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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility did not ensure a resident's environment remained as 
free of accident hazards as possible for 5 of 8 residents (R3, R7, R9, R10, and R11) by failing to have a 
system in place for monitoring the surface temperature of baseboard heaters to prevent burns. R3 is a 
resident with impaired mobility and cognition. On 10/29/25, R3 fell out of bed onto the baseboard heater. R3 
was stuck between the wall and the bed. R3 sustained partial thickness (2nd Degree) burns. R7 is a resident 
with impaired mobility, who was observed by Surveyors to have her bed next to the baseboard heater, with 
the foot of the bed touching the baseboard heater, and the head of the bed less than 6 inches away from the 
baseboard heater. R7's base board heater temperature was 130.6. R7 has had a prior fall out of bed. The 
facility's failure to have a system in place for monitoring the surface temperature of baseboard heaters to 
prevent burns created a reasonable likelihood for serious harm or injury, thus resulting in a finding of 
Immediate Jeopardy that began on 10/29/25. Surveyor notified NHA A (Nursing Home Administrator) and 
RCD D (Regional Clinical Director) of the Immediate Jeopardy on 12/10/25 at 4:00 PM. The immediate 
jeopardy was removed on 12/10/25; however, the deficient practice continues at a severity/scope level of E 
(potential for harm/isolated) as the facility implements its action plan, and due to the following examples: R9 
is a resident with cognitive impairment who is at risk for falls. Surveyors observed R9's bed touching the 
baseboard heater. On 12/10/25, the temperature of R9's baseboard heater was 127.2 F. R10 is a resident 
with impaired mobility who is at risk for falls. Surveyors observed R10's bed to be an estimated six inches 
from the baseboard heater. On 12/10/25, the temperature of R10's baseboard heater was 156 F. R11 is a 
resident with impaired mobility who is at risk for falls. Surveyors observed R11's bed to be touching the 
baseboard heater. On 12/10/25, the temperature of R11's baseboard heater was 169.1 F. Findings include: 
The facility provided Surveyor with the Owner's Guide and additional technical documentation from the 
manufacturer relating to the facility's baseboard heaters. In the Owner's Guide, there is a section titled, 
High-temperature safety shutoff that states, All baseboard heaters come with a built-in high-temperature 
safety shutoff that stops electricity flowing to the heater if it gets too hot inside. This automatically resets after 
cooling. (Of note: The specific temperature in which shut-off occurs is not listed.) The additional 
documentation contains a section titled, Technical Information that states, in part: Baseboard heaters work 
best when placed under a window and at least 12 inches away from furniture or other objects. Keep at least 
12 inches minimum from objects hanging above (i.e. drapes) . The section titled, Important Instructions 
states . 4. This Linear Convector Baseboard is hot when in use. To avoid burns, do not let bare skin touch 
hot surfaces. Keep combustible material such as: furniture, pillows, bedding, papers, clothes and curtains 
away from Linear Convector Baseboard. 5. To prevent a possible fire, do not block air intakes or exhaust in 
any manner. The section titled Installation Instructions with subsection Placement of the Linear Convector 
Baseboard states in part: .Due to the higher outlet temperature, the wall surface can reach temperatures of 
160 F (71 C) or above, and some materials may discolor or deform at these temperatures, e.g. vinyl or 
plastic. According to the State of Michigan, Department of Licensing and Regulatory Affairs, . Based on 
research by our Health Facilities Engineering Section, it has been determined that a temperature of 125 
degrees Fahrenheit is normally acceptable on the surface of a heating unit in a nursing home or long-term 
care facility. This memo continues by noting, This temperature was determined from information found in 
ASTM International Standard C1055-03, titled Standard Guide for Heated System Surface Conditions that 
Produce Contact Burn Injuries. American Society for Testing and Materials (ASTM) Standard C 1055 -03 is 
largely based on the work of [NAME] and [NAME]. This maximum acceptable temperature is based on a 
maximum acceptable injury level of a first-degree burn, which is reversible, and causes no permanent tissue 
damage, and a maximum contact time with the heated surface of 60 seconds, to reflect the slower reaction 
times of the elderly or the infirm (not physically or mentally strong, especially through age or illness). At this 
temperature, one must recognize that there is some risk. While those who can react should have sufficient 
time to remove themselves from contact with the heated surface without sustaining permanent damage, it is 
incumbent upon the facilities to identify those residents who may be unable to recognize the danger or pull 
away from the heat source and provide extra protective measures for those residents as needed.(Source: 
https://www.michigan.
gov/-/media/Project/Websites/[NAME]/bchs/Folder2/BHS_NHM_Heating_Unit_Temperature1.
pdf?rev=0c6e67303a1746349f096eaf0c3ba0d3) 1. R3 was admitted to the facility on [DATE], with diagnoses 
including cerebral infarction due to embolism of right cerebellar artery (stroke caused by a blockage of the 
artery supplying blood to the right cerebellum responsible for coordinating movement, balance, motor 
learning, and cognitive functions), muscle weakness (generalized), type 2 diabetes with diabetic neuropathy 
(nerve damage caused by diabetes causing symptoms such as weakness, dumbness, and pain), mild 
cognitive impairment of uncertain or unknown etiology, aphasia (impairment of communication abilities due 
to brain damage), overactive bladder (sudden urges to urinate that are hard to control), and hemiplegia 
(unilateral paralysis) and hemiparesis (unilateral weakness) following cerebral infarction affecting the left 
non-dominant side.(Of note: R3 has several diagnoses limiting mobility and sensation including left-sided 
paralysis and weakness, diabetic neuropathy, and generalized muscle weakness) R3's admission Minimum 
Data Set (MDS), with Assessment Reference Date 10/13/25, states R3 has a Brief Interview for Mental 
Status (BIMS) of 7 out of 15, indicating severe cognitive impairment. Section GG indicates R3 has 
impairments on both of her upper extremities and on one lower extremity. R3 utilizes a walker and 
wheelchair for mobility. R3's functional abilities indicate she is independent with rolling left and right and 
requires partial/moderate assistance for moving from sitting to lying and lying to sitting on the side of the bed. 
On 10/13/25, a Critical admission Assessment (vs 8) was performed for R3. The section titled Functional 
Status indicates R3 is a 1 person assist for transfers and ambulation, utilizes a walker, and utilizes a 
wheelchair with an assist. The section titled Fall Risk Assessment indicates R3 is a high fall risk with a score 
of 18. The assessment used by the facility indicates a score of 5 or greater indicates high risk. On 10/19/25 
at 17:30 (5:30 PM), R3 experienced an unwitnessed fall without injury. R3 was found in her bathroom and 
stated that after toileting she got up to get a new brief and lost her balance. The fall documentation indicates 
R3 did not have access to the briefs at the time of the falls as they were in the corner of her bathroom. 
Contributing factors are indicated to be a balance problem and non-compliance. The immediate measures 
taken are indicated to be a reminder to ask for assistance and R3's briefs were moved within reach. The 
Post Fall Risk Assessment indicates R3 is a high fall risk with a score of 10. On 10/20/25, an IDT progress 
note was written that indicated R3 was walking in her room without her walker, leaned over to pick up a brief 
and fell. The note also indicated therapy was to determine if R3 is able to use reacher (tool to pick up things 
without bending or leaning) and walker to be kept within reach. On 10/20/25, R3's Comprehensive Care Plan 
was updated to include the fall risk approach: Keep walker within reach. On 10/26/25, R3's Skin Body 
Assessment indicates she had no areas of skin impairment. On 10/29/25 at 1:45 AM, R3 experienced a 
second unwitnessed fall. According to the progress note written on 10/29/25 at 1:45 AM by LPN C (Licensed 
Practical Nurse), R3 was found on the floor between her bed and mattress with her left upper outer thigh 
against the baseboard heater. R3 stated she rolled off the bed when turning. Ice was placed on the area with 
redness. The note also indicated R3's bed was moved to the opposite wall, away from the baseboard heater. 
Finally, it notes that the DON (Director of Nursing) and physician were notified of the fall. The fall event 
documentation indicated R3 was found to have two burns that were 1 cm (centimeters) x (by) 7cm and 5 cm 
x 9 cm. The immediate interventions were indicated to be reposition/rearrange items in room and bed side 
against wall. The Post Fall Risk Assessment indicates R3 is at high risk for falls with a score of 5. (Of note: 
This assessment was completed after the 2nd fall in two weeks.). On 10/29/25 at 5:54 AM, a progress note 
was written by LPN C: New order apply Aloe Vera Gel to left upper outer thigh burn every AM (morning) until 
healed. On 10/29/25 at 10:39 AM, a progress note was written by RN E (Registered Nurse): RN assessment 
of burn on left thigh by [Name], ADON (Assistant Director of Nursing.) Wound management updated with 
initial measurements and referral sent to wound provider to be followed on rounds. On 10/29/25 at 11:52 AM, 
a progress note was written by RCD D (Regional Clinical Director), who is a registered nurse: Left Thigh: 
There is linear redness to the upper lateral site. Measures 1.4 cm (centimeters) x 9 cm no noted blistering or 
open areas or drainage. She does have area on the more dorsal lower thigh that measures 6.3 cm x 9 cm 
with a blister that is intact measures 1.2 cm x 1.5 cm that is on the right side of the redness. She does rate 
her pain at 2/10 and did decline to have any medications related to pain. She is wearing light cotton pants at 
this time that are loose fitting. Reminded to be careful to keep incontinence product away from area. She will 
be seen by the wound MD (Medical Doctor) today on rounds. She does deny any other injuries related to fall 
at this time. On 10/29/25, R3's Comprehensive Care Plan was updated with the fall risk approach Post Fall 
Intervention: Bed was moved and [sic] the room rearranged immediately.On 10/28/25, a document titled 
Huddle 10/28/25 contains a written-in statement on the second page that states, Registers (Baseboard 
heaters) need to be cleared, residents pulled away- . This huddle sheet contains an associated sign-in sheet 
with 20 nursing staff signatures. At the date of survey, 12/9/25, the staff list provided by the facility contains 
51 staff members in the department titled Nursing. (Of note: the event related to this note did not occur until 
10/29/25, this document is dated erroneously.)On 10/30/25 at 9:00 AM, a Daily Meeting Report document 
was completed with a sign-in sheet containing ten signatures from leadership staff, including NHA A, RCD D, 
and MDR E (Maintenance Director). Under the section labeled Housekeeping there is the statement: All beds 
moved away from heaters. A supplemental document provided by the facility labeled, Daily Census Report is 
a list of residents with marks next to each resident's name along with two staff signatures on the bottom of 
the second page. RCD D indicates these marks indicate each resident room was checked to ensure the bed 
was not near the baseboard heaters. On 10/30/25 at 8:15 AM, an email was written from RCD D to NHA A, 
along with other recipients. The email indicated RCD D brought an infrared temperature device to the facility 
to test the baseboard heaters. The top of R3's baseboard heater was tested to be 106.6 F on top and 96.6 F 
on the side. RCD D indicated the rest of the facility's baseboard heaters are a newer style and run about 10 
degrees over what the room temperature is set. RCD D stated, This is the root cause of the burn. RCD D 
also stated, I could not leave my hand on it for more than 30 seconds as this was that hot. RCD also 
indicated in the email that the outside temperature was about what the temperature was during the night of 
the fall and the room temperature was set the same as the time of testing. (Of note: the temperature outside 
on the date of the fall was approximately 28 F.)The facility also provided surveyors with an associated 
document titled, Daily Census Report dated 10/30/25, with written-in text indicating the baseboard heaters or 
Registers were checked by RCD D. Seven residents have a written-in Checked next to their name, which 
RCD confirmed indicated those rooms were checked with her infrared thermometer. R3's room is listed to 
have been checked according to this document. On 10/30/25 at 9:42 AM, an IDT progress note was written 
that states, IDT Fall Note: She did have a fall and did have skin impairment related to fall. She did roll out of 
bed as she did have a queen bed at home. Root Cause: she did state that she rolled over and fell as she did 
have her larger bed at home. IDT Intervention: She will be getting a wider bed for fall prevention. On 
10/30/25, R3's Comprehensive Care Plan was updated with the fall risk approach IDT Intervention Fall: She 
will have a bed that is 42 for prevention of falls. On 12/9/25 at 10:00 AM, Surveyor interviewed R3. Surveyor 
asked R3 if she had any recent falls. R3 indicated no; however, she had a fall a few weeks ago in which she 
burned her leg. R3 indicated she fell between the wall and bed onto the baseboard heater. Surveyor asked 
R3 what happened after R3 burned her leg. R3 indicated staff replaced the baseboard heater and moved her 
bed to the other side of the room. Surveyor asked R3 if she went to the hospital for her burn. R3 indicated 
no, a doctor came to the facility to check the burn. On 12/10/25 at 12:48 PM, Surveyor interviewed DON B 
(Director of Nursing) who has been employed at the facility for about a month. Surveyor asked DON B if the 
facility has a policy or procedure related to how close beds should be to baseboard heaters. DON B 
indicated she found out yesterday (12/9/25) that the facility wants beds to be 12 inches away from the 
baseboard heater. DON B indicated she also heard beds are not supposed to be near the baseboard heaters 
at all. DON B indicated facility staff moved all residents' beds away from the baseboard heaters last night. 
Surveyor asked DON B why is it important to keep resident beds away from the baseboard heaters. DON B 
indicated, to prevent burns or injuries. Surveyor asked DON B if she was familiar with R3. DON B indicated, 
no. Surveyor stated she could refer to R3's chart to assist and asked if R3 is independent with her bed 
mobility. DON B indicated, R3's care plan states she is 1 assist for turning and repositioning as of 10/14/25. 
Surveyor asked DON B if R3 is a fall risk. DON B indicated, yes. On 12/9/25 at 4:50 PM, Surveyor 
interviewed LPN C. LPN C indicated she was working the night R3 fell and was burned. Surveyor asked LPN 
C if she was the only nurse working that night. LPN C indicated she was the only nurse and had one CNA 
(Certified Nursing Assistant) for the front two halls and one CNA for the back two halls. LPN C indicated the 
CNA in front heard the fall and went to check on the resident. LPN C indicated the CNA told her that R3 fell 
onto the baseboard heater on her left side. The CNA also indicated to LPN C that she slid R3 away from the 
baseboard heater for safety as the CNA was concerned about the possibility for further injury if R3 was left in 
that position. The CNA then immediately reported the fall to LPN C. Surveyor asked LPN C what she saw 
when she entered R3's room. LPN C indicated she found R3 lying at the end of the bed, where the CNA 
indicated she had dragged her to for safety. On a diagram drawn by the Surveyor, LPN C indicated R3 was 
stuck in between the bed and the wall closer to the foot of the bed, with her left side against the baseboard 
heater. LPN C then indicated when she entered the room R3 was lying on the floor near the foot of the bed. 
Surveyor asked LPN C if she performed an assessment prior to moving R3. LPN C indicated she did and 
observed slight redness to R3's upper left thigh. LPN C also indicated no blistering or open areas were 
present upon her assessment and R3 denied having pain. Surveyor asked LPN C how she moved R3's bed 
after the fall. LPN C drew the bed to now be perpendicular to the baseboard heater, against the wall to the 
right of the door. Surveyor asked LPN C what she did after assessing R3. LPN C indicated she assisted 
resident back to bed and placed ice on the burn. LPN C also indicated she notified the physician, and the 
physician ordered Aloe Vera Gel and to remove the ice. (Of note: Surveyor attempted to contact the involved 
CNA for an interview, however the phone number provided by the facility indicated the caller was unavailable 
and Surveyor was unable to leave a voice message.) On 12/10/25, a document titled, Resident Area 
Baseboard Temp Log was completed by MDR E (Maintenance Director). The column dated 12/10 indicates 
R3's baseboard heater temperature was 121.2 F. The Wound Management Detail Report indicated R3 
sustained a partial thickness burn (2nd Degree burn, penetrates the top two layers of skin) in two locations: 
Back of Left Thigh and Left Posterior Lateral Thigh. The initial back of left thigh burn measurement occurred 
on 10/29/25 at 10:38 AM and was 7.5 cm x 5.5 cm. This burn was determined by the Wound Physician to 
have healed on 11/5/25 at 18:14 (6:14 PM). The initial left posterior lateral thigh burn measurement occurred 
on 10/29/25 at 16:22 (4:22 PM) and was 1 cm x 1.2 cm. This burn was determined by wound physicians to 
have healed on 11/26/25 at 15:35 (3:35 PM).2. R7 was admitted to the facility on [DATE] with diagnoses that 
include history of falling, weakness, adult failure to thrive, body mass index [BMI] 60.0-69.9 (severe obesity), 
limitation of activities due to disability, and spondylosis of the lumbosacral region (degenerative condition of 
the spine causing back pain, stiffness, or nerve compression) R7's most recent Minimum Data Set with 
Assessment Reference Date of 10/1/25 indicates R7 has a BIMS of 13 out of 15 indicating R7 is cognitively 
intact. Section GG indicates R7 has impairment in both upper extremities and utilizes a walker and 
wheelchair for mobility. Section GG also indicates R7 is independent with rolling left and right along with 
requiring substantial/maximal assistance with moving from sitting to lying and lying to sitting on the side of 
the bed. Additionally, R7 is dependent on staff for moving from sitting to standing, chair/bed-to-chair 
transfers, and toilet transfers. Walking 10 feet was not attempted due to a medical condition or safety 
concerns. On 10/13/25 at 5:00 AM, R7 experienced an unwitnessed fall without injury. R7 was found in her 
room lying on her floor mat. The progress note dated 10/13/25 at 5:36 AM indicated R7 crawled out of bed 
and had been incontinent at the time of the fall. The note also stated R7 did not have her call light and was 
heard hollering. The immediate measures put in place were listed as: reposition for comfort, fall mat next to 
bed, and 15-minute checks. Root cause is determined to be resident crawled from bed. R7's Post Fall Risk 
Assessment indicates R7 is a high fall risk with a score of 9. On 10/13/25 R7's Comprehensive Care Plan 
was updated with the fall risk approach Post Fall Intervention: Bolster mattress for edge of bed awareness. 
R7 also sustained falls on 10/18/25 and 11/12/25, both without injury. Following R7's fall on 11/12/25, her 
Post Fal Risk Assessment indicates she is a high fall risk with a score of 9. On 12/9/25 at 3:47 PM, two 
Surveyors observed R7's room and found the foot of her bed to be touching the baseboard heater and the 
head of the bed less than 6 inches away from the baseboard heater. Residents at this facility can set the 
temperatures in their rooms and Surveyors observed R7's room to be set to 75 F. After observing how close 
the bed was to the baseboard heater, Surveyors touched the baseboard heater with their hands and 
immediately had to pull their hand away due to the heat. R7 came into the room as Surveyors were 
observing her baseboard heater and asked if the Surveyors were checking on it. Surveyors confirmed they 
were, and R7 indicated that her bedspread falls on the baseboard heater at night and when she pulls it up it's 
very hot. Surveyor asked R7 if she has ever burned herself on the baseboard heater and R7 stated, No, but 
almost. It's hot. On 12/9/25 at 4:45 PM, LPN C went to R7's room with Surveyor. Surveyor asked LPN C 
what she thought of the distance between R7's bed and the baseboard heater. LPN C indicated the bed and 
the baseboard heater were too close together but does note R7's bed is usually not touching the baseboard 
heater. On 12/10/25, a document titled, Resident Area Baseboard Temp Log was completed by MDR E 
(Maintenance Director) and provided to surveyors. The column dated 12/10 indicated R3's baseboard heater 
temperature was 130.6 F.On 12/9/25 at 3:52 PM, Surveyor interviewed RCD D. Surveyor asked RCD D if the 
facility had an infrared thermometer in the facility to test the baseboard heaters. RCD indicated, no, but one 
would be brought in tomorrow. Surveyor asked RCD D if the facility has any temperature logs for the 
baseboard heaters. RCD D indicated she does not know. On 12/9/25 at 3:54 PM, Surveyor interviewed MDR 
E. Surveyor asked if MDR E or anyone at the facility maintains surface temperature logs from the baseboard 
heaters in the resident rooms. MDR E stated, no. MDR E also indicated the baseboard heaters do have a 
built-in resistor inside to only heat to a certain temperature. Surveyor noted that per facility records, some of 
the baseboard heaters in the facility have been replaced and asked MDR E if both the old and new 
baseboard heaters had the built-in resistor installed. MDR E stated, yes. MDR E also made the statement 
that these devices have to have a limit otherwise they could overheat and become an actual fire hazard. On 
12/10/25 at 9:00 AM, Surveyor interviewed MDR E again, following the completion of the Resident Area 
Baseboard Temp Log. MDR E indicated he brought in an infrared thermometer and assessed the 
temperature of the baseboard heaters in all resident rooms that are currently occupied. Temperatures 
indicated on this document indicate a range from 56.6 F to 187.4 F and MDR E indicated he assessed the 
temperatures at the top center of each device. MDR E explained that these baseboard heaters have the 
heating element in the center of the device and the heat radiates out, this is why the baseboard heaters are 
hottest at the top center. MDR E also noted none of the baseboard heaters were outside the manufacturer's 
rating and none of the baseboard heaters have cut off yet. Surveyor asked MDR E how he knows that no 
baseboard heaters have been tripped or automatically shut off yet. MDR E indicated each baseboard heater 
in the facility is on its breaker, and if a baseboard heater would automatically shut off he would need to flip 
the breaker to restart the baseboard heater. Surveyor asked MDR E when the last time was he completed 
one of these temperature logs for the resident baseboard heaters. MDR E stated, never. Surveyor asked 
MDR E how far away objects need to be from the baseboard heater. MDR E indicated per manufacturer 
recommendations, objects need to be 12 inches away from the baseboard heater. On 12/9/25 at 4:08 PM, 
Surveyor interviewed CNA F. Surveyor asked CNA F if she has ever touched the baseboard heaters. CNA F 
indicated she knows it is hot because if you drop fabric on the baseboard heater the fabric will change color. 
Surveyor asked CNA F if she knows how close the resident beds can be to the baseboard heaters. CNA F 
indicated, 4-6 inches away and most beds don't go against the wall with the baseboard heater. On 12/9/25 at 
4:14 PM, Surveyor interviewed HSK G (Housekeeper). Surveyor asked HSK G if she has ever noticed if the 
baseboard heaters were hot to the touch. HSK G indicated, she has never noticed the baseboard heaters to 
be hot. Surveyor asked HSK G how far beds should be kept away from the baseboard heaters. HSK G 
indicated she did not know. On 12/9/25 at 4:15 PM, Surveyor interviewed LPN H. Surveyor asked LPN H if 
she has ever noticed if the baseboard heaters were hot to the touch. LPN H indicated, yes, sometimes they 
can be hot. Surveyor asked LPN H how far beds should be kept away from the baseboard heaters. LPN H 
indicated staff are supposed to keep the beds two feet away from the baseboard heaters. On 12/10/25 at 
12:48 PM, Surveyor interviewed DON B (Director of Nursing) Surveyor asked DON B if she was familiar with 
R7. DON B indicated, no. Surveyor asked DON B about R7's bed mobility. DON B indicated per R7's 
medical record, she is working with therapy, switched to stand and pivot transfers then switched back the 
next day, and is currently a Hoyer transfer with two person assist. Surveyor asked DON B about R7's 
transfer status. DON B indicated, R7 is a Hoyer transfer. Surveyor asked DON B if R7 is a fall risk. DON B 
indicated, yes. Surveyor asked DON B if R7 has a risk of rolling out of bed. DON B indicated, potentially, R7 
is fairly cognitively intact, but she does not know R7 very well. Surveyor asked DON B, if a resident were to 
fall today and sustain a burn from the baseboard heater, what would she do to prevent further similar 
incidents. DON B indicated, auditing every day and ensuring beds are moved to their designated, safe 
location. Surveyor asked DON B if she would provide education related to the beds and baseboard heaters. 
DON B indicated, yes, along with counseling if repeated education is needed for the same staff members. 
The facility's failure to have a system in place to monitor surface temperatures of baseboard heaters in 
resident rooms and failure to ensure resident beds were an appropriate, safe distance from the heaters 
according to manufacturer's recommendations created a reasonable likelihood for serious harm, thus leading 
to a finding of immediate jeopardy. The immediate jeopardy was removed on 12/10/25 when the facility 
implemented the following: On 10/28/25, (R3) had a fall and did have burn to left posterior thigh. Immediate 
intervention: bed was moved away from the heat register. The next day she had a larger 42 bed to replace 
her bed as she did have standard bed in place and was used to a queen size bed. She did have change to 
the heat register to a newer style to be proactive for precautionary measures. (R3) did had no negative 
outcome. Denied pain to burn, no psychological harm, or negative outcome. and skin is healed at this time. 
(R7)-noted to have bed that was close to the heat register she could have had a fall from bed and had 
potential for injury related to risk level. She did have her bed moved to the other side of the room on 12/9/25. 
Care plan updated to include keep bed away from register. She did have a fall from bed but not onto the 
register. Re-education of staff was provided to staff to keep residents and bed away from heaters was 
started on 12/9/25, all staff educated prior to start of next working shift. All residents had ambassador rounds 
completed to make sure that beds were moved away the registers. Audit of rooms that on that end of the 
facility had tempteraure of the registers checked with infared thermometer. Staff education was done at the 
time with Huddle with staff. On 12/9/25, all resident rooms were checked and any beds that were closer than 
1-2 foot from the registers. All rooms were rechecked and any beds next to the heat registers were adjusted 
away from heaters. Care profiles are updated for staff to check bed/personal items placement in relation to 
the registers. All room heat registers had temperature checked and all are within manufacturer 
specificiations. 12/10/25 rooms were again checked for bed placement in designated place away from 
registers. 12/9/25 - (R7) was one of the 3 residents identified and bed was moved to the opposite side of the 
room away from the heat register. Facility did complete education with all staff that resident beds need to be 
away from the heat registers. All residents rooms were checked and some rooms were rearranged to move 
beds away from the heat registers. One room was not able to be rearranged and she was moved to another 
room. 3 other identified rooms were rearranged back to have the beds away from the heat registers ((R7) 
was one of these residents). Audit of rooms was completed on 12/9/25 and 12/10/25. Audits created to 
monitor heat registers temperature, room temperature, and any corrections for the heat registers. Audit 
created for the placement of bed away from the registers. Protocol was created for plan with follow on the 
registers. Submitted with IJ plan Will complete random temperatures for 5x/wk x 30 days, and 3x/wk x 2x/wk 
x 2 weeks then all audits will go to QAPI. NHA or designee will complete bed positioning audits to be 
completed 5x/wk x 30 days, 3x/wk x 2 weeks, 2x/wk x 2 weeks, and review all audits at QAPI. QAPI meeting 
held 12/10/25 for plan with auditing, root cause of concern, and plan for ensure complaince with F689. 
Baseboard Heat Registry Protocol Intent: Residents will maintain a safe distance away from the baseboard 
heat registries to ensure they are not at risk for burns. Resident beds will maintain a safe distance away from 
the baseboard heat registries. Resident recliners will be positioned in a way that does not put them at risk to 
come in contact with a baseboard heat registry. Concerns with any baseboard heat registry will be brought to 
the Maintenance Lead or Administrator's attention and receive prompt follow-up. Effective Date: 12/10/25The 
deficient practice continues at a scope and severity of E (potential for harm/pattern) related to the examples 
of R9, R10, and R11 and as the facility continues to implement its action plan:3. R9 was admitted to the 
facility on [DATE] with diagnoses including type 2 diabetes mellitus, muscle weakness (generalized), 
contracture of muscle (permanent shortening and tightening of muscle fibers leading to reduced flexibility 
and difficulty moving), multiple sites, low back pain, history of falling, tremor, dementia, and osteolysis (bone 
degeneration). R9's most recent Minimum Data Set with Assessment Reference Date of 11/10/25 indicated 
R9 has a BIMS score of 00 out of 15 indicating severe cognitive impairment. Section GG indicated R9 
utilizes a wheelchair for mobility and is independent with rolling left and right including all other mobility 
except for tub/shower transfers, which he is dependent on staff, and walking 10 feet which was not 
attempted due to R9's current illness, exacerbation, or injury. R9's Comprehensive Care Plan indicated in 
part:Problem: Resident requires assistance for ADLs (Activities of Daily Living) r/t (related to) weakness and 
diagnosis of dementia. Approaches include, in part: .Mobility: Independent wheelchair. Start Date: 8/22/23. 
Bed Mobility: Independent. Start Date: 8/22/23. Transfers: Assist of 1. He does self-transfer at times. Start 
Date: 5/27/24.On 12/9/25 at 3:40, Surveyors observed R9's room and noted he has his room temperature 
set to 75 F. Two Surveyors both touched R9's baseboard heater and both had to pull their hands away 
immediately due to the baseboard heater being so hot. Surveyors also noted that the bed was touching the 
baseboard heater at the time of observation and R9 was laying in the bed. R9, who gave permission for 
Surveyors to observe his baseboard heater, stated that the wall is hotter than hell. R9, who had his bed in 
the low position, also indicates his fingers have accidentally touched the baseboard heater while he was 
sleeping and it makes him jump because the baseboard heater is so hot. On 12/9/25 at 4:35 PM, LPN C 
(Licensed Practical Nurse) went to R9's room with Surveyor. Surveyor asked LPN C what she thought of the 
distance between R9's bed and the baseboard heater. LPN C indicated the bed and the baseboard heater 
were too close together. On 12/10/2
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