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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review the facility failed to ensure beds were a safe distance away 
from a wall heater to prevent entrapment and burns for 1 of 1 resident (R1) who had severe cognitive 
impairment, and a history of self-transfers and falls reviewed for accidents. This resulted in actual harm when 
R1 rolled out of bed onto the heater which caused second degree burns to his left hip and back. The facility 
immediately implemented corrective action and the deficient practice was corrected on 12/19/25, prior to the 
start of the survey and was therefore issued as a past non-compliance (PNC). Findings include: R1's face 
sheet dated 12/18/25, identified diagnoses of neurocognitive disorder with Lewy Bodies dementia with 
anxiety, and history of falling. R1's quarterly Minimum Data Set (MDS) dated [DATE], identified R1 had no 
issues with hearing or speech, had severe cognitive impairment, no behaviors; required some help with 
upper body dressing and was dependent on staff for lower body dressing. R1 was independent with rolling in 
bed and dependent on staff for transferring between surfaces. R1's care plan intervention dated 9/23/25, 
directed R1 to have bed in low position with safety mat in place. On 8/5/25, if R1 was sitting up at edge of 
bed, bring to day room and offer snack/drink. The care plan identified complete peri cares and to manipulate 
clothing as needed, dependent on assistance of two staff to use the toilet. Toilet upon waking up, before/after 
meals, when going to bed, and midnight. The care plan directed to aid with bed mobility as necessary; R1 
was dependent on assistance of two staff for lying to sitting on side of bed, sitting to lying on bed, and rolling 
left and right. R1's progress note dated 12/18/25 at 8:07 a.m., identified at approximately 7:22 a.m., R1 was 
found between bed and heat register. R1 was moved safely away from the heat register and injuries noted 
on left rib cage, left hip, both knees, will be further assessed. R1's Hospice visit dated 12/18/25 at 8:40 a.m., 
identified R1was found on the floor and had fallen into the heater in his room. R1 had second degree burn on 
his left hip with three blistered areas. Burn measured 6.0 centimeters (cm) by (x) 6.5 cm. Three blistered 
areas one farthest left measured 1.1 cm x 0.5 cm, middle one 0.5 cm x 0.9 cm, third 0.2 cm x 0.2 cm. Burns 
to mid left back area top one measured 2.0 cm x 1.1 cm. lower to the left 5.5 cm x 2.0 cm and area to the 
right of this 3.5 x 0.8 cm. Right knee bruising 4.5 cm x 3.5 cm and left knee bruising 4.8 cm x 2.5 cm. Does 
not appear to be having increased pain and oxycodone was given post fall for comfort and ice applied to hip 
area. Bed has been moved away from heater to prevent further falls with burns. New wound care orders 
received. R1's physician order dated 12/18/25, directed staff to use Silvadene 1% cream to left hip blisters 
topically one time a day for burn wound. R1's post fall evaluation dated 12/18/25 identified R1's fall was not 
witnessed. R1 stated I was trying to get up but that didn't work out so well. Reason for fall was R1 attempted 
to self-transfer. Injuries included left hip redness and burn marks with three open blister areas, left rib cage 
reddened and burn marks, reddened knees. Room was rearranged with bed farther away from the heater 
and floor mats placed on each side of the bed, care plan reviewed and updated. R1's progress note dated 
12/18/25 at 3:02 p.m., identified director of nursing (DON) completed measurements of injuries. R1's care 
plan was updated on 12/19/25, included fall mats to bilateral sides of low bed for injury prevention related to 
R1 crawling out of bed on knees frequently. R1 is impulsive and frequently crawls out of bed or a chair and 
crawls to destination. Bed to remain a minimum of 12 inches from wall radiator. Bed and floor mats never to 
be against radiator. R1's Hospice visit dated 12/19/25 at 8:25 a.m., identified R1's pain appeared to be 
worsening most likely related to fall with burns. The note indicated the doctor was notified and an order for 
scheduled oxycodone every six hours and continue with the as needed dose was received. During an 
interview on 12/23/25 at 2:59 p.m., maintenance director (M)-A stated on 12/18/25, as soon as he heard 
about the incident, he went online to look at different barriers to possibly install in replace of the existing 
barriers, if needed. M-A took his heat gun on 12/18/25, checked R1's radiator, and got 11 degrees 
Fahrenheit near the top, 104 degrees Fahrenheit in the middle, and 145-degrees Fahrenheit on the 
underside of the heater. DON reported to M-A she had found documentation that beds needed to be 
minimum 12 inches from radiator. M-A indicated during his research the temperatures of the radiators should 
be 159 degrees Fahrenheit or below, so on 12/19/25 he did a radiator temperature check on all the rooms in 
the facility and all were within limits. M-A explained when he started the director of maintenance position, he 
recalled doing a visual audit to ensure the beds were one foot away from the heater however did not 
document the results of the audit. M-A indicated he did not continue to audit and thought nursing would be 
routinely checking to make sure the beds were the one foot away from the heater. During an observation on 
12/24/25 at 12:16 p.m., nursing assistant (NA)-C and LPN-B went to R1's room. NA-C demonstrated where 
R1's bed had been located on 12/18/25 when the burn occurred; LPN-B measured the area between the 
heater and the observed bed location at 11 inches which was not enough space for R1 to have gotten up. 
During an observation and interview on 12/24/25 at 6:53 a.m., R1 was laying on his back in bed.��
Licensed practical nurse (LPN)-B raised R1's bed and moved fall mats away from both sides of bed. LPN-B 
called NA-D to assist her with turning R1 onto his side while she completed wound care to his left hip. Left 
hip had no dressing on the site. LPN-B measured the left wound which was described as a red area that 
measured 2.0 cm x 2.0 cm with a healing wound bed. LPN-B stated, it's got the redness, but the skin looks 
good in the center and closing. LPN-B cleansed the wound with wound cleanser, applied Silvadene, covered 
with Telfa, then covered with clear transparent dressing. LPN-B then rolled R1 to his side and observed his 
back which revealed three spots that were open to air that appeared to be healed. NA-D stated R1's bed had 
been near the heater as long as he had been in the room. NA-D recalled R1 rolled more toward the door side 
of the room than the window side with the heater. LPN-B stated tape was put on the floor to keep the beds 1 
foot away from the heaters. R1 had a floor mat and end table set up on the heater side of the room, between 
bed and heater. During a phone interview on 12/23/25 at 4:08 p.m., NA-B stated she was familiar with R1. A 
lot of nights, R1 would try and get out of his bed. When he did that, staff would feed him and bring him to the 
nurse's station until he was tired enough to go back to bed. R1 had fallen at least 3-4 times on the night shift 
in the past. NA-B stated she worked the overnight shift prior to R1's fall on the morning of 12/18/25. R1 had 
slept good on the overnight shift. NA-B was not able to specify the last time R1 was checked for incontinence 
but thought it was about 3:00 a.m. NA-B stated to prevent this from happening again, all the beds were 
moved away from the heaters. During a phone interview on 12/23/25 at 3:30 p.m., LPN-A stated he worked 
night shifts and was familiar with R1. R1 falls frequently. R1 has confusion and did not know what he was 
doing. A lot of times when R1was in bed, he would be in the fetal position or have his feet hanging off the 
side of the bed when he was sleeping. R1 was pretty good with moving around in the bed but needed 
assistance to actually get out of bed. R1 would typically try and get out of the bed on left side, facing the 
door. LPN-A worked the night shift on 12/18/25 but could not remember the last time R1 was checked on. 
During an interview on 12/23/25 at 10:06 a.m., housekeeper (HSKP)-A stated on 12/18/25, she walked past 
R1's room and looked inside and could not see R1's legs and thought something did not seem right. Nursing 
assistant (NA)-C was approximately five feet away from HSKP-A, and HSKP-A told NA-C that something did 
not look right with R1. They turned on the light and found R1 stuck between the bed and heater. HSKP-A 
thought when they found R1, his legs were on the ground, head on bed, and possibly his torso on the ledge 
above the heater. HSKP-A thought R1 had rolled himself towards the heater because he was cold. After the 
incident there was orange duct tape put on the floor, the beds had to stay behind it and a paper at the desk 
informed staff how far away that beds were to be from the heaters. During interviews on 12/23/25 at 9:54 a.m.
, and 2:08 p.m.; 12/24/25 at 12:16 p.m., NA-C stated she worked the day shift on 12/18/25, and was familiar 
with R1. R1 would frequently have his arms and legs hanging off the bed and would lean close to the edge. 
R1 would roll to the left a lot. R1 was incontinent a lot of the time and would not ask to go to the toilet. During 
the day shift, staff would keep R1 in the day room so there were more eyes on him. NA-C stated she and 
NA-A had walked past R1's room but did not go in. At 6:40 a.m. the room was dark, and it looked like R1 was 
in bed sleeping so they continued to walk past his room. NA-C stated HSKP-A came to her around 7:20 a.m. 
on 12/18/25, and said R1 did not look right. NA-C and HSKP-A went in the room and found R1 got out on the 
wrong side of the bed and was stuck between the bed and the heater. The bed was locked and R1 would not 
have been able to move it to get out. R1's right arm was up on the bed but not enough to sit himself up, both 
knees were on the floor. When R1 was moved out of the kneeling position, both knees had indents in them 
like he had been there for a while and had redness to his side and hip area. NA-C touched the heater and 
reported if she left her hand there for a couple of minutes it was hot enough to cause a burn. After the 
incident, every room got moved around; orange tape was put on the floor to alert staff where the bed needed 
to be for safe distance from the heater. The bed should not cross the orange tape. R1's bed got moved 
immediately from the heater and he had two fall mats, one on each side of the bed. During a phone interview 
on 12/23/25 at 3:49 p.m., nursing assistant (NA)-A stated she was familiar with R1. R1 required two staff for 
assistance but he tried to get out of bed by himself a lot, that was why his door was left open. NA-A stated 
she worked the day shift on 12/18/25 and started at 6:30 a.m. At about 6:40 a.m. NA-A walked past R1's 
room with NA-C and they peeked in the room but R1 was not yelling, so they continued to walk past. Around 
7:20 a.m., HSKP-A got ahold of NA-C. NA-C went to R1's room and called for help on the walkie because R1 
was stuck between the bed and the heater. R1's bed was close to the heater, less than a foot away. R1 had 
little blisters on his left back and left hip, the one on his hip was approximately the size of a strawberry and 
two spots on his back about the same size. NA-A stated R1 yelled out in pain when the nurse attempted to 
put ice on the areas. NA-A was unaware when the previous shift had last seen R1 in his bed. NA-A stated 
the facility placed orange tape on the floor to show where the beds are not supposed to go past if the bed is 
on the heater side of the room. NA-A stated she had bumped into the heaters before when working with 
residents and they feel pretty hot. During an interview on 12/23/25 at 9:49 a.m., registered nurse (RN)-A 
stated on 12/18/25, R1 must have rolled out of bed. R1 was on all fours on the side of his bed when she 
entered the room. His hip and upper back were touching the heater. RN-A explained there was education 
provided at nurses meeting 12/19/25, which included keeping the beds 12 inches away from the heater. 
RN-A had not been educated prior to the incident on 12/18/25 about keeping beds 12 inches from the 
heaters. During a phone interview on 12/24/25 at 8:47 a.m., hospice RN-I stated she came to the facility at 
8:40 a.m. on 12/18/25, to assess R1 after the fall by the heater. RN-I assessed the wounds and on the left 
mid back area under the shoulder blade was a burn area that was not blistered and measured 2.0 x 1.1 cm, 
red and pink in color. Lower one to the left of it measured 5.5 cm x 2.0 cm and was also pink and red in color 
with no blisters. Next to it was another area 3.5 cm x 0.8 cm same as the other two areas with no blister. 
RN-I applied cool compress to those areas. Left hip area totaled 6.0 cm x 6.5 cm with three areas of blisters 
forming. The blisters measured: one to the left 1.1 cm x 0.5 cm, middle 0.5 cm x 0.9 cm, to the far right 0.2 
cm x 0.2 cm. The blisters would be considered second degree burns and were all separated. R1 was 
complaining quite a bit from the pain from the burn. RN-I ordered Silvadene cream to be applied to the burns. 
On 12/19/25, RN-I returned to facility and assessed R1. Blistered areas were still there but had not gotten 
any bigger. R1 was still having pain from the burns and RN-I requested the doctor to schedule oxycodone 
every six hours and continued with the as needed doses. The facility should monitor R1 to ensure the burn 
areas do not worsen or get infected, and R1 to not have increased pain. During an interview on 12/23/25 at 
3:30 p.m., DON stated Immediately following the incident, DON assessed R1's wounds. Left hip had a stage 
two burn with small abrasion in the middle that looked like a scrape from the radiator cover and an area on 
his left mid-back was less reddened and measured 2.0 cm x 1.1 cm. The sites were healing quite well. DON 
stated she read the progress note that stated blisters were present, but she never saw the blisters, and they 
must have resolved an hour after she walked in the room (which conflicted with comprehensive assessment 
on 12/18/25 completed by the hospice nurse that identified the blisters were still present). Prior to the 
incident the beds were not being audited to verify length from radiators on wall. DON stated she audited the 
beds daily beginning 12/18/25, will begin weekly audits, monthly, and quarterly to make sure the facility is in 
compliance. A new policy was created on 12/19/25. Maintenance reviewed the temperatures of all the room 
heaters. DON went to all rooms on 12/18/25, and verified the beds were 12 inches from the wall and placed 
orange duct tape on the floor indicating 12 inches. Education to staff was completed on 12/18/25, and 
12/19/25, regarding heaters, bed placement, basic first aid, and how to treat burns.��During a second 
interview on 12/24/25 at 12:13 p.m., DON stated R1 had his left hip towards the heater, and it was touching 
the heater. R1's right hip was against the bed. R1 was on his knees with right arm on the bed. R1 was facing 
the wall where the head of the bed was. There was no way R1 would have been able to move away from the 
heater. R1's bed was 12 inches from the wall at the time of the incident, and that was the regulation (which 
was not consistent with observation and staff interviews that responded to incident when it occurred). DON 
went to all resident rooms and made sure the beds were all a minimum of 12 inches away from the heater 
and/or there was enough room where there would not be an entrapment issue if a resident were to fall or get 
up on that side of the bed. During a phone interview on 12/24/25 at 9:05 a.m., medical doctor (MD)-A stated 
the DON sent an email on 12/18/25, about the burns R1 received but did not identify blisters were present. 
Blisters would be considered second degree burns. The facility should watch for infection, and pain for R1. 
Silvadene was prescribed and that works amazing, helps immediately, and calms the burn down. The facility 
Baseboard Radiators/Furniture policy dated 12/19/25, identified the facility will ensure that all heating unit 
covers/protective shields are intact and in good repair, work with staff, patients, and family to ensure furniture 
will not be placed against heater units with unsecure covers, transfer sides of the bed will be 12 inches from 
baseboard heating units. This will be marked on floors to ensure compliance. The DON or designee will audit 
furniture placement in rooms regarding heating unit quarterly and as needed. Maintenance will monitor heat 
unit covers for temperature compliance annually and as needed. All touchable heat surfaces should not 
exceed 159 degrees Fahrenheit. The deficient practice was issued at past non-compliance after the following 
corrective actions were implemented on 12/19/25, and verified the facility took the following actions, prior to 
the start of the survey: -assessed R1 for injury and treated on 12/18/25 -rearranged R1's room and placed a 
fall mat on both sides of the bed to ensure adequate space between wall and bed to avoid getting stuck 
-applied orange duct tape to the floor in rooms signifying how far the bed could be in reference to the heaters 
on 12/18/25 -maintenance audited heaters in all rooms and verified temperatures of heaters were under 159 
degrees on 12/19/25 -began audits of all rooms including rearranging to keep beds at least 12 inches away 
from the heaters -education provided at nursing assistant meeting on 12/18/25 -education provided to nurses 
included first aid and burn treatment along with bed placement at meeting on 12/19/25, all other staff 
received education on beds and heaters on 12/19/25 -created policy for radiators on 12/19/25
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