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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interviews, and record review the facility failed to ensure that the resident environment
remained as free of accident hazards as was possible and each resident received adequate
supervision and assistance devices to prevent fire affecting 44 of 44 Residents. The facility failed to
implement effective interventions to prevent a second fire on [DATE] after a fire on [DATE] in the
dining room. An Immediate Jeopardy (IJ) was identified on [DATE]. The IJ template was provided to
the facility on [DATE] at 5:37 pm. While the IJ was removed on [DATE] at 3:45 pm, the facility
remained out of compliance at a scope of widespread and severity level of no actual harm due to the
facility's need to evaluate the effectiveness of the corrective systems. This failure placed residents
at risk for injury and even death. Findings included: Record review of Resident #1's face sheet dated
[DATE] reflected a [AGE] year-old female admitted to the facility on [DATE] with diagnoses
including mild persistent asthma ( a person experiences symptoms such as wheezing, coughing,
shortness of breath or chest tightness more than twice a week, but less often than every day),
chronic obstructive pulmonary disease, unspecified ( a long-term lung disease that blocks airflow and
makes it hard to breathe - the exact disease has not been specified), allergic rhinitis, unspecified and
anxiety disorder, unspecified ( excessive fear or worry, feeling restless, and trouble focusing there is
not enough detail for a precise label by a medical professional). Record review of Resident #1's
Quarterly MDS dated [DATE] reflected Resident #1 had a BIMS score of 10 indicating her cognition
was moderately impaired. Resident #1 was assessed to have diagnoses of anxiety, chronic
obstructive pulmonary disease, and asthma. Record review of Resident #1's Comprehensive Care
Plan, revised on [DATE] and on [DATE] reflected Resident #1 had an increased risk of impaired
respiratory status related to her medical diagnosis of asthma. Interventions: Give medications as
ordered, monitor/document any side effects and effectiveness. Give oxygen therapy as ordered by the
physician. Monitor/ document/ report to MD as needed any signs or symptoms of respiratory
infection: fever or chills, increase in sputum (document the amount , color and consistency), chest
pain, increased difficulty breathing, increased coughing and wheezing. Record review of Resident #1's
Physician Orders with a start date of [DATE] and revised on [DATE] reflected Resident #1 was
ordered Ipratropium-Albuterol inhalation solution 0.5-2.5 (3) mg/3ml. Change nebulizer tubing and
mask every night shift every Sunday. Interview on [DATE] at 8:45 a.m. the Administrator stated there
was a fire in the dining room on [DATE] and no residents were in the dining room and there were not
any residents injured. She stated Dietary Aide A was in the dining room and saw smoke and some
flames coming from the light in the ceiling. The Administrator stated Dietary Aide A exited the dining
room and walked to the Business Office Manager office and explained to the Business office Manager
there was a fire in the dining room. The Business office Manager exited her office and told the
(continued on next page)
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Administrator there was a fire in the dining room. The Administrator stated she immediately exited her
office and obtained the fire extinguisher and she walked down one side of the facility and the
Business Office Manager walked down the other side of the facility as they were walking to the dining
room in the back of the facility. She stated, I was yelling code red and the Business Office Manager
was also yelling code red. The Administrator stated when they got to the dining room there was
smoke in the dining room and some flames coming from the light in the ceiling. She stated the
windows had been opened to get the smoke out. The Administrator stated they called the fire
department on [DATE] and the fire was likely caused by the light bulbs being too high of wattage for
the light fixture. She stated the fire was extinguished prior to fire department entering the facility and
the administration staff completed staff training and a fire drill in response. She stated that the other
light bulbs were not checked in the dining room after the fire on [DATE]. She stated there had not
been another incident with fire since [DATE]. The Administrator stated Dietary Aide A did not yell
code red when she was walking down the hall from the dining room to the Business Office Manager.
She stated she did not know if the facility had an intercom system or not, she would check and report
this information at a later time. The Administrator stated she expected anyone observing a fire to yell
code red or use the intercom system if available in the facility. She stated Dietary Aide A did not
follow the facility policy or protocol when she observed the fire in dining room. She stated the fire
alarm did sound on [DATE] and a staff did pull the fire alarm. She did not recall the name of the staff
that pulled the fire alarm. Interview on [DATE] at 8: 50 a.m. the Maintenance Supervisor stated,
There was a fire on [DATE] in the dining room. He stated he was not in the facility when the fire
occurred on [DATE]. The Maintenance Supervisor stated he received a phone call about the fire at
the facility and he returned to the facility. He stated when he got to the facility the fire marshal and
fire department had already left and he began to try and get the smoke out of the dining room. When
asked about the investigation and what the fire marshal stated to the Administrator, the Maintenance
Supervisor stated there were no wires burned and no indication any wires were on fire. He stated the
wrong wattage bulbs were in the light fixture. He stated the wattage was 120 to 277 and it was
supposed to be 277. He stated the breaker was 277. The Maintenance Supervisor stated it was
approximately 1 year ago he had checked the wattage prior to the fire on [DATE]. He stated the fire
department stated the lights failed and he had questions over the fire marshal's assessment. The
Maintenance Supervisor did not elaborate on his questions over the fire marshal's assessment or the
wattage of the bulbs or lights. He stated, I do not know where you received your [surveyor]
information about the Fire Marshal and the light bulbs Record review with the Maintenance Supervisor
and the Administrator on [DATE] at 8:55 a.m. of the intake information provided by the Administrator
via phone reflected (Dietary Aide A) reported to Business Office Manager that there was a fire in the
dining room light fixture. There were no residents in the room. The reporter ( Administrator) brought a
fire extinguisher, and the office manager ( Business Office Manager) put the fire out. The fire
department was called, and the fire marshal stated that it was not an electrical fire because the wires
were not burnt. He ( Fire Marshal) suggested it was caused by a light bulb with a wattage too high for
the light socket. Interview on [DATE] at 9:00 a.m. the Administrator stated she did call in the incident
to HHSC via phone and the information reviewed with (surveyor) on the intake with was the
information she gave over the phone. The Administrator verified what she called in to HHSC was her
knowledge of the incident with the fire on [DATE]. Observation on [DATE] at 9:10 a.m. the dining
room was in the back of the facility, and it was approximately 400 feet from the front of the facility.
(Requested measurement from the Maintenance Supervisor of the distance between the dining room
and the lobby where the offices of Administrator and Business Office Manager were located but did
(continued on next page)
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not get this measurement prior to exit on [DATE] and requested on [DATE], [DATE], and [DATE]
from the Maintenance Supervisor). Observation on [DATE] at 9:15 a.m. the lights were off in the
dining room, and the dining room doors were closed. There was a burned area around the light fixture
where the fire occurred on [DATE]. In the corridor near the kitchen approximately 10 feet from the
light fixture that burned on [DATE] there was another light fixture with a burned area on this light
fixture. There was a fire extinguisher in the dining room. Interview on [DATE] at 9:19 a.m. the
Maintenance Supervisor stated the dining room had been closed since [DATE]. He stated he kept the
lights off in the dining room since [DATE]. The Maintenance Supervisor stated the area on the
second light in the corridor next to the kitchen was a concern. He did not elaborate or respond to any
further questions about the burn area on this light fixture or the fire extinguisher. Observation
throughout the facility on [DATE] at 9:22 a.m. through 9:50 a.m. the fire extinguishers had white tags
on them and were up to date on their inspection. There was one fire extinguisher not in the hallway
near the Director of Nurses Office. Interview on [DATE] at 9:50 a.m. the Maintenance Supervisor
stated he did not know where this fire extinguisher beside the Director of Nursing Office was located.
He stated he did not recall seeing it in the dining room. Observation on [DATE] at 10:00 a.m. the fire
extinguisher had not been removed from the dining room when made the observation on [DATE] at
9:15 a.m. Interview on [DATE] at 10:05 a.m. the Maintenance Supervisor stated he did not know who
carried the fire extinguisher to the dining room. He stated the fire extinguisher had not been in the
dining room since [DATE]. The Maintenance Supervisor stated he thought the Director of Nurses took
the fire extinguisher in the dining room. When asked if the fire extinguisher had been in the dining
room since [DATE] the Maintenance Supervisor did not respond to the question. He would not
respond to any further questions about what happened after the fire on [DATE]. Observation on
[DATE] at 10:15 a.m. of the fire alarm panel near the nurses' desk on 100 hall a Texas State Fire
Marshal service record on the fire alarm panel revealed there was a red label ( a red label or red tag
on a fire alarm panel in a nursing home is an emergency impairment designation. It officially indicates
that the fire protection system- or a critical component of it- is inoperable, faulty, or completely
compromised, meaning it will likely fail during a fire emergency) dated on [DATE] that was corrected
on [DATE]. List of services were the following: replaced 5 smoke heads and 2 duct heads by a
protection service company. In an interview on [DATE] at 10:45 a.m. the Administrator stated the fire
extinguisher had not been in the dining room since [DATE]. She stated the facility did have another
incident with smoke coming from the light in the corridor near the kitchen on [DATE]. She stated it
was in the same area as the fire incident on [DATE]. The Administrator stated the facility did not
complete an investigation of the smoke coming from light on [DATE]. The Administrator stated she
nor the Maintenance Supervisor did not contact the following: Fire Department, HHSC, Electricians, or
the Sprinkler/ Fire alarm company. She stated the facility was not expected to contact anyone due to
there were no flames, only smoke coming from the light in the ceiling. The Administrator stated the
Dietary Manager was coming out of the kitchen and smelled smoke and saw smoke coming from the
ceiling. The Dietary Manager yelled code red, and the Director of Nurses obtained a fire extinguisher
and pulled the pin from the extinguisher, however, it was not required to use the extinguisher. She
stated there was not as much smoke in the dining room as there was on [DATE]. She stated there
was very little smoke on [DATE]. She stated the dining room was closed for dinner on [DATE] until
all the smoke was cleared and the dining room was cleaned. She stated the dining room has not been
closed since [DATE]. She stated the dining room was reopened on [DATE] for meals and activities.
The Administrator stated she did not know why the Maintenance Supervisor stated the dining room
had been closed since [DATE]. She stated the dining room was closed after the incident on [DATE].
(continued on next page)
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The Administrator stated it was not required to report any type of smoke coming from anywhere in the
facility. She stated they were only required to report if there were flames. The Administrator stated
the incident on [DATE] occurred approximately around 2:30 pm. She stated there were not any
residents in the dining room during the incident on [DATE] and on [DATE]. She stated the facility
had 24 hours to report any incident to HHSC per their protocol. She did not respond when asked why
did she not reveal this information when asked if any other incidents occurred with smoke/ fire from
the lights after [DATE] when she was asked this morning ( [DATE]). She stated the Maintenance
Supervisor on [DATE] turned off the breaker in the dining room and the dining room was currently
closed for the residents to do activities and for their meals. She denied there were additional
follow-up with residents or the Maintenance Supervisor to prevent a new fire. The Administrator
stated she was grateful there were no residents in the dining room on [DATE] and on [DATE]. She
never reported if there was an intercom system in the facility. In an interview on [DATE] at 11:15
a.m. the Maintenance Supervisor stated he was not in the facility on [DATE] when smoke was seen
in the dining room by the Dietary Manager. He stated he arrived at the facility approximately 45
minutes after receiving the phone call. He did not recall who called him about the incident on [DATE].
The Maintenance Supervisor stated when he arrived at the facility on [DATE] he did not recall the
time) he observed very little smoke. He stated he did not call the fire department, electricians, or the
sprinkler/ fire alarm company. He stated it was only smoke and no flames and he did not think anyone
needed to be contacted. He stated he turned off the breaker in the dining room. The Maintenance
Supervisor stated he followed the facility fire policy and protocol. The Maintenance Supervisor did not
respond when asked why he did not report this incident when asked this morning ([DATE]) if there
had been any further incidents with fire or lights after the incident on [DATE]. He stated he did not
know why he stated the dining room had been closed since [DATE]. He stated this was not accurate
information. The Maintenance Supervisor stated he got both incidents confused and he realized he
only spoke of the one incident. He walked away from the interview and did not respond to any further
questions. In an interview on [DATE] at 11:35 a.m. attempted to call the Dietary Manager and unable
to leave message. In an interview on [DATE] at 11:40 a.m. attempted to call the Dietary Aide A and
unable to leave message. In an interview on [DATE] at 12:42 p.m. the Fire Marshall stated he was
concerned about a fire in the future at the facility. He stated he was concerned about the facility
containing the fire on [DATE] due to the fire doors not being closed, the windows were opened and
the fire system sprinklers did not go off in response to the fire which was concerning for future
safety. He stated the facility was not to open windows or the fire doors until the fire department was
in the facility to ensure the fire was contained. He stated the facility did everything wrong on [DATE]
with the fire in the dining room. The Fire Marshal stated they were at the facility on [DATE] related
to the fire sprinkler having a leak in the attic and water was coming from the attic into the hall. He
stated the staff were not trained on fire safety preparedness. The Fire Marshal stated when he asked
questions about what had been done prior to the fire department arrival no one could answer any
questions of fire safety. He stated the fire department was not notified of the second fire on [DATE].
He was unable to respond to any further questions he had another phone call. In an interview on
[DATE] at 1:30 p.m. the Maintenance Supervisor stated there was an incident on [DATE] with the
sprinkler system. He stated this occurred around 10:00 pm or 11:00 pm on [DATE]. He stated he could
not recall if he came to the facility on [DATE]. The Maintenance Supervisor stated there was a water
leak from the sprinkler system. He stated he contacted the sprinkler system company, and they came
out to work on the pipes. He stated at this time they are repaired. The Maintenance Supervisor stated
he did not have a report of the sprinkler company coming out to repair the pipes from [DATE] and did
(continued on next page)
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not have any of the invoices of the companies that came to the facility after the fire on [DATE]. He
stated he would contact the companies and request the invoices. The Maintenance Supervisor stated
he did not know if this was reported to HHSC and was not aware of the protocol of reporting anything
to HHSC. He stated the Administrator or the Director of Nurses usually did those types of reports. In
an interview on [DATE] at 1:35 p.m. the Administrator stated there was an incident that occurred on
[DATE] related to sprinkler system having a water leak in the attic. She stated it occurred on the
night shift around 10:00 p.m. or 11:00 p.m. She stated she did not report this to HHSC. She stated
residents were not hurt and she did not believe it was a reportable incident. The Administrator did not
respond to any further questions about the incident on [DATE]. In an interview on [DATE] at 2:46
p.m. the Maintenance Supervisor stated the process he used to ensure there were no faulty light
bulbs or light fixtures was to visually check them as needed. He stated he replaced the light bulbs
when they died and checked the light fixtures as needed. The Maintenance Supervisor stated he did
not call any electrician, fire department, or anyone after there was smoke near the light bulbs on
[DATE]. He stated this was the second incident in the dining room where the light bulb was smoking
and on [DATE] there was a small fire. He stated the fire department was not contacted. In an
interview on [DATE] at 3:25 p.m. the Director of Nurses stated there were residents coming out of
the dining room after she was notified of smoke coming from the light fixture on [DATE]. She stated
staff was yelling code red. The Director of Nurses did not recall who was yelling code red. She stated
on [DATE] when she was entering the dining room with the fire extinguisher there were 3 residents
coming out of the dining room. She did not recall who the 3 residents were, but she would find out.
The Director of Nurses stated no one completed any type of assessments on the 3 residents
(Resident #1, Resident #2, or Resident #3) to ensure there were no emotional or physical
complications. She stated these residents should have been assessed by nursing and the Social
Worker. She stated the facility did not have an overhead intercom, however, they had an intercom
system they can use that goes to each facility phone in the building. The Director of Nurses stated if
anyone had used the phone intercom system and staff were at the nurses' desk or in their office they
would have heard code red immediately and a staff would not have had to walk from the back of the
facility to the front of the facility to report there was a fire in the dining room. She stated offices were
nowhere near the dining room. She stated she did not have to use the fire extinguisher, and she had
used a fire extinguisher at another facility during an in-service on fires. In an interview on [DATE] at
3:30 p.m. the Activity Director stated the names of the three residents (Resident #1, Resident #2, and
Resident #3) who were playing dominoes in the dining room on [DATE] and were asked to leave the
dining room area when there was smoke. In an interview on [DATE] at 3:38 p.m. Resident #1 stated
she was in the dining room yesterday ( [DATE]) afternoon playing dominoes with two other residents
( Resident #2 and Resident #3). She stated she saw smoke, and someone asked them to leave the
dining room. Resident #1 stated it did bother her because she uses a nebulizer for her asthma and she
did have some difficulty with breathing yesterday ([DATE]) after she left the dining room. She stated
she went to her room and used her nebulizer. Resident #1 stated no one assessed her after she was
around the smoke in the dining room. Resident #1 stated, I hope someone came today and fixed the
problem. This is the second time in a week we had a fire in the dining room. She stated she was not
going back in the dining room until she knew it was safe. Resident #1 stated she felt safe in her room
and other areas in the facility. In an interview on [DATE] at 3:45 p.m. Resident #2 stated there was
smoke in the dining room yesterday ([DATE]). She stated someone asked them to leave the dining
room. Resident #2 stated the smoke did not bother her, but it was not as bad as it was last week
when there was a fire in the dining room. She stated she was in the dining room when the first fire
(continued on next page)
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started last week, and it was a lot worse than yesterday. She stated she hoped they got it fixed
because she did not want to be around any smoke. She would not respond to the question if she felt
safe at the facility. In an interview on [DATE] at 3:55 p.m. Resident #3 was at dialysis and unable to
interview. Record review of the facility's Policy on Fire Policy and Procedure Code Red ( dated
[DATE]) reflected To ensure the safety of the residents, this policy provides instructions for staff to
know and follow in the event of a fire. Every employee is responsible to understand and follow these
procedures. Procedure:Upon finding a fire staff must:Yell CODE RED and the location of the fire
remove any residents in immediate danger.Remove any residents in immediate danger.Pull the
alarm.Use the overhead paging system and announce, CODE RED and give a brief description of the
location of the fire.Contain the fire by closing the doors and/or windows.Extinguish fire if
possible.Close all the doors in the area, checking bathrooms.Close remaining windows and doors on
the floor.Do NOT cross the fire area.Visitors will not be permitted to enter floors. They will be
permitted to remain in the lobby until the fire emergency is cleared.Remember RACE: R-
Rescue/remove resident from fire location and yell out CODE RED.Alarm: pull the fire alarm and tell
someone to overhead page CODE REDContain: close all doors in the area.Extinguish: while removing
residents from the area.Department Responsibilities: Action to be taken in your department when the
Fire alarm has sounded: Nursing:1)Place resident in a non-involved room beyond the fire
doors.2)Close all windows and doors.3)Clear all Halls.4) The Director of Nursing or Nursing Supervisor
must respond to the fire floor and will be in charge in the absence of the Director of Maintenance and
Administrator.5) Complete a head count per each unit, nursing supervisor collects and hands in head
count to Director of Maintenance or designated personnel. Units/Halls:Nurse Managers/ Charge
Nurse/Designee shall lead (non-fire unit) staff in taking head count, ensuring all safety on floor and
then wait by nurse station for further instruction. Dietary:Turn off all appliances.Close the doors and
windows, including main dining room.Should the dining room be occupied at the time of the alarm, the
Dietary Staff ensures that residents stay in the dining room until an All Clear or Evacuation order is
given and performs a head count of all residents.If there are no residents in the dining room, staff is to
report to the nursing station. Laundry:Shut off machines. Dryers are to be shut off in cool down mode
only.Close all doors, windows, and clear hallwayRemian in area for further instructions.If external
evacuation order is given, staff must gather extra blankets from laundry to be used for residents to
keep warm during external evacuation.If on floor delivering, you assist nursing on that floor.
Housekeeping:Housekeeping employees report to the location of the fire to assist as necessary.
Activities /Physical/ Occupational Therapy, Business Office, Social Worker, Medical Records, Central
Supply and Hair Salon Barber:Residents that are in these rooms will stay. The highest authority staff
person present is responsible for the head count and will assign a staff person to take the head count
to the Director of Maintenance or Nursing Supervisor. Close all windows, doors and files following
paged instructions.Secure the are you are in and then wait for instruction. Maintenance:8:00 a.m.- 5:30
p.m. Monday through Friday: the Director of Maintenance or Administrator is in charge until the Fire
Department arrives, at which time, the fire chief has authority over all staff and visitors.8:00 p.m. -
8:00 a.m. Monday through Friday, Weekends and Holidays: the Nursing Supervisor is in charge until
the Fire Department arrives.All Maintenance Staff will report to the fire scene and assist. Note: Any
staff on halls will stay and assist on that hall. Nursing Supervisors:Will check the fire enunciator/ fire
alert station and make a general announcement (3 times) Code Red status until further notice, when
code status known, announce 3 times.Take resident calls on emergency basis. Calls from fire area
will be priorityWill make backup call to the Fire Department giving building and hall location.Will
announce exact location of fire when call received from staff. CODE RED status until further notice
(continued on next page)
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when code statis is not known announce 3 times.Actual fire only, call:AdministratorDirector of
MaintenanceDirector of NursingSee Emergency Contact ListWill page All Clear when informed by
person in charge. Department Heads:Any and All Department Heads on site during a fire drill or fire
will report to the location of the fire to assist as needed. The Administrator was notified on [DATE]
at 5:37 pm that an Immediate Jeopardy had been identified due to the above failures and an IJ
template was provided. An IJ template was provided and a POR was requested.Interview on [DATE]
at 5:40 p.m. LVN B stated if she saw a fire she would tell the other staff on her halls there was a fire
and to assist residents to somewhere else away from the fire. She stated she would call the
Administrator on the phone and tell her there was a fire. LVN B stated she would yell fire to alert all
the staff there was a fire. She stated she would get a fire extinguisher and attempt to put out the fire.
LVN B stated she had never used a fire extinguisher and knew you had to pull something (she was
unable to describe what to pull on the fire extinguisher). She would point the fire extinguisher toward
the fire. LVN B stated there were two other things to do with the fire extinguisher, however, she was
unable to recall them. She stated she had been in-serviced on fire extinguishers. LVN B stated the fire
extinguisher was not demonstrated on how to use it. She stated the Maintenance Supervisor
explained it verbally. LVN B stated she did not recall the last time she received in-service on how to
use a fire extinguisher or the facility's policy on what to do when there is a fire.Interview on [DATE]
at 5:50 p.m. CNA C stated if she saw a fire she would yell fire and would assist the residents to their
rooms and close the residents' doors. She stated if the fire was near these residents' rooms she
would assist the residents somewhere else in the facility. She did not respond when asked where she
would assist the residents to if the fire was near the residents' rooms. CNA C stated she would wait
and for further directions from Administer on what to do after she moved the residents. She stated
she had been in-serviced on what to do if there was a fire and participated in fire drills, however, she
did not recall the date of these in-services. She stated the Maintenance Supervisor gave the
in-services and explained how to use fire extinguisher. CNA C stated the Maintenance Supervisor did
not demonstrate how to use a fire extinguisher. She stated there was something about RACE you
followed when there was a fire. CNA C stated she needed to check on a resident and did not finish the
interview.Interview on [DATE] at 6:05 p.m. LVN D stated if there was a fire in the facility she would
run and check all the doors in residents' rooms and she would close the doors. She stated she would
yell fire and would find a fire extinguisher. LVN D stated she could not describe how to use a fire
extinguisher. She stated she had never used a fire extinguisher, and she heard the Maintenance
Supervisor explain how to use it and never seen a demonstration on how to use a fire extinguisher.
LVN D stated the administration would call the fire department and if administration was not in the
facility she would ask someone to call the fire department while she was closing the doors to
residents' rooms. She stated if the fire was around residents' rooms she would assist the residents to
another area in the facility. She did not specify the location she would assist the residents to in the
facility. LVN D stated she was in-serviced on what to do if there was a fire within the past few
weeks. She did not remember the date of the in-service. She stated the Maintenance Supervisor
discussed about PASS when using fire extinguisher. LVN D stated she was to pull something on the
extinguisher. She stated she could not recall what she was expected to pull on the fire extinguisher.
She stated she was to aim the extinguisher at the fire. LVN D stated this was all she could recall on
what to do when there is a fire. Interview on [DATE] at 6:16 p.m. CNA E stated she had been trained
by the Maintenance Supervisor on fires in the facility. She stated the last time she received training
on fires was approximately 1 or 2 weeks prior to today ([DATE]). CNA E stated if she saw a fire she
would call the Fire Department and Director of Nurses. She stated she would pull the fire alarm and
(continued on next page)
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would check the residents' rooms and close the residents' doors to their rooms. CNA E stated she
would obtain a fire extinguisher and use the extinguisher to contain the fire. She stated she had not
used a fire extinguisher , however, the Maintenance Supervisor verbally explained how to use a fire
extinguisher. CNA E stated she would evacuate the residents to the facility's parking lot. CNA E did
not respond to any further questions about fires in the facility.Interview on [DATE] at 6:26 p.m. RN
Charge Nurse F stated if he witnessed a fire in the facility he would follow the RACE guide such as R:
rescue residents such as assisting the residents away from the fire ( he did not elaborate where he
would assist the residents in the facility). A - Activate the fire alarm and call 911. He would obtain the
fire extinguisher and evacuate all the residents ( he did not specify where he would assist the
residents when he was evacuating). He stated he has not participated in a fire drill within the past 3
months. He stated he had been in-serviced on what to do if there was a fire in the facility within
approximately 1 or 2 weeks ago. RN Charge Nurse F stated he had never used a fire extinguisher or
observed anyone demonstrating how to use fire extinguisher. He stated the Maintenance Supervisor
has explained it verbally.Interview on [DATE] at 6:40 p.m. LVN G stated she would investigate where
the fire was located and would rescue the residents away from the fire (she did not state where she
would assist the residents to in the facility). LVN G stated she would yell fire and then she would call
911. LVN G stated she would assist the ambulatory residents first, then the residents in the
wheelchairs, and last she would assist residents in their beds. When asked where these residents
would be evacuated to in the facility, LVN G did not respond to the question. LVN G stated once the
residents were evacuated she would get
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Based on interview and record review; the facility failed to ensure all alleged violations involving
abuse, neglect, exploitation, or mistreatment were reported immediately but not later than 24 hours if
the events that cause the allegation do not involve abuse and do not result in serious bodily injury, to
the administrator of the facility and to other officials (Including the State Agency) for incidents
involving the environment for 44 of 44 residents.The facility failed to report smoke coming from the
light fixture on 07/28/2026 in the dining room and assess Resident #1 after the smoke in the dining
room on 07/28/2026. This failure could place residents at risk for injury or even death. Findings
included:In an interview on 07/29/2026 at 10:45 a.m. the Administrator stated the facility did have an
incident with smoke coming from the light in the corridor near the kitchen on 07/28/2026. She stated
it was in the same area as the fire incident on 07/22/2026. The Administrator stated the facility did
not complete an investigation of the smoke coming from light on 07/28/2026. The Administrator
stated she or the Maintenance Supervisor did not contact the following: Fire Department, HHSC,
Electricians, or the Sprinkler/ Fire alarm company. She stated the facility was not expected to
contact anyone due to there were no flames, only smoke coming from the light in the ceiling. The
Administrator stated the Dietary Manager was coming out of the kitchen and smelled smoke and saw
smoke coming from the ceiling. The Dietary Manager yelled code red, and the Director of Nurses
obtained fire extinguisher and pulled the pin from the extinguisher, however, was not required to use
the extinguisher. She stated there was not as much smoke in the dining room as there was on
07/22/2026. She stated there was very little smoke on 07/28/2026. She stated the dining room was
closed for dinner on 07/22/2026 until all the smoke was cleared and the dining room was cleaned.
She stated the dining room has not been closed since 07/22/2026. She stated the dining room was
reopened on 07/23/2026 for meals and activities. The Administrator stated she did not know why the
Maintenance Supervisor stated the dining room had been closed since 07/22/2026. She stated the
dining room was closed after the incident on 07/28/2026. The Administrator stated it was not
required to report any type of smoke coming from anywhere in the facility. She stated they were only
required to report if there were flames. The Administrator stated the incident on 07/28/2026 occurred
approximately around 2:30 pm. She stated there were not any residents in the dining room during the
incident on 07/22/2026 and on 07/28/2026. She stated the facility had 24 hours to report any incident
to HHSC per their protocol. She did not respond when asked why did she not reveal this information
when asked if any other incidents occurred with smoke/ fire from the lights after 07/22/2026 when
she was asked this morning (07/29/2026). She stated the Maintenance Supervisor on 07/28/2026
turned off the breaker in the dining room and the dining room was currently closed for the residents to
do activities and for their meals. She denied there was additional follow-up with residents or the
maintenance director to prevent a new fire. The Administrator stated she was grateful there were no
residents in the dining room on 07/22/2026 and on 07/28/2026 In an interview on 07/29/2026 at 3:38
p.m. Resident #1 stated she was in the dining room yesterday ( 07/28/2026) afternoon playing
dominoes with two other residents (Resident #2 and Resident #3). She stated she saw smoke, and
someone asked them to leave the dining room. Resident #1 stated it did bother her because she used
a nebulizer for her asthma and she did have some difficulty with breathing yesterday (07/28/2026)
after she left the dining room. She stated she went to her room and used her nebulizer. Resident#1
stated no one assessed her after she was around the smoke in the dining room. Resident #1 stated I
hope someone came today and fixed the problem. This is the second time in a week we had a fire in
(continued on next page)
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the dining room. She stated she was not going back in the dining room until she knew it was safe.
Resident #1 stated she felt safe in her room and other areas in the facility.Requested policy and
protocol of reporting events to HHSC via email to the Administrator on 07/31/2026 at 2:54 p.m. The
Administrator responded via email on 07/31/2026 at 3:36 p.m. We do not have a reporting policy or
protocol. We follow the guidance provided in HHSC provider letter. Long-term care regulations
provider letter for NF's ( Nursing Facilities) on abuse, neglect, exploitation, misappropriation of
resident property, and other incidents that a nursing facility must report to the health and human
services commission. The Administrator did not provide the provider letter.
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