Director of Nursing (DON) and the Assistant Director of Nursing (ADON). DON and ADON assessed the 
resident and reviewed the scene. The physician was notified, and new orders were received to send 
Resident #1 to the emergency room for evaluation and treatment. A call was placed to 911. Emergency 
Medical Transportation arrived and the resident left building at 9:39 PM;- On 10/14/25 at 11:06 A.M., report 
was received from the burn unit at the hospital Resident #1 was returning to the facility with 2nd degree 
burns (an injury that damages the top two layers of skin: the epidermis and dermis) to the tip of the nose, the 
back of the left second finger, and the right side of the collarbone. Some nasal irritation. The burn is to be 
treated with bacitracin ointment (an antibiotic ointment) applied and left open to air. Resident afebrile (no 
increased body temperature) and will return on oxygen at 2L per NC. Review of Resident #1's hospital 
discharge report, dated 10/14/25, showed:- Second degree burns to tip of nose, tip of nose, the back of the 
left second finger and overlying the right side of the collarbone;- Resident reports lighting a cigarette while 
he/she was still wearing his/her nasal cannula oxygen. The nasal prongs ignited, burning his/her nose. 
He/she removed the oxygen tubing from his/her face and got up to turn off the oxygen concentrator (a 
medical device that takes in the air around you, filters out the nitrogen, and delivers concentrated, purified 
oxygen to a user). The resident's sheets and mattress caught fire and he/she quickly patted out using his/her 
hands;- Resident #1 sustained burns to the nose, fingers of the left hand and a patch on the right shoulder. 
Review of Resident #1's care plan, last updated on 06/09/24, showed no new interventions related to the 
resident's smoking safety and failure to follow facility rules related to smoking. The care plan did not include 
information regarding Resident #1 smoking in his/her room, or smoking while wearing O2 and receiving 2nd 
degree burns. Review of Resident #1's Progress notes, showed:- On 10/16/25 at 4:49 A.M, the resident was 
noted to be smoking in bed in his/her room four times. Education was provided regarding the facility policy on 
smoking in house. The resident voiced understanding, but continued to smoke anyway. Cigarettes, lighters, 
and a soda cup to hold ashes were removed from the room and placed at the nurses' station for review by 
administration. The resident continues to receive treatment for burns sustained from the prior incident of 
smoking in bed while receiving oxygen via nasal cannula;- On 10/21/25 at 6:57 A.M., Resident #1 was seen 
by the wound nurse to assess the burn areas which included the following: -Right upper chest - 8 
centimeters (cm) x 14cm x 0.1 cm, wound bed with patches of white charred skin, no odor, no drainage; -Left 
hand 4th finger measures 2.1 cm x 2 cm x 0.1 cm, wound bed white charred skin, no odor, no drainage; 
-Right hand index finger 2.5 cm x1.4 cm x 0 cm; -Right hand thumb, 0.8 cm x1 cm x0.1 cm, 75% charred 
skin with 25% eschar (blackened, dead skin) no odor, no drainage; -Treatment was done per physician 
orders. The resident tolerated procedure well, no verbal/non- verbal indicator of pain. Review of Resident 
#1's October 2025 POS showed no treatment orders for the burns. During an interview on 10/20/25 at 2:55 P.
M., the Director of Nursing (DON) and the Assistant Administrator (AA) said Resident #1 received burns from 
lighting a cigarette in his/her room and was sent to the burn center but had since returned. The DON said 
she did not know how to stop residents from bringing in lighters due to not being able to search resident's or 
rooms for that type of contraband and she was not willing to lose her nursing license over it. The DON said 
she was aware Resident #1 had cigarettes and lighters in his/her room and continued to smoke in his/her 
room unsupervised despite many attempts at re-education. The DON said to her knowledge no additional 
interventions were put in place for Resident #1, other than trying to keep a closer watch on him/her. An 
investigation was not done. The DON said she did not know where the resident continued to get lighters and 
cigarettes from. The DON was not aware of facility policies regarding residents bringing contraband into the 
facility The AA said, there was not much else the facility could do with Resident #1, other than to keep a 
closer watch. The AA said the facility does not have the staff or the budget to provide one on one supervision 
for the resident. The AA said she believes the staff can provide protective oversight to Resident #1 and other 
residents, just not one on one care or every 15-minute checks. The DON said they are not considering a 
discharge of Resident #1 at this point. The DON and the AA did not know where the treatment orders for 
Resident #1's injuries were written, but said they knew they were being treated. Observations and interview 
on 10/20/25 at 3:15 P.M., showed Resident #1 lying on his/her bed with a nebulizer mask on his/her face 
connected to an oxygen concentrator (a machine that delivers humidified oxygen). His/her right thumb was 
noted to have a large yellow scabbed area, along with a quarter size area on the right index finger. His/her 
left 4th finger above the knuckle and thumb have a quarter size area covered with a scab, yellow in color. 
Resident #1 said he/she bought cigarettes and lighters while out on transport with staff stopping at stores, 
and from other residents in the facility. The resident said the sores on his/her hands are burns he/she 
received when the tubing to the nebulizer mask caught on fire after he/she lit a cigarette. He/she flung the 
melting tubing causing the melted plastic to land on his/her hands. He/she said it scared him/her bad when it 
happened. Resident #1 said no one from the facility had ever asked him/her where he got his lighters and 
cigarettes. He/She said they have told him/her multiple times to not smoke inside, but he/she likes to smoke. 
During an interview on 10/21/25 at 1:15 P.M., the CEO said she would have expected the DON to investigate 
the smoking incident on 10/13/25, collect all pertinent information and confiscate all lighters or smoking 
materials from the resident. Proper notifications were not made to the corporate office as should have been. 
The Administrator should have determined if this was an isolated event or an on-going issue and follow the 
facility policies. Complaint #2647850 NOTE: At the time of the survey, the violation was determined to be at 
the immediate and serious jeopardy level J. Based on observation, interview and record review completed 
during the onsite visit, it was determined the facility had implemented corrective action to address and lower 
the violation at the time. A final revisit will be conducted to determine if the facility is in substantial 
compliance with participation requirements. At the time of exit, the severity of the deficiency was lowered to 
the D. This statement does not denote that the facility has complied with State law (Section 198.026.1 RSMo.
) requiring that prompt remedial action be taken to address Class I violation(s).

22265258

02/05/2026


