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COMPLAINT#: 404125 Based on interview, medical record review, and review of pertinent facility 
documentation on 8/13/25, it was determined that the facility failed to ensure a severely cognitively impaired 
resident's safety when the soup that CNA #1 reheated for Resident #4 and served to the resident without 
checking the soup temperature, spilled onto the resident's lap. This resulted in a second-degree and 
third-degree burns to Resident #4's right inner thigh which had an open area that measured 1 centimeter x 1 
centimeter (CM), and reddened area that measured 0.5 cm x 11.4 cm from the edges of open area. This 
deficient practice was identified for 1 of 5 residents (Resident #4) reviewed and was evidenced by the 
following: A review of the Facility Reportable Event (FRE) sent to the New Jersey Department of Health 
(NJDOH), indicated that on 5/2/25 at 5:30 P.M., During dinner [Resident #4] sustained a burn injury to [their] 
right inner thigh when soup spilled on [their] lap. Burn injury noted with open area 1 cm x 1 cm, redness 
extending 0.5 cm x 11.4 cm beyond edges of open area. The FRE further indicated that staff was to 
anticipate the resident's needs and that the Resident's care plan includes cognitive impairment and risk for 
skin injury. The FRE also revealed that, . CNA failed to take temperature of soup prior to serving resident. 
The surveyor reviewed the Conclusion section of the Addendum to AAS-45: 5/2/25, submitted by the Director 
of Nursing (DON) which indicated the following:- Resident was seen by wound nurse practitioner and 
assessed with second degree burn to right inner thigh and third degree burn to right anterior thigh.- [CNA #1] 
immediately disclosed that he had not used the thermometer to ensure safe temperature of soup prior to 
resident being served. Resident #4 was no longer at the facility at the time of the survey. A closed record 
review was conducted. A review of the admission Record revealed that Resident #4 was admitted to the 
facility with diagnoses that included but were not limited to: dementia, cognitive communication deficit, and 
peripheral vascular disease (reduced blood circulation in the limbs). Review of Resident #4's comprehensive 
Assessment Minimum Data Set (MDS), an assessment tool dated 5/20/25, indicated that Resident #4 had a 
Brief Interview for Mental Status (BIMS) score of 5 out of 15 indicating that the resident's cognition was 
severely impaired. Further review of the MDS revealed that the resident required, Setup or clean-up 
assistance when eating. A review of Resident #4's care plan (CP) indicated a focus related to the resident 
having an Assisted Daily Living (ADL) self-care deficit that was initiated on 11/13/24. Interventions for this 
focus included, Assist me with my meals, initiated on 2/13/25. Further review of the CP revealed a focus 
related to the resident having the potential for the development of pressure ulcers that was initiated on 
12/5/24. Interventions for this focus included that staff were to, Follow facility policies/protocols for the 
prevention/treatment of skin breakdown, that was initiated on 12/5/24. A review of Resident #4' progress 
notes (PN) revealed a nursing note dated 5/2/25, at 9:56 P.M., Around [5:20 P.M.]; it was brought to this 
nurse attention by aide that resident had a acquired a burn noticed after resident was placed in bed. Skin 
assessed right upper inner thigh to noted to have a 1 cm x 1 cm circular opening, redness area 0.5 cm x 11.4 
cm. resident stated [they] pulled the bowl and it spilled. NP called informed of incident and [treatment] 
ordered. DON and POA notified]. Further review of the resident's PNs revealed a wound care note dated 
5/5/25, at 4:48 P.M., that indicated that the purpose of the visit was a subsequent encounter for skin and 
wound care. The Nurse Practitioner (NP) additionally noted, Staff requested [Resident #4] have a wound/skin 
consult of patient's right thigh burns, which were caused by hot soup. On evaluation right inner thigh with 
70% slough and right anterior thigh with closed blisters. Her assessment further indicated that the resident 
had a burn of second degree of right thigh and a burn of third degree of right thigh. The NP then proceeded 
to update the resident's course of treatment. A review of Resident #4's Order Summary Report for May 2025, 
indicated an active order that was initiated on 5/2/25 for a Silvadene cream to be applied topically, to right 
upper inner thigh topically two times a day for wound treatment . A review of the resident's Medication 
Administration Record for May 2025 revealed a corresponding medication to reflect the order. Further review 
revealed that the resident's Treatment Administration Record was updated to reflect the NP's recommended 
course of treatment. The surveyor attempted to contact Certified Nurse Assistant (CNA) #1 for an interview 
without success. A review of his personnel file revealed a facility Performance Enhancement Form dated 
5/5/25, which indicated that CNA #1 was suspended 3 days for did not temp food before giving to a resident. 
the resident was injured as a result. Further review of the personnel file revealed that CNA #1's most recent 
training on Microwave Use for Heating and Reheating, prior to the incident, occurred on 5/25/23. During an 
interview with CNA #2 on 8/13/25, at 11:18 A.M., she stated that she had been in-serviced on re-heating 
food in the microwave. A review of CNA #2's personnel file revealed an electronic Transcript which included 
two dates for Reheating food/drinks in microwave, 05/07/25 and 06/02/2025. Further review of the personnel 
file did not include any training that was completed prior to the date of the incident (5/2/25). During an 
interview with the Nurse Educator (NE) on 8/13/25, at 4:35 P.M., she stated that competencies should be 
completed at the time of hire and annually. She stated annual trainings were important to ensure that staff 
were up to date on their skills. She further stated that the reheating food training should be completed 
annually. Surveyor further explained that CNA #2's personnel file only revealed trainings on this topic that 
occurred after the incident. When asked if CNA #2 had any additional trainings on reheating foods the NE 
stated that CNA #2 should have had the training at the time of her hire. No additional documentation was 
received. The Director of Nursing (DON) stated during an interview with the surveyor on 8/13/25 at 2 P.M., 
that she was contacted by the resident's nurse on the day of the incident (5/2/25) and was told that CNA #1 
served Resident #4 soup that spilled, and that the resident was burned as a result. She stated that she 
immediately contacted the manager on duty who confirmed that the sign was on the microwave and that the 
thermometer was also there. She then stated that she spoke with CNA #1 via phone that day and that the 
following conversation occurred: I said did you heat up the soup, he said yes. I said did you take the 
temperature, he said no I forgot. I asked if the sign and thermometer were there, he said yes but I forgot. The 
DON further stated, It is important that staff follow reheating policies and procedures to prevent injuries such 
as this. During an interview with the Licensed Nursing Home Administrator (LNHA) on 8/13/25, at 4:48 P.M., 
she stated that she expected that any competencies that were required annually and/or at the time of hire 
should have been done. She further stated, I'm not sure what happened in these two cases, and that they 
would double check. No additional documentation was received regarding additional trainings for CNA #1 
and CNA #2. A review of the facility's Microwave Use for Heating and Reheating policy, dated 5/25/23, 
revealed that the facility, Established methods for safe heating and reheating of foods in the microwave by 
staff will be followed to minimize the risk of food borne illness, and residents will be served food, soups. that 
are handled safely. The policy further revealed under the Procedure section, . 4. Use a thermometer to check 
the temperature of the food, soups .6. Soups and hot cereals need to be reheated/heated to 165 degrees F 
and the temperature will be taken prior to serving the residents. The temperature prior to serving soups and 
hot cereals shall not exceed 150 degrees F. Cool as needed prior to serving the resident, 7. Staff are 
required to assist residents and visitors with heating or re-heating food, soups. in the microwave. The 
surveyor reviewed the facility's Clinical Teammate Competency policy, effective 11/26/19, revealed under the 
Procedure section, Skill competency will be evaluated at hire, annually and with identified need. N.J.A.C. 
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