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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42815

Residents Affected - Few Based on observation, interviews and record review, facility staff failed to ensure resident environment

remained free of accident hazards when facility staff failed to ensure lighters were kept secure for three
(Resident #1, #2, and #3) out of three sampled residents. The facility census was 60.

1. Review of the facility's Smoking-Residents policy, dated March, 2015, showed:
-This facility shall establish and maintain safe resident smoking practices;

-Smoking articles for residents with independent smoking privileges shall be permitted to keep cigarettes,
pipes, tobacco, or other smoking articles in their possession;

-Resident may only keep disposable safety lighters.

2. Review of Resident #1's Annual Minimum Data Set (MDS), a federally mandated assessment tool, dated
12/19/24, showed staff assessed the resident as mild cognitive impairment and used tobacco.

Review of the resident's care plan, dated 12/23/24, showed staff documented the resident is a smoker and
able to keep cigarettes and lighter on his/her person.

Review of the facility's smoking assessment, dated 09/11/24, showed staff documented the resident as a
safe smoker.

Observation on 01/17/24 at 9:49 A.M., showed the resident smoking outside.

During an interview on 01/17/25 at 9:41 A.M., the resident said he/she kept his/her cigarettes and lighter in
his/her room.

3. Review of Resident #2's Change in Condition MDS, dated [DATE], showed staff assessed the resident as
mild cognitive impairment and used tobacco.

Review of the resident's Physician Order Summary (POS), dated 12/30/24, showed an order for oxygen
administered at two liters per minute per as needed for shortness of breath.
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F 0689 Review of the resident's care plan, dated 11/08/24 showed staff documented the resident is a smoker and
able to keep cigarettes and lighter on his/her person.

Level of Harm - Minimal harm or
potential for actual harm Review of the facility's smoking assessment, dated 09/11/24, showed staff documented the resident was a
safe smoker.

Residents Affected - Few
Observation on 01/17/25 at 9:43 A.M., showed the resident pulled a pack of cigarettes containing a lighter
out of his/her pocket.

Observation on 01/17/24 at 9:49 A.M., showed the resident lit his/her cigarette and placed the lighter back in
his/her pocket.

Observation on 01/17/25 at 10:05 A.M., showed the resident had an oxygen concentrator in his/her room.

During an interview on 01/17/25 at 9:43 A.M., the resident said he/she kept his/her cigarettes and lighter in
his/her room.

4. Review of Resident #3's Admission MDS, dated [DATE], showed staff assessed the resident as mild
cognitive impairment and used tobacco.

Review of the resident's care plan, dated 12/23/24, showed staff documented the resident is a smoker and
able to keep cigarettes and lighter on his/her person.

Review of the facility's smoking assessment, dated 10/11/24, showed staff documented the resident was a
safe smoker.

Observation on 01/17/25 at 9:44 A.M., showed the resident pulled a pack of cigarettes, containing a lighter,
out of his/her pocket.

Observation on 01/17/25 at 11:17 A.M., showed the resident pulled a lighter out of his/her cigarette pack, lit
his/her cigarette and placed the lighter back in the cigarette pack.

During an interview on 01/17/25 at 9:44 A.M., the resident said he/she kept his/her cigarettes and lighter in
his/her room.

5. During an interview on 01/17/25 at 10:07 A.M., the MDS Coordinator said per policy, resident's are
allowed to keep disposable lighters in their room. He/She said the concern with resident's being allowed to
keep lighters in their rooms, was the potential for the resident to smoke in the room.

During an interview on 01/17/25 at 11:12 A.M., Certified Nurse Aide (CNA) A said he/she did not know
resident's kept their lighters in their rooms. He/She said the safety concern with resident's keeping lighters in
the room is the potential the resident could catch themselves or the building on fire.
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F 0689 During an interview on 01/17/25 at 12:07 P.M., the administrator said per policy resident's are able to keep
lighters on his/her person. He/She said if a resident kept the lighter on his/her person, and the resident was
Level of Harm - Minimal harm or not alert or capable of making good decisions, there was a potential for a resident to catch things on fire, or
potential for actual harm smoke in their rooms. He/She said if a resident had oxygen in his/her room and used a lighter, there was a
potential to cause an explosion.
Residents Affected - Few
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