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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews with staff, resident, Physician and Wound Care Specialist, the 
facility failed to identify an environmental hazard and supervise Resident #1. Resident #1 was newly 
admitted to the nursing home, severely cognitively impaired and blind. On 10/11/25, Nurse Aide (NA) #1 
placed Resident #1, who was seated in his wheelchair, in front of the lit fireplace in the dining room after he 
expressed feeling cold. NA #1 then left to assist another nurse aide, leaving Resident #1 unsupervised. 
While unattended, Resident #1 tipped his wheelchair over backward, falling against the fireplace. His head, 
back, and shoulders came into contact with the hot mesh grate. Resident #1 yelled out. Resident #2 was on 
the other side of the fireplace and yelled for help from staff. NA#1 responded and alerted Nurse #1. Resident 
#1 told NA #1 his head was burning. Nurse #1 responded, and moved Resident #1 away from the fireplace. 
Emergency Medical Services (EMS) were contacted. Upon arrival, EMS assessed the resident's pain level at 
10 out of 10 and administered three doses of narcotic pain medication during transport to the hospital. At the 
hospital, Resident #1 was diagnosed with second-degree burns (damage to the outer layer of skin and part 
of the underlying layer caused by contact with a hot object with redness, swelling, blisters and pain which 
may be severe) with blistering to the back of his scalp (approximately palm-sized), right shoulder, upper 
back, and left index finger. He also sustained a hematoma to the back of his head. A burn center 
consultation determined that acute intervention or transfer was not required, and topical antibiotic ointment 
was recommended. Resident #1 remained hospitalized until 10/13/25 and required additional narcotic pain 
medication during his stay. On 10/15/25, the Wound Care Specialist performed a sharp selective 
debridement procedure to remove the necrotic or dead tissue from the wounds to the scalp and shoulder. 
Additionally, the facility lacked safety precautions to prevent residents from accessing or activating the 
fireplaces or coming into contact with the hot mesh grates. turning on the fireplace or touching the mesh 
grate of the fireplace. This deficient practice affected 1 of 4 residents reviewed for supervision to prevent 
accidents (Resident #1). There were six households in the nursing home and two of which had free-standing, 
double-sided fireplaces in the middle of the common area dividing the living and dining room. The other four 
households had single-sided wall fireplaces in the common living room areas with no precautions in place to 
prevent residents access to touching the grates in front. Immediate jeopardy began on 10/11/25 when staff 
left Resident #1 without staff supervision in the dining room with a lit fireplace that had no physical barrier to 
restrict access from the hot surfaces. Immediate jeopardy was removed on 10/18/25 when the facility 
implemented an acceptable plan of immediate jeopardy removal. The facility will remain out of compliance at 
a scope and severity of D (No actual harm with potential for more than minimal harm that is not immediate 
jeopardy) to ensure that education is completed and monitoring systems are in place and are effective. 
Findings included:The owner's manual for the gas fireplace indicated that children and other individuals may 
be susceptible to accidental contact burns. The fireplace consisted of tempered glass and a decorative mesh 
grate barrier in front of the decorative logs and heating elements. Important safety and operating information 
indicated that the tempered glass will become hot and the hot glass will cause burns. Safety information 
further indicated to not touch the glass until cooled and keep a clear space of 3 feet in front of the fireplace. A 
physical barrier is recommended if there are individuals at risk in the area. To restrict access to the fireplace 
an adjustable safety gate should be installed to keep individuals at risk away from the hot surfaces of the 
fireplace. A switch lock or wall remote control with a child protection lockout feature should be installed. 
Never leave children or at-risk adults alone near a hot fireplace whether it is operating or cooling down. High 
temperatures may ignite clothing or other flammable materials. Clothing, furniture, draperies and other 
flammable materials must not be placed on or near the fireplace. Children and adults should be alerted to the 
hazard of high surface temperatures and should be kept away to avoid burns or clothing ignition. The manual 
further indicated that when the wall switch is turned to the on position the fireplace will ignite and run 
continuously at the high flame setting with no adjustment of the flame height or temperature setting possible. 
Resident #1 was admitted on [DATE] with diagnoses of vascular dementia, history of falls and glaucoma. 
Resident #1's care plan, dated 10/8/25, identified a problem of highly impaired vision related to glaucoma. 
Interventions included adapting the environment to resident's needs, assessing loss of vision on resident's 
functional status, orienting to changes in environment and providing an environment that is free of clutter. 
The care card dated 10/8/25 used by the Nurse Aides revealed Resident #1 had a diagnosis of vascular 
dementia with confusion at times, was blind, used a wheelchair and transferred with stand pivot assistance. 
The care card indicated that Resident #1 was a fall risk and fall interventions indicated to ensure stable 
transfer support, keep pathway clear of obstacles, and someone was to be present to assist with stand and 
pivot transfers. A fall risk assessment dated [DATE] indicated Resident #1 was legally blind, required the use 
of an assistive device for mobility, had three or more falls in the past three months, had cognitive decline and 
was at high risk for falls. A care plan, dated 10/11/25, identified a problem with falls due to dementia with a 
history of frequent falls and cognitive impairment. Interventions included keeping the call bell within reach 
and non-skid footwear. A facility investigation of the incident dated 10/13/25 completed by the Clinical 
Coordinator revealed that Resident #1 sustained injuries resulting from an accidental fall that occurred on 
10/11/25. Resident #1 expressed that he was feeling cold and the Nursing Aide (NA) #1 positioned the 
resident in front of the fireplace to warm up while they attended to other care duties. At the time of the 
incident, the staff were assisting another resident that required a mechanical lift for transfers. While staff 
were occupied with the other resident, Resident #1 tipped his wheelchair backwards. Resident #1 fell against 
the fireplace screen, sustaining burns to the posterior scalp and right shoulder. The resident was sent to the 
emergency department for evaluation and treatment. A witness statement dated 10/13/25 written by NA #1 
revealed that on 10/11/25, she was assigned to Resident #1 and got him up for breakfast. The statement 
indicated that she transferred Resident #1 to his wheelchair and sat him at the table closest to the fireplace 
in the dining room. The statement indicated that she informed Resident #1 that she would be back shortly 
and went to assist another NA. The statement indicated that she and the other NA were assisting another 
resident and as they were coming out of the room, they heard a loud scream. The statement indicated that 
she went to the dining room and observed that Resident #1 fell backwards in his wheelchair and was on the 
floor. The statement indicated that the NA moved the resident then waited for the nurse to assist him. An 
interview with NA #1 was conducted on 10/15/25 at 1:14 PM. NA #1 indicated that she was an agency NA 
that had worked at the facility for the past two years as needed. NA #1 indicated that she was assigned to 
Resident #1 on 10/11/25 from 7:00 AM to 3:00 PM. NA #1 stated that Resident #1 stated that he was cold, 
so she brought the resident to the dining room in his wheelchair and placed him in front of the lit fireplace 
with his back towards the fireplace and locked the brakes of his wheelchair. NA #1 stated her colleague NA 
#2 requested her assistance with another resident down the hall. NA #1 stated she and NA #2 left the dining 
room area where Resident #1 was seated in his wheelchair and went to provide personal care to the other 
resident. A few minutes later, NA #1 could not recall exactly how long, as they were finishing assisting the 
other resident, she and NA #2 heard Resident #2 screaming that another resident [Resident #1] was on the 
floor. NA #1 stated that she immediately went to the dining room area where she heard the screaming and 
observed Resident #1 on the floor with his wheelchair tipped over backwards. The wheelchair was 
underneath the resident and his head was on the fireplace when she arrived in the dining room. Resident #1 
was hollering in pain. NA #1 stated that she immediately pulled the resident a few inches away from the 
fireplace as the resident was saying his head was burning and he was yelling. NA #1 recalled that it was hot 
in the area surrounding the fireplace. NA #1 stated that she knew that Resident #1 was new to the facility 
and he was blind but other than that she did not know much else about him. NA #1 stated that often the 
fireplace was turned on when she came in to work at 7:00 AM and that it was turned on by the 11:00 PM to 
7:00 AM staff. NA #1 indicated that she had not received any instructions or in-service education regarding 
the fireplace prior to this incident. A follow up interview with NA #1 on 10/16/25 at 3:15 PM revealed that she 
positioned Resident #1 at the table with his back towards the fireplace. NA #1 was unsure of the distance 
between Resident #1 and the fireplace but indicated that he was close enough to hit his head on it when he 
fell backwards. NA #1 stated that she frequently observed other residents turn on the fireplace. NA #1 stated 
on the morning of 10/11/25, the fireplace was already turned on and that she had not turned it on when she 
placed Resident #1 in front of it. NA #1 stated that she was not instructed that the residents and objects 
should be kept at least three feet away from the fireplace and she was not aware that the outside of the 
fireplace unit was hot when it was turned on. NA #1 stated that she was surprised that Resident #1 sustained 
burns from contact with the outside of the fireplace.A witness statement dated 10/13/25 written by NA #2 
revealed that on 10/11/25, Resident #1 was in the dining room in his wheelchair near the fireplace. After 
breakfast, NA #2 requested NA #1 assist her with another resident that required 2 person assist. Both NAs 
left the dining room area and went to assist the other resident. At the time they left the dining room, Resident 
#1 was seated in his wheelchair. While NA #1 and NA #2 were in the room assisting the other resident, they 
heard yelling. NA #2 stated that the other NA went to check to see who was yelling first and then she came 
out to the dining room a few a minutes later after she finished with the resident they were assisting. NA #2 
stated when she came out to the dining room, she observed Resident #1's wheelchair turned over, and he 
was on the floor by the fireplace. An interview with NA #2 on 10/15/25 at 2:15 PM revealed that Resident #1 
was in the dining room in front of the fireplace when she and the other NA left the dining room and went to 
assist another resident in their room leaving the resident unsupervised in the area. NA #2 stated they had 
just finished the other resident's care when they heard a resident screaming loudly. NA #2 stated NA #1 
immediately went to the dining room to see what happened. NA #2 stated she went to the dining room a few 
minutes later after she finished in the other resident's room. NA #2 stated when she went out to the dining 
room, Resident #1 was lying on the floor with his head a few inches from the fireplace with the wheelchair 
beneath him and he was hollering and was agitated. NA #2 stated that she had not received any in-service 
training regarding the incident. NA #2 stated that they always used the fireplace and had not had any issues 
with it before. NA #2 indicated that she had not received any safety instructions regarding the fireplace prior 
to this incident. An interview was conducted on 10/15/25 at 2:30 PM with Resident #2, who was alert and 
oriented to person, place and time. Resident #2 stated that he was on the other side of the fireplace on 
10/11/25 when Resident #1 fell. Resident #2 stated that he heard Resident #1 yell and went to see what 
happened. Resident #2 stated that he observed Resident #1 on the floor with his head and shoulders against 
the fireplace screen. Resident #2 stated that he felt the metal frame around the fireplace screen and noted it 
was hot, and the fireplace was on for a while that morning. Resident #2 stated he was the first person on the 
scene to respond when he heard Resident #1 hollering, so he yelled for help. Resident #2 indicated that after 
he yelled for help, NA #1 quickly responded and came over to assist Resident #1. Resident #2 stated that he 
was aware of how to turn the fireplace on and off using the switch on the wall and that he enjoyed having the 
fireplace on. Resident #2 stated that after this incident there was now a box over the switch, so he and the 
other residents were no longer able to turn the fireplace on and off. A witness statement dated 10/13/25 
written by Nurse #1 who was assigned to Resident #1 on 10/11/25 from 7:00 AM to 7:00 PM revealed that 
she was passing medications when the incident occurred. The statement indicated that while preparing 
medications for another resident, NA #1 and NA #2 notified her that there was a fall. The two NAs were 
assisting another resident and after they finished, they went to the dining room and observed Resident #1 on 
his back in his wheelchair in front of the fireplace on the floor. The witness statement indicated that the nurse 
and the NA moved Resident #1 a little further away from the fireplace. The resident stated he hit his head. 
The nurse indicated that she observed redness to the back of Resident #1's head. The nurse called the 
ambulance to transfer the resident to the hospital for evaluation. A nursing progress note dated 10/11/25 
written at 2:05 PM by Nurse #1 revealed that Resident #1 was sitting in the dining room and had just finished 
eating breakfast when the nurse was notified that the resident was on the floor having fallen backwards out 
of his wheelchair close to the fireplace. The note stated that the nurse moved the resident away from the 
fireplace. The resident complained of pain to the back of the head and a reddened area was noted. 911 was 
called and Resident #1 was transported to the hospital for evaluation. An interview was conducted on 
10/15/25 at 11:00 AM Nurse #1 who was assigned to Resident #1 on 10/11/25 from 7:00 AM to 7:00 PM. 
Nurse #1 stated she was passing medications when NA #1 alerted her that a resident fell in the dining room. 
The nurse stated she observed Resident #1 on the floor close to the fireplace and that he had flipped his 
wheelchair over and was lying on his back on the floor with his head towards the fireplace about 2 inches 
from the metal grate that was in front of it. Nurse #1 stated she thought Resident #1 must have forcefully 
pushed backwards in his wheelchair not realizing that the brakes were locked and flipped backwards. The 
resident stated he hit his head. The nurse stated she moved Resident #1 a small amount away from the 
fireplace and called 911. She observed the back of Resident #1's head and noted that it was red with a 
hematoma, the resident was hollering in pain and was agitated. Nurse #1 stated that she did not observe 
Resident #1's index finger as she was more concerned about the resident injuring his head. Nurse #1 stated 
that Resident #1 was agitated and because of this she was unable to obtain vital signs. The nurse stated that 
she turned off the fireplace, and she noted that the area in front of the fireplace was hot as it had been on for 
a while that morning. The nurse stated that the NA #1 and NA #2, the only other staff assigned to the area, 
were in another resident's room when the incident occurred. Nurse #1 stated that Resident #2 was the only 
resident in the area when the incident occurred. The nurse stated that she was new to the facility and 
10/11/25 was the first day that she worked in that area and that she had not received in-service education or 
training regarding the fireplace or safety hazards prior to this incident. An Emergency Medical Services 
(EMS) record dated 10/11/25 indicated that EMS arrived at the facility at 9:53 AM and observed Resident #1 
with burns to the back of his head, right shoulder and upper back with redness, blisters and pain noted. Vital 
signs were temperature 98.0, respirations 20 per minute, pulse 117 beats per minute (normal pulse rate is 
generally 60-100), blood pressure 202/94 (normal blood pressure is generally less than 120/80 millimeters of 
mercury), and a pain level of 10 (a pain scale of 0-10 with 0 being no pain and 10 the worst pain ever). The 
record indicated that EMS administered fentanyl (a narcotic medication for pain) 50 micrograms (mcg) at 
10:06 AM, 25 mcg. at 10:18 AM and 25 mcg at 10:35 AM. The hospital Discharge summary dated [DATE] 
indicated that Resident #1 was transferred to the hospital on [DATE] for evaluation following an unwitnessed 
fall near the lit fireplace where he was identified with second degree burns (damage to the outer layer of skin 
and part of the underlying layer caused by contact with a hot object with redness, swelling, blisters and pain 
which may be severe) with blistering to the back of his scalp (approximately palm-sized), right shoulder, 
upper back, and left index finger in addition to a hematoma to the back of his head. A skin assessment on 
presentation in the emergency department indicated Resident #1 had a large thermal burn with sloughing 
and blistering of the skin to the posterior scalp and the wound was extremely tender. The resident had large 
burns with sloughing and blistering to the right shoulder and upper back. Resident #1 was admitted to the 
hospital and a consultation with the local Burn Center indicated the resident's condition did not necessitate 
acute action or transfer and recommended an antibiotic ointment. An order was included in the discharge 
orders for oxycodone 5 milligrams (mg) every 6 hours as needed for pain management. Resident #1's 
electronic health record revealed a physician order from the hospital discharge orders dated 10/13/25 which 
indicated to administer oxycodone 5 milligrams (mg) every 6 hours as needed for pain. Resident #1's 
electronic Medication Administration Record (MAR) indicated that Resident #1 was assessed for pain using a 
0-10 rating scale with 0 being no pain and 10 the worst pain ever, and was administered as needed 
oxycodone 5 mg on the following dates:10/13/25 at 4:58 PM due to a pain level of 9. The medication was 
documented as effective.10/13/25 at 10:30 PM due to a pain level of 8 and the medication was documented 
as effective.10/14/25 at 3:18 PM due to a pain level of 6 and the medication was documented as effective. 
10/15/25 at 11:55 AM due to a pain of 6 and the medication was documented as effective.10/16/25 at 11:25 
AM with no pain level documented and the medication was documented as effective.A physician order dated 
10/16/25 indicated to clean the posterior scalp, upper back and shoulder with normal saline, apply silver 
sulfadiazine (a cream used to prevent and treat infections of second- and third-degree burns) and cover with 
foam silicone border dressing daily and as needed for soilage, saturation or dislodgement. A Wound Care 
Specialist initial wound evaluation and management summary dated 10/15/25 indicated Resident #1 was 
evaluated due to wounds on his scalp, upper back and shoulder. The evaluation indicated Resident #1 
presented with a full thickness burn wound to the posterior scalp measuring 10.5 centimeters (cm.) in length 
by 5.7 cm width and 0.1 cm. depth. Resident #1 had a full thickness burn wound to the right shoulder that 
measured 4.5 cm. length by 10.5 cm. width with 0.1 cm depth. A burn wound of undetermined thickness was 
observed to the upper back that measured 3.5 cm. length and 4 cm width. The wound summary indicated 
that the Wound Care Specialist performed a sharp selective debridement procedure to remove the necrotic 
or dead tissue from the wounds to the scalp and shoulder. A wound care observation was conducted on 
10/15/25 at 1:30 PM with the Wound Care Specialist and the Clinical Coordinator. The right shoulder wound 
measured 4.5 centimeters (cm) length by 10.5 cm width with a depth of 0.1 cm. with serous drainage noted. 
The wound was a full thickness wound. The upper back wound measured 3.5 cm. length by 4.0 cm. width 
with no depth and slight blistering. The scalp wound measured 10.5 cm length by 5.7 cm width with a depth 
of 0.1 cm. The areas were cleansed, and the Wound Care Specialist performed the sharp selective 
debridement procedure in which he removed the blistered tissue from the wounds and applied dressings to 
the wounds. The resident complained of pain and tenderness to the wounds during the evaluation and 
treatment of the wounds. An interview was conducted with the Wound Care Specialist on 10/15/25 at 1:43 
PM. The Wound Care Specialist stated that Resident #1's wounds were consistent with burns with full 
thickness wounds (severe burns that destroy all layers of the skin and require pain management and wound 
care with the removal of the dead tissue) to the right shoulder and the scalp. The Wound Care Specialist 
stated that he removed the blistered tissue to promote wound healing and Resident #1 tolerated the 
procedure well. The Wound Care Specialist stated that he would change the wound care treatment to silver 
sulfadiazine ointment daily to promote wound healing and prevent infection. An interview was conducted on 
10/15/25 at 3:08 PM with the Nursing Supervisor that was on duty on 10/11/25 from 7:00 AM to 7:00 PM. 
The Nursing Supervisor stated that she called the Director of Nursing (DON) to report the incident and was 
instructed by the DON to be sure that the fireplace was off. The Nursing Supervisor stated that she did not 
know how to turn the fireplace off other than checking that the operating switch on the wall was not turned to 
the on position, however she stated that the switch was accessible to the residents. The Nursing Supervisor 
stated that she did not put anything over the operational switch for the fireplace to prevent it from being 
turned on and that she was not informed to call the Maintenance Director. The Nursing Supervisor stated 
that the Administrator was out of town at the time of the incident and was unavailable. The Nursing 
Supervisor stated that several times during the day after the incident occurred on 10/11/25, she observed 
that the fireplace was on and when she asked the staff, they stated that the residents turned it on because 
they were cold. The Nursing Supervisor stated that the switch on the wall that operated the fireplace was 
accessible to the residents and the residents were aware of how to turn on the fireplace. The Nursing 
Supervisor stated that the staff that worked the 11:00 PM to 7:00 AM shift often turned the fireplace on, and it 
was often observed on in the morning when the 7:00 AM to 3:00 PM staff reported for duty. The Nursing 
Supervisor stated that prior to the incident, she had not received any training or education regarding the 
fireplace, safety considerations or how to turn the fireplace off in an emergency. An interview with the Clinical 
Compliance Coordinator and the Administrator on 10/16/25 at 9:30 AM revealed that prior to the incident on 
10/11/25 there was no protocol regarding the fireplace or any safety considerations. The Clinical Compliance 
Coordinator stated that the fireplace was in the common area of the facility and was part of the 
household/homelike model and therefore had not been considered a hazard prior to this incident. The 
Clinical Compliance Coordinator stated that there was no training or education provided to the staff regarding 
the safety and use of the fireplace prior to this incident. The Clinical Compliance Coordinator and the 
Administrator stated that on 10/13/25 they were informed of the incident with Resident #1 and the fireplace. 
The Clinical Compliance Coordinator stated that she did not think that the fireplace was used very often, and 
she never thought that it presented a safety hazard. She further stated that she was not aware that residents 
turned the fireplace on and off. An interview with the Physician on 10/16/25 at 3:05 PM revealed that burns 
had the potential for infection and were quite painful. The Physician stated that Resident #1 required wound 
care to the burns, close monitoring for signs of infection and evaluation by the Wound Care Specialist.An 
observation was conducted on 10/15/25 at 10:30 AM in the small household cottage in which Resident #1 
resided. The facility consisted of 6 separate household cottages that feature a large kitchen, dining area and 
living room common area with a fireplace. In the household cottage that Resident #1 resided in a 
free-standing, double-sided fireplace with a metal mesh grate and glass in front of it was observed in the 
common area with residents in wheelchairs seated in the area. One side of the fireplace faced the living 
room portion of the common area and the other side of the fireplace faced the dining room portion of the 
common area. The fireplace was flush with the floor and did not have an adjustable safety gate or any type 
of physical barrier to prevent access to the metal grate and glass in front of the fireplace. The fireplace did 
not have a wall remote control with a child protection lockout feature. During the observation, cognitively 
impaired residents were observed propelling their wheelchairs and ambulating near the fireplace. A staff 
member was observed sitting in a chair along the wall in the common area approximately six feet away from 
the residents that were in the area. The fireplace was turned off at the time of the observation. The 
operational switch which resembled a light switch was observed on the wall beside the fireplace in the living 
room area at a height of approximately five feet and a locked clear plastic box was covering the switch. An 
observation was conducted on 10/17/25 at 10:15 AM of the second household cottage which was designated 
as an area for residents with that require specialized care due to dementia. A free-standing double-sided 
fireplace with a metal mesh grate and glass was observed. One side of the fireplace faced the living room 
area, and the other side faced the dining room portion of the common area. The fireplace did not have a 
safety gate or physical barrier preventing access to the metal grate and glass and the fireplace was flush 
with the floor surrounding it. During the observation, cognitively impaired residents were observed propelling 
their wheelchairs and ambulating near the fireplace. The assigned nurse and NA were observed in the area 
supervising the residents. The operational switch was observed on the wall in the living room area at a height 
of approximately five feet with a clear plastic box covering the switch. An observation of the other four of six 
household cottages on 10/17/25 at 10:45 AM revealed single sided wall fireplaces flush with the floor with 
metal grates and glass in front were present in the common living room areas. The operational switches 
were observed on the wall beside the fireplaces with clear plastic boxes covering the switches. An interview 
with the Maintenance Director on 10/15/25 at 11:30 AM revealed that he was in the process of shutting off 
the gas and electricity to all the fireplaces. The Maintenance Director stated that he was just informed on 
10/15/25 of the incident that occurred with Resident #1 on 10/11/25. The Maintenance Director stated that 
the fireplace was gas and electric and it generated heat and had a blower that emitted the heat. The 
Maintenance Director stated that an operational switch on the wall turned the fireplace on, and it heated up. 
The Maintenance Director stated that the glass and decorative mesh grate were in place in front of the 
fireplace and he was not sure if they got hot. The Maintenance Director stated that the fireplace was a 
hazard due to being accessible to the residents. The Maintenance Director stated that he was in the position 
for a few months, and he had not thought about initiating any safety interventions around the fireplace. A 
follow-up interview with the Maintenance Director on 10/16/25 at 3:30 PM revealed that he had been in the 
position since March and was not aware that there was an issue with the fireplace until this incident 
occurred. The Maintenance Director stated that he was aware of the safety and operating instructions for the 
fireplace and was aware that the area in front of the fireplace should have been kept clear for 3 feet with no 
residents or objects placed in that area. The Maintenance Director stated that there were products available 
to purchase to ensure that the residents did not have access to the outside of the fireplace, but they were not 
in place at the time of the incident. The Maintenance Director stated that the fireplace was operable all the 
time and that the fuel source was not turned off at different times of the year. The Maintenance Director 
stated that he installed the covers over the switches that controlled the fireplaces on 10/15/25 when he was 
informed of the incident. An interview was conducted with the DON on 10/17/25 at 11:45 AM. The DON 
stated that she was an interim DON and just started in the position the week of the incident. The DON stated 
she received a call from the Nursing Supervisor on 10/11/25 and was informed that Resident #1 fell 
backwards and had sores on the back of his head due to the fall near the fireplace. The DON stated that 
Resident #1 was not supervised when he was placed close to the fireplace and then tipped his wheelchair 
over backwards striking the back of his head and shoulders on the fireplace. The DON stated she instructed 
the Nursing Supervisor to turn the fireplace off and that she did not know what else to tell her. The DON 
stated that she did not instruct the Nursing Supervisor to call the Maintenance Director to turn the heat 
source off for the fireplace at the time as she had not thought about it nor did she instruct her to ensure that 
all fireplaces in the facility were turned off. The DON stated the following day, 10/12/25, she received a call 
from the Admissions Coordinator who informed her that Resident #1 had sustained second degree burns 
when he fell. The Admissions Coordinator visited Resident #1 at the hospital on [DATE] and received the 
information regarding his condition and the burns. The DON stated that on 10/12/25 after receiving the 
information that Resident #1 sustained second degree burns, she did not call the Nursing Supervisor or 
Maintenance Director to follow up with further interventions regarding the fireplace. The Administrator was 
notified of the immediate jeopardy on 10/16/25 at 2:05 PM.The facility provided the following credible 
allegation of immediate jeopardy removal:Identify those recipients who have suffered, or are likely to suffer, a 
serious adverse outcome as a result of the noncompliance: On 10/11/2025, it was identified that Resident 
#1, was placed at dining room table in his wheelchair with his back facing the lit fireplace due to Resident #1 
stating he was cold. It is unknown how long the fireplace had been on. Resident #1 was eating a breakfast 
sandwich and drinking coffee at the dining room table. Resident #1 is able move around in his wheelchair; 
however, his mobility varies from day to day. Shortly thereafter, NA #1 left the dining room area to assist a 
colleague with resident care regarding a transfer. NA #1 informed the resident she would return shortly after 
assisting another resident. Nursing Home Administrator re-interviewed NA #1 and nurse on 10/17/2025 for 
clarification regarding positioning of Resident #1. Resident #1 tipped his wheelchair over, landing on the 
ground while remain[TRUNCATED]
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