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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and interviews the facility failed to ensure an environment free of accident 
hazards for two (#1 and #19) of nine residents reviewed for accident hazards out of 21 sample residents.On 
5/18/25 Resident #1 requested certified nurse aide (CNA) #1 to heat up an egg roll from his personal 
refrigerator in a microwave that was at the nurses' station. After heating up the egg roll, CNA #1 gave the 
egg roll to Resident #1, without using a thermometer to check the temperature of the egg roll, and told the 
resident not to touch the egg roll because it was very hot. However, Resident #1 immediately picked up the 
egg roll after CNA #1 gave it to him. Hot liquid came out of the egg roll and dropped on the resident's leg 
causing a second degree burn to Resident #1's left thigh On 5/19/25 the facility implemented a plan of 
correction in response to the incident which caused Resident #1's left thigh burn. The corrective actions 
included placing thermometers and temperature logs at each nurses' station for staff to take the 
temperatures of heated up food for residents and logging the temperatures prior to giving the food to the 
residents. However, on 6/30/25, during the survey, observations revealed the corrective actions implemented 
by the facility on 5/19/25 were not in place and none of the facility's three microwaves at the nurses' stations 
had a thermometer or a temperature log for staff to utilize.Additionally, on 6/19/25 Resident #19 was in the 
facility van, in his wheelchair, for an activity outing. Resident #19 was supposed to be secured in the van with 
a shoulder harness seatbelt placed across his chest, which also included a seatbelt extender attached to the 
seatbelt. The seatbelt extender was to be secured into a hook on the van floor. However, the seat belt was 
not secured properly on Resident #19. During the outing, another driver in front of the van made an abrupt 
turn which caused the transportation driver to quickly utilize the brakes. When the transportation driver 
suddenly stepped on the brakes, Resident #19 fell forward out of his wheelchair, onto his knees, and 
scraped his forearm which caused bleeding. Resident #19 sustained a 4 centimeter (cm) by 7 cm by 0.1 cm 
skin tear to his right forearm.The facility investigated the incident and determined the transportation driver did 
not fully secure Resident #19's seatbelt, which resulted in the fall. The facility implemented a plan of 
correction in response to the incident on 6/19/25, immediately after Resident #19 sustained the fall in the 
facility van and no other incidents in the van occurred following implementation of the plan of correction. 
-While the facility identified and corrected the deficient practice regarding the incident with Resident #19, it 
was identified during the survey that the facility continued to have current deficient practice related to 
accident hazards due to corrective actions not being in place for the incident with Resident #1 (see above). 
Specifically, the facility failed to:-Ensure staff checked microwaved food for safe temperature prior to serving 
the food to residents, which resulted in Resident #1 sustaining a second degree burn to his left thigh; and,
-Ensure Resident #19 was secured properly in the facility's van, which resulted in the resident sustaining an 
abrasion to his right forearm after he fell out of his wheelchair when the van abruptly stopped. Findings 
include: I. Burn incident with Resident #1 on 5/18/25A. Facility policy and procedureThe Hot Liquid Safety 
policy, dated 2025, was provided by the nursing home administrator (NHA) on 7/1/25 at 1:37 p.m. via email. 
It revealed in pertinent part, Hot liquids are to be served at proper (safe and appetizing) temperatures using 
appropriate safety precautions. Proper (safe and appetizing) temperature means both appetizing to the 
resident and minimizing the risk for scalding and burns. Scalding is a burn caused by spills, immersion, 
splashes, or contact with hot water, food and hot beverages, or steam. Hot liquids can cause scalding and 
burns. The degree of injury depends on the temperature, the amount of skin exposed, and the duration of 
exposure. The temperatures of hot liquids will be checked in the dietary department or at the nurses' station 
if the microwave is in place before distribution to the nursing units. If the temperature is greater than 140 
degrees Fahrenheit (F), hold the liquid in the dietary department until it reaches an appropriate temperature.
II. Resident #1 A. Resident statusResident #1, age less than 65, was admitted on [DATE] and readmitted on 
[DATE] According to the June 2025 computerized physician orders (CPO), diagnoses include type 2 
diabetes mellitus, dependence on renal dialysis, morbid obesity, peripheral vascular disease, history of 
falling, acquired absence of the right leg above the knee and acquired absence of the left leg below the knee.
The 4/4/25 minimum data set (MDS) assessment revealed the resident was cognitively intact with a brief 
interview for mental status (BIMS) score of 15 out of 15. He required set up or clean up assistance with 
eating. He required partial moderate assistance with toileting.B. ObservationsOn 6/30/25, beginning at 2:00 p.
m., three microwaves were observed in the facility, one at each of the two nurses' stations and one in the 
activity room. None of the three microwaves had thermometers or a food temperature log for staff to utilize. 
On 6/30/25 facility staff said all three of the microwaves were used to heat residents' foods, but none of the 
staff members could provide thermometers to check the temperatures of the microwaved food items (see 
staff interviews below).C. Resident interviewResident #1 was interviewed on 6/30/25 at 3:20 p.m. Resident 
#1 said the egg roll item was from his own personal refrigerator. He said he asked CNA #1 to heat the egg 
roll (on 5/18/25) in the nurses' station microwave. Resident #1 said after CNA #1 gave the food to him, he 
picked up the egg roll and dropped it immediately because it was too hot to hold, and it fell on his leg. 
Resident #1 said he thought it was the liquid inside the egg roll that burned his leg. Resident #1 said the burn 
hurt and he had a lot of pain. He said the physician saw him and told him the burn would heal and he was 
given some cream that stopped the pain. Resident #1 said he still had a small scar on his leg from the 
incident. D. Facility investigation of Resident #1's burn incident and corrective actionsThe facility's 
investigation and corrective actions implemented in response to the incident were provided on 6/30/25 at 
11:00 a.m. by the corporate consultant (CC) and the NHA. The facility's investigation documented that on 
5/18/25 Resident #1 had food (from his personal room refrigerator) heated up in the microwave (at the 
nurses' station) by CNA #1. According to the resident, the food rolled onto his leg causing a burn. The 
temperature of the food was not checked prior to giving the heated food (from the microwave) to Resident #1.
The facility implemented the following action plan in response to the incident. However, on 6/30/25, during 
the survey, observations revealed the corrective actions implemented by the facility on 5/19/25 were not in 
place and none of the facility's three microwaves at the nurses' stations had a thermometer or a temperature 
log for staff to utilize.Corrective Action: The staff immediately assessed the resident. Nursing management 
started educating staff on 5/19/25 on the policy and safe handling of food with microwaves. This education 
was provided by the assistant director of nursing (ADON). The education included what temperature the food 
needed to be, how to properly assess the temperature of food and log (how to document the food 
temperatures). The nursing administration put out thermometers and a food temperature log at each nurses' 
station on 5/19/25. On 5/19/25 a one-to-one education was provided to CNA #1 regarding proper safe 
handling procedures for food and drinks. Identification of others: All residents had the potential to be 
affected. The regional director of clinical services (RDCS) reviewed risk management from the last three 
months for any residents with burns and none were noted.Systematic changes: The ADON started education 
with staff on 5/19/25 on the policy for heating food/beverages per regulation. Monitoring: The director of 
nursing (DON)/designee would conduct twice weekly audits of designated microwaves (and) ensure that a 
temperature log was being used to document residents' food/beverages (or items residents requested to be 
heated in a microwave, not meal service). The DON/designee would audit twice weekly that a thermometer 
and a temperature log was at the designated area where microwaves were located. The DON/designee 
would present all findings of audits to the quality assurance and performance improvement (QAPI) 
committee for a minimum of 12 weeks and would continue until substantial compliance was met.E. Record 
reviewThe 5/18/25 nursing progress note documented Resident #1 sustained a burn injury to the left thigh 
from an egg roll that was heated in the microwave (at the nurses' station). A 2 cm by 4 cm superficial burn 
was noted on Resident #1's leg. Resident #1 reported that while attempting to open his egg roll, it slipped 
and fell onto his thigh and caused a burn. The incident was reported to the on-call physician and a 
physician's order was received for silver sulfadiazine cream (an antibiotic cream used to treat second and 
third degree burns).The 5/20/25 wound care physician note documented Resident #1 received a second 
degree burn on 5/18/25. The note documented the burn was on the resident's left anterior thigh and it 
received a status of not healed. The initial wound encounter measurements were 2 cm length by 6.5 cm 
width by 0.1 cm depth. Resident #1 reported a pain level of zero out of 10. The wound bed had 100 percent 
(%) epithelialization (a new layer of tissue formed over the damaged area). The periwound skin exhibited 
edema. The 5/27/25 wound care physician note documented Resident #1's wound was improving and not 
healed. The left anterior thigh had a burn and encounter measurements were 1.5 cm length by 2.3 cm width 
by 0.1 cm depth. The resident reported a wound pain of level zero out of 10. The wound bed had 100% 
epithelialization. The wound was improving. The periwound skin exhibited scarring.The 6/10/25 wound care 
physician note documented Resident #1's burn on his left anterior thigh was resolved. F. Staff interviewsThe 
DON was interviewed on 6/30/25 at 5:05 p.m. The DON said after the incident on 5/18/25 with Resident #1, 
she and the ADON educated all the staff and put thermometers at every nurses' station where there was a 
microwave. The DON said as of today (6/30/25), she did not know where the thermometers went that were 
placed at the nurses' station on 5/19/25. The DON said Resident #1 did not go to the hospital for his burn. 
The corporate nurse (CN) was interviewed on 6/30/25 at 5:20 p.m. The CN said any microwaves at 
nurses'stations and the activity room would be removed immediately per the management's decision 
because all three of the microwaves were used to heat and reheat residents' food. CNA #1 was interviewed 
on 7/1/25 at 11:20 a.m. via the telephone. CNA #1 said she was the one who served Resident #1 the egg roll 
(on 5/18/25). CNA #1 said almost every night Resident #1 asked for items to be heated in the microwave. 
CNA #1 said Resident #1 liked his food items very hot. CNA #1 said she should have only heated up the egg 
roll for about two minutes, but instead heated the egg roll for five or six minutes. CNA #1 said she did not use 
a thermometer to check the temperature of the egg roll. CNA #1 said she did not remember if there were any 
thermometers by the microwave on the nurses'station. CNA #1 said the egg roll was taken out of the 
microwave and immediately placed on Resident #1's bed side table. CNA #1 said she told Resident #1 to 
wait a few minutes for the egg roll to cool down because it was very hot. CNA #1 said she did not see 
Resident #1 drop the food item on his leg. CNA #1 said she was educated by the ADON after the incident 
about how to correctly heat foods in a microwave and how to use a thermometer. CNA #1 said she thought 
microwaved foods should only be heated to 140 degrees Fahrenheit. Licensed practical nurse (LPN) #5 was 
interviewed on 7/1/25 at 1:15 p.m. LPN #5 said the microwaves at the nurses' stations were used 
sporadically by the residents and Resident #1 asked for microwaved items only at night. LPN #5 said there 
were thermometers placed by the microwaves after Resident #1 was burned and the staff was educated on 
how to heat foods properly.G. Facility follow-upOn 6/30/25, the NHA and the maintenance director (MTD) 
took the microwaves out of the nurses' stations and the activity room. On 6/30/25 at 5:20 p.m. the NHA said 
since no thermometers were near the microwaves at the nurses' stations and activity room, he decided to 
remove the three microwaves. The NHA said the microwaves would be removed while the facility continued 
to review and revise the policy on safe food handling with heating up food and/or beverages. The NHA said 
new education would be provided to staff, which included that only the kitchen would have a microwave to 
reheat residents' food items.On 6/30/25 the ADON began re-educating all staff on microwaves and food 
service temperatures. The re-education also included where the thermometers and temperature log were to 
be kept. The re-education included how to perform a temperature check and what degrees foods needed to 
be served to the residents. Effective on 6/30/25, only one microwave in the main kitchen would be 
designated for all facility units staff to heat residents' food.A full house audit was completed by the CN on 
6/30/25 at 6:15 p.m. on any burns in the last 90 days. No other residents were affected. II. Van incident with 
Resident #19 on 6/19/25A. Facility policy and procedureThe Transporting A Resident (Facility Van) policy, 
dated March 2025, was provided by the CN on 7/14/25 at 12:31 p.m. via email. It revealed in pertinent part, It 
is the policy of this facility to provide residents with safe, non-emergency transportation to doctor's 
appointments, activity outings, and any other trips the facility deems necessary. The van will be 
well-maintained and equipped with safety features. Each resident will be secured in a seat with a seatbelt or 
in their wheelchair secured with wheelchair tie-downs. Staff authorized to drive the van will have the 
necessary training and licensure to operate the vehicle as well as knowledge of van safety features. Copies 
of any necessary documentation will be kept in each employee's personnel file.B. Resident statusResident 
#19, age [AGE], was admitted on [DATE]. According to the July 2025 CPO, diagnoses included Parkinson's 
disease, vascular dementia, unsteadiness on his feet, chronic obstructive pulmonary disorder (COPD), 
cognitive communication disorder, need for assistance with personal care, amputation of (a) great toe, 
obesity and hypertension (high blood pressure). The 5/23/25 MDS assessment revealed the resident had 
moderate cognitive impairment with a BIMS score of 12 out of 15. He required supervision/ touch assistance 
with oral hygiene, toileting and upper body dressing. C. Facility investigation of Resident #19's van incident 
and corrective actionsThe facility's investigation and corrective actions implemented in response to the 
incident were provided on 7/1/25 at 10:00 a.m by the CC.The investigation documented on 6/19/25, while out 
on an activity outing, Resident #19 did not have a seat belt (secured) across his lap in the facility van. 
Resident #19 said he fell out of his wheelchair because the truck in front of the van slammed on their brakes, 
and the facility van had to come to a sudden stop to avoid an accident. The facility implemented the following 
action plan in response to the incident:Resident #1 was returned to the facility after the fall and was 
assessed by the registered nurse (RN). Treatment was provided by a facility nurse. The staff present in the 
facility van at the time of the incident were immediately educated on 6/19/25 by the DON. The education 
included ensuring all residents were always secured appropriately with a seat belt while in the facility van.All 
residents had the potential to be affected.The DON conducted an audit of risk management over the last 60 
days and no other residents were identified.The interdisciplinary team (IDT) completed a root cause analysis 
which was completed on 6/19/25.On 6/19/2025 the regional director of plant operations performed a safety 
check on the van.On 6/19/25 a training was provided by the regional director of plant operations to the DON 
and ADON (about van safety).On 6/19/2025 a training was provided by the regional director of plant 
operations to the facility's director of maintenance (MTD) regarding safety checks (of the facility van).The 
transportation driver was trained on 6/19/25 to ensure all residents were always secured appropriately with a 
seat belt while in the facility van. Additionally, any new employees that would provide transport would be 
educated prior to the start of their first transport.On 6/23/2025 additional coaching (van safety) was provided 
to the transportation driver by the NHA.The DON/designee would audit all transports prior to leaving the 
facility to see that the residents were secured appropriately with their seat belts. The audit would continue for 
12 weeks minimum.The DON/designee would present audits to the QAPI committee monthly for a minimum 
of 12 weeks or until substantial compliance was achieved.The MTD would audit the van twice per week to 
ensure the safety of the van, and the audit would be recorded on a paper audit tool for 12 weeks minimum. 
The administration would present audits to the QAPI committee monthly for a minimum of 12 weeks and until 
substantial compliance will be achieved.-While the facility identified and corrected the deficient practice 
regarding the incident with Resident #19, it was identified during the survey that the facility continued to have 
current deficient practice related to accident hazards due to corrective actions not being in place for the 
incident with Resident #1 (see above).D. Record review The fall risk assessment, dated 3/22/25, 
documented Resident #19 was a moderate fall risk.The comprehensive care plan 8/22/24 revealed Resident 
#1 was at risk of falls related to Parkinson disease, amputation of the great toe, and muscle weakness. The 
interventions documented the resident needed a safe environment with even floors free from spills and/or 
clutter, adequate glare-free light, a working and reachable call light, and personal items within reach.The 
nursing progress note, dated 6/19/25 (after the fall) and written by the ADON, documented Resident #19 was 
going on outings in the facility bus when he fell out of his wheelchair to his knees, then fell back and hit his 
head on his wheelchair. Resident #19 was observed to have two skin tears measuring 2.5 cm by 1.5 cm and 
4 cm by 0.5 cm to his right arm, an abrasion to his right knee and a bruise to his nose. Resident #19 said he 
fell out of his wheelchair to his knees and hit the back of his head on the wheelchair. The resident was 
assessed by a RN and assisted back to his wheelchair. Neurological check(s) were initiated and wound 
treatment was placed. The 6/19/25 physician's progress note documented a verbal physician's order was 
given for wound care instructions to clean Resident #19's right arm wounds with cleanser, pat dry, skin prep 
the periwound (protect the skin surrounding the wound), apply a gauze dressing to the wound bed, and cover 
with bordered gauze as needed and QOD (every other day).The 7/1/25 wound care physician's note 
documented Resident #19 had a skin tear to the right forearm with dimensions of 4 cm by 5 cm by 0.1 cm. 
The drainage was scant and the periwound was pink in color. The 7/8/25 wound care physician's note 
documented the skin tear for Resident #19 was resolved.E. Staff interviewsThe transportation driver was 
interviewed on 7/10/25 at 11:43 a.m. The transportation driver said she put Resident #19 in the facility van. 
The transportation driver said she thought she had correctly secured Resident #19 with wheelchair tie downs 
to the wheels of the wheelchair and a seatbelt, which had an extender that was to be locked, to the van floor. 
The transportation driver said a driver in front of the van made a quick move that caused her to slam on the 
brakes. The transportation driver said when the brakes were abruptly stepped on, the activity assistant (AA) 
said Resident #19 had fallen. The transportation driver said she drove the van over to the side of the road, 
parked the van and put on the emergency lights. The transportation driver said she gave Resident #19 basic 
first aid placed Resident #19 back into his wheelchair, and because of blood, she bandaged the skin tear on 
his arm. The transportation driver said she called the DON and returned to the facility, which was about five 
to eight minutes away from where the incident occurred. The transportation driver said she only saw blood 
on Resident #19's arm. The transportation driver said the DON and a facility nurse took Resident #19 off of 
the van and took over the care of Resident #19. The transportation driver said no other residents were hurt 
that were in the van on 6/19/25. The transportation driver said the van worked correctly but she did not strap 
in Resident #19's seatbelt correctly. The transportation driver went into the van during the interview and 
demonstrated how the incident happened. The transportation driver said Resident #19's wheelchair wheels 
were properly secured on the van floorboard. The transportation driver said she then put a shoulder harness 
seatbelt across his chest, and added a seatbelt extender that was approximately two to three feet long. The 
extender was to buckle into the seat belt at one end, and at the other end of the extender was a hook that 
latched onto a metal loop on the floorboard to secure Resident #19 in place. The transportation driver said 
she did not know which part of the seatbelt was not secured. The transportation driver said it was either the 
extender end was not secured onto the seat belt, or it was the extender hook which was not latched onto the 
floor board of the van. The transportation driver said when she helped Resident #19 back into his wheelchair 
the entire seatbelt and extender were off which was why Resident #19 was able to fall forward out of his 
wheelchair. The transportation driver said she was educated the day of the incident by the DON. The 
transportation driver said the following day, the DON had her do a return demonstration in the van to show 
how to correctly secure residents.The DON was interviewed on 7/10/25 at 12:30 p.m. The DON said the 
transportation driver was educated prior to being allowed to drive residents in the van. The DON said it was a 
one time mistake and there had been no falls in the facility van since the incident on 6/19/25. The DON said 
Resident #19 did not need to go to the hospital after the fall. The DON said the facility's wound nurse and the 
facility's wound physician cared for the skin tear. The DON said only Resident #19's arm had a skin tear, and 
he had no other bruises or wounds after he was assessed. The DON said on 7/8/25 the wound physician 
documented that the skin tear was resolved. The DON said for several weeks, she or a designee would 
check the residents who attended field trips to ensure all of the residents on the van were secured correctly.
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