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On 08/13/25, an Immediate Jeopardy (IJ) situation was determined to exist related to the facility's failure to 
ensure supervision was provided to a resident who smoked and used oxygen that resulted in Resident #20 
igniting themselves and received second degree burns to their face.On 08/13/25 at 5:09 p.m., the Oklahoma 
State Department of Health was notified and verified the existence of an IJ situation.On 08/13/25 at 5:23 p.m.
, the administrator and the DON were notified of the IJ situation and the IJ template was provided.On 
08/14/25 at 11:40 a.m., an acceptable plan of removal was approved by the Oklahoma State Department of 
Health. The plan of removal, read in part, Incident: Resident was smoking while wearing oxygen and 
accidentally ignited [themself], resulting in burn injuries and immediate life-threatening risk.1. Immediate 
Action Taken- Oxygen was removed from the resident's vicinity and turned off to eliminate fuel source. Staff 
responded immediately, extinguishing the fire, and activated emergency medical response, first aid was 
provided at the facility prior to transport. Resident transferred to the emergency department for burn 
evaluation/treatment.2. Identification of All Residents at Risk- Facility wide audit within 2 hours to identify all 
residents who use oxygen and smoke. Each identified resident immediately educated on fire risks and safe 
practices. Residents using oxygen prohibited from smoking without staff present; oxygen removed at least 10 
feet for 10 minutes from ignition source before lighting any smoking material.3. Education- 07/17/2025: All 
staff and residents were in-serviced on the smoking policy, confiscating smoking materials, lighting 
equipment and vapes. Fire drills were carried out per CMS and NFPA regulations. Competency verified 
through verbalization of hazard recognition. 08/13/2025 at 6:50 p.m.: All staff educated on the importance of 
communications of hazard identification related to smoking and oxygen supervision. Staff is to immediately 
communicate if a resident is placing themselves in danger.4. Systemic Changes to Prevent Recurrence- 
Smoking Policy revised to mandate staff removal of oxygen and confirmation of safe distance and time frame 
before resident smokes. Care plan updated for all residents who smoke. Maintenance to inspect and ensure 
No Smoking Oxygen in Use is posted and visible in all relevant areas.If a resident is observed attempting to 
smoke with oxygen in place- Staff will immediately notify licensed nurse on duty- staff will 1:1 resident until 
licensed nurse arrives.- Licensed nurse will assess respiratory status prior to oxygen removal.- Licensed 
nurse will remove the oxygen tubing/tank from the resident before smoking in accordance with the facility 
smoking policy.- Licensed nurse will notify Administrator, Director of Nursing, or designee immediately.Any 
staff member who observes a resident not following the smoking policy will immediately:- Immediately notify 
the nurse on duty.- Remain with the resident until the nurse arrives to prevent unsafe action.- Licensed nurse 
will:Intervene to stop unsafe behavior and secure any smoking materialsNotify the Admin/DON or designee 
immediatelyDocument the incident and interventions in the resident's medical record.5. Monitoring & 
QASupervised smoking will continue for all residents.Any non-compliance will be clearly documented with 
results reported to QAPI: corrective action taken immediately if deviation noted.6. Completion Date for 
Immediate Jeopardy RemovalAll immediate corrective actions completed by 08/14/25 at 2:00 p.m.The IJ was 
lifted, effective 08/14/25 at 2:00 p.m., when all components of the plan of removal had been completed. 
Multiple staff on different shifts were interviewed regarding the in-service they received; and audits were 
reviewed. In-services and fire drills were reviewed. The revised smoking policy was reviewed. Care plans 
were reviewed, and no smoking signs were observed in designated areas. The deficiency remained at an 
isolated level with the potential for more than minimal harm.Based on record review and interview, the facility 
failed to ensure supervision was provided to a resident who smoked and used oxygen for 1 (#20) of 4 
sampled residents reviewed for accidents.The administrator identified 53 residents resided in the facility, 6 
residents smoked and wore oxygen frequently/routinely, and 14 residents smoked and had as needed orders 
for oxygen.Findings:An undated Smoking and Oxygen Use Policy-Long-Term Care Facility, read in part, 
Residents have the right to smoke if medically cleared; however, safety must be prioritized when oxygen 
therapy is involved. The facility may limit or revoke smoking privileges for residents who are noncompliant 
with safety protocols . Residents must be removed from oxygen for at least 10 minutes before smoking. 
Smoking is only permitted in the designated outdoor smoking areas under staff supervision. Oxygen 
equipment must be stored away from the smoking area. Staff must verify that the resident has complied with 
the disconnection time before allowing smoking.An undated order summary showed Resident #20 had 
diagnoses which include hypoxemia, congestive heart failure, and chronic obstructive pulmonary disease.An 
evaluation Smoking and Safety, dated 12/14/24, showed Resident #20 had balance problems while sitting or 
standing. The evaluation did not have any clinical suggestions marked.A physician's order, dated 12/16/24, 
showed oxygen at 4 liters per minute via nasal cannula three times a day.A care plan, initiated 02/14/25, 
showed Resident #20 required supervision while smoking and to ensure residents' oxygen was removed and 
turned off before smoking.A care plan, revised, 05/18/25, showed Resident #20 smoked independently and 
required supervision while smoking.A care plan, initiated, 07/17/25 and revised on 07/21/25, showed 
Resident #20 was noncompliant with smoking while oxygen in use, with goal for resident to be free from 
complications related to noncompliance. The care plan showed only one intervention of the resident placed 
on 1:1 related to smoking with the use of oxygen, educate resident on importance of not smoking while 
oxygen in use related to safety. An Initial INCIDENT REPORT FORM, dated 07/17/25, showed serious harm. 
The report showed the resident went to the front of the building and told the receptionist they were going 
outside for fresh air. The report showed once resident was outside, they lit a cigarette while they were 
wearing their oxygen cannula. The report showed the oxygen caught on fire and they were sent to the 
emergency room for evaluation and treatment.A behavior note, dated 07/17/25 at 12:52 p.m., read in part, 
Resident observed preparing to go outside to smoke with nasal canula in place. Informed resident of the risk 
associated with smoking while using oxygen, including fire hazard. Resident was advised not to smoke while 
on oxygen therapy. Will continue to reinforce safety precautions. Supervisor notified.A facility incident report, 
dated 07/17/25 at 2:45 p.m., read in part, Resident [#28] came wheeling to the nurses station fast, stated 
[Resident #20] set [themselves] on fire. [They] were smoking cigarette with [Their] oxygen on. Went to front 
door found [Resident #20] sitting in wheel chair. Face burn along nose and lips, and neck area. Awake and 
alert, non-compliant, explained to resident earlier no smoking because of oxygen.An incident note, dated 
07/17/25 at 3:56 p.m., read in part, Resident outside smoking with oxygen on and caught face on fire. Noted 
blackened areas to face and nose. Bottom lip is swollen and small amount of red substance noted. EMSA 
[emergency medical services authority] here resident transported to [hospital] burn center via stretcher.An 
After Visit Summary, dated 07/17/25 - 07/19/25, showed Resident #20 had second degree burn of face.A 
Smoking and Safety, evaluation, dated 07/18/25, showed Resident #20 had poor vision or blindness. It did 
not have any clinical suggestions or interventions marked.A Smoking and Oxygen use, in-service, dated 
07/18/25 showed 8 staff signatures. Resident #20's discharge return anticipated resident assessment, dated 
07/30/25, showed the resident's cognition had modified independence with decision making, required 
supervision to substantial assistance with mobility. The assessment did not show the resident smoked.There 
was no documentation of staff supervision while resident smoked outside.On 08/12/25 at 8:15 a.m., Resident 
#20 was asked what happened to their face. They stated, I got burned smoking with oxygen on. They stated 
there were not any nurses outside when the incident occurred. Resident #20 stated they were outside 
without any supervision for about 30 minutes. They stated there was somebody outside but they were on 
their phone. Resident #20 stated a lot of the time people would be out there smoking and no ones with them. 
They stated they get the code to the door so they go out there and smoke without the staff out there. They 
stated they get their smoking material from the nurse. On 08/12/25 at 1:38 p.m., the activity assistant stated 
there were seven designated times for residents to smoke and the residents had to wait at the nurse's station 
for the designated staff to pass out the cigarettes to them one at a time and the staff has the lighter. The 
stated they were supervised by either staff staying outside or watching through the window. The activity 
assistant stated they were aware of the smoking incident with Resident #20 but had no knowledge if they 
were supervised at the time of the incident. The activity assistant stated there was only one resident to their 
knowledge that was an independent smoker, and it was not Resident #20. On 08/12/25 at 2:03 p.m., CNA #1 
stated the whole building watches for smokers. They stated the residents had a lock box the materials were 
kept in and it was separated by each resident. CNA #1 stated Resident #20 required encouragement to not 
smoke due to breathing problems and oxygen. CNA #1 stated the resident was upset the day of the incident. 
CNA #1 stated the last time they saw Resident #20 that day, they were sitting up front by the tv at the table. 
CNA #1 stated the resident was always moving around. CNA #1 stated they heard the RN on duty (whom did 
not return phone calls for interview) state they were sending Resident #20 out because they set themselves 
on fire. CNA #1 stated it occurred around lunch time, and they had signed themselves out and went out the 
front and no staff was with them. Unable to speak to the RN that sent resident out to the hospital as they did 
not answer the phone, and the nurse that made the note of the resident preparing to go outside with oxygen 
was no longer employed at the facility since the date of the incident. On 08/13/25 at 11:54 a.m., Resident 
#20's family member #1 stated they did not provide the resident with a lighter and that the last time they had 
visited Resident #20 was on Saturday the 2nd and had brought snacks only. On 08/13/25 at 12:19 p.m., 
Resident #20's family member #2 stated they did not provide the resident with any smoking material and 
they do not purchase the cigarettes for them. They stated they last visited the resident two weeks ago. On 
08/13/25 at 12:37 p.m., LPN #2 stated Resident #20 did not normally leave the facility and if they did, it was 
with their family member. They stated Resident #20 were normally in their room or the tv room and would sit 
outside for fresh air. LPN #2 stated they were aware of the recent smoking incident, and the resident was 
currently out of cigarettes and had tried to be sneaky to get from another resident. LPN #2 reviewed the sign 
out books, dated for 07/11/25 - 07/22/25, for Resident #20's name. LPN #2 stated the resident didn't typically 
sign out and were always on the back smoking area. The resident sign out book showed the resident had 
signed out on 07/14/25 at unknown time and another with an unknown date with a time frame of 8:45 a.m., 
and for 07/14/25 with a family member. LPN #2 stated no resident went out with their cigarettes without staff 
during smoking time. On 08/13/25 at 1:24 p.m., the administrator and DON were interviewed. The 
administrator stated after reviewing the nurse note from 07/17/25, their expectation regarding interventions to 
prevent hazard from smoking while on oxygen was the residents don't have lighters, and the tanks were to 
be turned completely off on the wheel chair before they were allowed to go smoke. The DON interjected and 
stated 90% of the time they were the one to remove the tank and put it in the dining room until the resident 
came back in. The administrator stated the implemented interventions when the resident was observed 
preparing to go outside to smoke while wearing oxygen was they talked to the resident about the dangers. 
The administrator stated nothing showed the resident attempted at that moment with that staff member to go 
outside. The administrator stated Resident #20 was very evasive to staff members and if they said no, the 
resident would roll around the building until someone that doesn't know. They stated the resident did not say 
they were going out to smoke, and they did not see any smoking material on them.On 08/13/25 at 1:30 p.m., 
both the administrator and the DON stated a resident should not be allowed to smoke with the intent they will 
still be on their oxygen.On 08/13/25 at 1:32 p.m., the administrator stated they did not do any resident safe 
surveys at the time of the incident on 07/17/25. They stated the incident could have affected other residents. 
They were unaware of how the resident obtained the smoking material. The administrator stated residents 
that were mentally capable could check themselves out as they could not keep them trapped in the property 
and they had the right to leave and had a right to their property and do their due diligence to get them upon 
their return. The administrator stated no resident was allowed to smoke independently, even independent 
smokers, and if they sign out it was off property, all had been educated, and Resident #20 had been 
educated multiple times.On 08/13/25 at 1:34 p.m., the administrator stated Resident #20 could sign 
themselves out. The administrator stated they did not see where the resident was signed out for 07/17/25. 
They stated the residents were not required to sign out to get fresh air or while on the property.On 08/13/25 
at 3:03 p.m., the administrator stated they ensure resident safety while outside on premises by frequent 
observations and frequent checks, I can't keep them locked in.On 08/13/25 at 3:07 p.m., CNA #5 stated the 
last time they were in-serviced regarding the smoking protocol and safety was when they first started in May.
The hire date for CNA #5 was 05/05/25 per the employee list with hire dates provided by the administrator.

22375582

11/21/2025


