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Give their staff education on dementia care, and what abuse, neglect, and exploitation are; and how to report 
abuse, neglect, and exploitation.

37256

Based on record review and interview, the facility failed to ensure training was appropriate and effective as 
determined by staff need, following an incident resulting in 1 (Resident #19) sustaining a burn from 
over-heated food. 

The findings included: 

Facility policy titled Re-Heating Resident Food and Beverages effective 4/22/24 indicated: 4. Staff will set 
microwave to 30 seconds on initial and the 15 seconds on any additional, stirring with clean utensil to ensure 
even heating throughout and check temperature. 5. When the temperature of 165 degrees F (Fahrenheit) is 
reached, allow to sit covered for 2 minutes prior to serving. Item not to be greater than 140 degrees F at the 
time of service.

On 04/29/24 at 12:31 p.m., Resident #19 picked up his shirt and pointed at a dressing on his abdomen. 
Resident #19 said it was from spilling hot soup on himself. He said he didn't like that. He said the dressing 
was changed daily. 

Record review of Resident #19's chart found a progress note dated 4/21/24 that indicated Resident #19 was 
found with burns on the lower right abdomen which had raised into vesicles. The Doctor and family were 
notified, dressing order was obtained, and wound care consult was ordered. 

On 5/1/24 at 3:29 p.m., Staff D Licensed Practical Nurse Unit Manager (LPN) said Resident #19 was 
discovered with a burn on his abdomen and said it was from soup his family had brought in. He said a 
Certified Nurse Assistant (CNA) had heated the soup in the microwave and when he went to eat it, he spilled 
it on himself. She said Resident #19 did not need to be sent out to the hospital and the wound was being 
treated in-house. 

On 5/2/24 at 10:10 a.m., the Director of Nursing (DON) said the incident had occurred because the CNA had 
not followed procedure and had not checked the temperature of the soup before serving it to Resident #19. 
The DON said the Assistant Director of Nursing Risk Manager (ADONRM) had provided training for the staff 
on re-heating food and the ADON was conducting audits to ensure policy is followed. The DON said Agency 
staff were trained by going through an orientation book and were included in in-services. The DON said the 
policy was also posted at the nurses' stations, break rooms and nutrition rooms. 

(continued on next page)
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On 5/2/24 at 10:11 a.m., the ADON said she had been conducting audits by watching staff if they rewarm 
residents' food. She said she checks to ensure they temp after reheating and clean the thermometer. 

On 5/2/24 at 9:35 a.m., Staff A (CNA) said he wouldn't reheat food but if he had to, he would make sure it fits 
their diet. He said he wouldn't do over 30 seconds. He said he had training, but it was about a year ago. He 
said there was a thermometer in the nourishment room and when asked how hot food should temp, he said 
nothing over 100 degrees F. 

On 5/2/24 at 9:50 a.m., Staff B (Agency CNA) said she thought dietary would reheat food. She said she did 
not know if she could reheat food. Said she did some computerized training but doesn't remember anything 
about reheating food. 

On 5/2/24 at 9:54 a.m., Staff C (Agency CNA) said she had not had to heat up food and asked can she heat 
it up? She said she knows she is not allowed to take food out of the room once it's in there. She said if they 
ask to heat up the food, she honestly did not know what to do. She said she was not aware of any training on 
reheating food. On entry to nourishment room, the policy was posted on the cabinet and Staff C said no one 
had ever gone over that with her. 

On 5/2/24 at 10:15 a.m., the Director of Nursing (DON) was informed 3 CNAs were unable to explain the 
procedure for reheating food safely. The DON said they will have to begin retraining again. 
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