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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record review, the facility failed to ensure in accordance with applicable state and

Residents Affected - Few federal requirements: fire, alleged violations involving abuse, neglect, exploitation or mistreatment,

including injuries of unknown source and misappropriation of resident property, were reported
immediately, but not later than 2 hours if the alleged violation involved abuse or neglect and resulted
in bodily injury, to other officials (including the state Agency) and the administrator of the facility for

1 of 1 residents (Resident #1) reviewed for reporting abuse, in that: The Administrator (Abuse
preventionist) and the DON failed to follow the facility's abuse policy by not reporting Resident #1's
phone catching on fire while he was in his bed on 05/28/26 to HHS. This failure could place residents
at risk for abuse and neglect.Findings included: Record review of Resident #1's face sheet, dated
06/03/26, reflected an [AGE] year-old male admitted to the facility on [DATE] with an initial

admission date of 04/24/26 with a diagnoses of cognitive communication deficit (difficulty
communicating), Schizophrenia (a chronic brain disorder that impairs how a person interprets reality),
Hypertension (high blood pressure), Atherosclerosis of Renal Artery (the narrowing of the arteries
supplying blood to the kidneys due to plaque buildup). Record review of Resident #1's Comprehensive
Minimum Data Set (MDS) assessment, dated 05/07/26, reflected: Section C Brief Interview for Mental
Status (BIMS) score reflected a score of 13 which indicated the resident's cognition was intact.

Record Review of progress notes dated 05/28/26, wrote by DON reflected, Resident # 1 stated he
was hitting his phone on the table, and the phone blew up with fire. He had a partial burn on his diaper,
his bed sheet, and a dip hole (a burn in the mattress) in his mattress. No skin issues were noted. He
denied pain.Record Review of the in-service titled Resident's cellphone dated 05/28/26, reflected

LVN A and LVN B signed the in-service. Record Review of the in-service titled use of fire extinguisher
dated 05/28/26, reflected LVN A and LVN B signed the in-service. In an interview on 06/03/26 at
10:41 AM, Resident #1 stated that his phone caught on fire and burned up. Resident #1 stated the fire
department came and took his phone, and he had not seen it since then. Resident #1 stated he wasn't
sure what caused the phone to blow up. He stated he needed his phone back to play his games so that
he won't be depressed. Resident #1 stated he did not get burned by the phone when it caught fire. In
an interview on 06/03/26 at 1:01 PM, LVN A stated she was standing across the hall from Resident
#1's room and she heard someone yelling for help. LVN A stated she then called out Who is hollering
for help?, and Resident #1 responded | am. LVN A stated when she walked in Resident #1's room she
smelled smoke but didn't see any fire. LVN A stated Resident #1 then told her, It's a fire and she
asked him where the fire was. LVN A stated Resident #1 raised up his sheet, and his phone was as
red as fire and when the air hit phone the fire blazed up, and she told Resident #1 to put the cover
back down on the phone so it would lessen the fire. LVN A stated she immediately went and started
yelling for help to get some assistance to get Resident #1 out of bed. LVN A stated when she walked
back into the Resident #1's room, he had the sheet lifted up causing the fire to [NAME] up again and
she told him not to do that because it would spread the fire. LVN A stated that she got some help and
then got the resident out of bed and evacuated the room. LVN A stated it was enough smoke to make
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F 0609 the roommate walk out of the room. LVN A stated she couldn't get the window open fast enough to
ventilate the room, so they had taken Resident #1 to a different room until the smoke cleared. LVN A
Level of Harm - Minimal harm stated the fire department was not alerted and they were able to smother the fire themselves. LVN A
or potential for actual harm stated Resident #1 had no injuries, and LVN B assessed him. LVN A stated she reported the incident
to the ADON, DON, and the Administrator. LVN A stated the risk of not reporting was the resident's
Residents Affected - Few safety. In an interview on 06/03/26 at 1:31 PM, LVN B stated Resident #1 had no injuries when he

assessed him. LVN B stated he had just finished warming up his food, and he was walking back
around to his hallway when he smelled smoke. LVN B stated he smelled the smoke before he reached
Resident #1's room. LVN B stated by the time he arrived at Resident #1's room, there was a fan in his
room to disseminate the smoke, and the exit door was opened at the back of hallway 300. LVN B
stated he was concerned for the resident and asked Resident #1 what happened. He stated Resident
#1 responded, he got mad and he started hitting his phone and that's when it caught on fire. LVN B
stated incidents such as this one, were reported straight the administrator. LVN B stated the risk of
not reporting could cause family issues, injuries, and risk patient safety which was why they must
report immediately and take action. In an interview on 06/03/26 at 2:49 PM, the ADON stated she
arrived at Resident #1's room at the end of the phone burning. The ADON stated she heard LVN A
yelling for assistance, and she was the one to go and help her. The ADON stated the incident
happened on 05/28/26 around 1:00 PM. The ADON stated when she made it to the resident's room,
she did not see the fire, she only smelled smoke. The ADON stated she gathered the bed sheets with
the phone inside of the sheets and took it outside the back door. The ADON stated that she could not
remember if the fire alarm was triggered or not, but the fire department did not come out. The ADON
stated Resident #1 had no injuries, but he had a burn mark on his brief, but no burns were on the skin.
The ADON stated Resident #1 made no reports of pain. The ADON stated staff were expected to
immediately get residents out of harm's way and yell for help, then contain the fire after making sure
the residents were safe. The ADON stated staff were then expected to report to the abuse coordinator
which was the administrator, the DON, the doctor, and the family. The ADON stated the risk of not
reporting to HHS was that the state wouldn't be informed of the incident. The ADON stated staff
received an in-service on 05/28/26 regarding the correct way to use a fire extinguisher. In an

interview on 06/03/26 at 3:43 PM, the DON stated she was in the facility during the incident and she
smelled smoke. The DON stated by the time she went to Resident #1's room, he had been moved to a
different room. The DON stated she assessed him and she had LVN B assess him because she
wanted another set of eyes on him. The DON stated she assessed his room to be sure there were no
electrical issues in his room because at the time she thought it was the charger that caused the fire.
The DON stated she notified the doctor and psych services. The DON stated she had the maintenance
director educate staff on how to use the fire extinguishers. The DON stated that after she in-serviced
staff she went back to Resident #1 to ask him what happened and Resident #1 said he was hitting the
phone and the phone sparked and he put it back under the sheet, but he did not realize the phone was
on fire. The DON stated Resident #1's story changed and at first, he said he was hitting the phone
then the story changed to he was playing games on his phone and then he slammed the phone. The
DON stated she educated Resident #1 about the phone catching on fire and the overuse of using the
phone. The DON stated staff immediately took Resident #1 out of his room and then grabbed his
sheets and the phone and took it outside. The DON stated the fire alarm did not go off. The DON
stated if the fire alarm started then the fire department would have responded immediately. The DON
stated staff were expected to report to the DON and the administrator. The DON stated that she could
not really say what the risk was due to her looking up the regulation and it said to only report major
fire hazards. In an interview on 06/03/26 at 3:56 PM, the Administrator stated he was in a meeting

and he was not at the facility when he received a call that Resident #1's phone melted the bed and the
phone overheated and staff smelled smoke. The Administrator said he thought the phone might have
heated up from the outlets. The Administrator stated that he told the DON to check the wall outlets to
(continued on next page)
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F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

be sure there were no electrical problems, and he was informed that the phone was never plugged into
the wall. The Administrator stated he was told Resident #1 was safe and he had no injuries and that
he had only had a burn on his brief. The Administrator stated that Resident #1 will not be replaced due
to Resident #1 destroying the phone himself. The Administrator stated the fire alarm was not
triggered since the sparks were only there for a quick second and then put out right away. The
Administrator stated when a lithium battery is damaged, it releases heat, then gases, then a flame.
The Administrator stated staff were expected to make sure residents were safe, eliminate the threat,
and report to the Administrator. The Administrator stated that he did not report the incident to the
state due to the fire coming from a resident's personal property and not the facility; he thought that
was something he did not need to report. The Administrator stated the steps were followed to
eliminate the threat, so it does not really determine a risk. Record Review of the facility's policy

titled, Abuse Prevention and Prohibition Program revised 01/2025, reflected, in part,IX.
Reporting/Response.Administrator, or his/her designee, as Abuse CoordinatorIn order to facilitate
reporting, ensure confidentiality, and promote order at the Facility, the Administrator, or his/her
designee, shall be the individual who reports known or suspected instances of abuse of residents at
the Facility to the proper authorities.Facility Staff will report known or suspected instances of abuse
to the Administrator, or his/her designee. Record Review of the Long-Term Care Regulation Provider
Letter dated 08/29/24, reflected, in part,A NF must report to Cll the following types of incidents, in
accordance with applicable state and federal requirements:Abuse, Neglect, Fire, Emergency
Situations that pose a threat to resident health and safety. Requested a policy for fires, but the policy
was never received.
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