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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to maintain an environment free of accident 
hazards by not maintaining water temperatures for resident consumption within a safe range to prevent the 
potential of skin burns for two residents. Staff provided a cup of hot water to a resident (Resident #2) who 
requested it to give to another resident (Resident #1) who wanted to make instant coffee in his/her room. 
Resident #2 took the cup of hot water to Resident #1's room, placed it on the over the bed table then left the 
room. When Resident #1 reached for the cup of water, he/she spilled the water on him/herself which resulted 
in a second-degree burn (involving the first two layers of skin and may present as deep reddening of the 
skin, pain, blisters, glossy appearance from leaking fluid, and possible loss of some skin) ranging from 
his/her right flank to his/her right mid-thigh. Resident #1 had a diagnoses of left sided hemiplegia (total or 
partial paralysis on one side of the body), polyneuropathy (damage or disease affecting peripheral nerves), 
stroke, and diabetes and took medications that decreased reaction and sensation to pain. The sample was 5 
and the census was 89. Review of the U.S. Consumer Product Safety Commission's Safety Alert showed 
most adults will suffer third-degree burns (damages the first here layers of skin and fatty tissue) if exposed to 
150-degree Fahrenheit (F) water for two seconds. Burns will also occur with a 6-second exposure to 
140-degree F water or with a 30-second exposure to 130-degree F water. Review of MedlinePlus.gov, last 
reviewed on 5/28/24, showed:-Major burns include: Second degree burns more than 2 to 3 inches (5.08 to 7.
62 centimeters (cm) wide;-Major burns need urgent medical care. This can help prevent scarring, disability, 
and deformity;-Adults over the age of 60 have a higher chance of complications and death from severe burns 
because their skin tends to be thinner than in other age groups. Review of the facility's Food Temperature 
policy, dated 5/2016, showed:-Purpose: To provide the dietary department with guidelines for food 
preparation and service temperatures;-Acceptable serving temperatures: Coffee &gt; (greater than) 135 
degrees F;-If temperatures do not meet the required serving temperatures, reheat or chill the product to the 
proper temperature;-No maximum temperature listed. Review of the facility's Incident Investigation policy, 
dated 10/24/22, showed:-Purpose: To ensure that the facility tracks incidents that take place at the facility in 
an effort to increase the quality of care provided to residents;-Policy: An incident includes but is not limited to 
the following: Burns. Review of Resident #1's annual Minimum Data Set (MDS, a federally mandated 
assessment instrument completed by facility staff), dated 8/12/25, showed:-Cognitively intact;-Used a 
wheelchair;-Upper and lower extremity range of motion - impairment on both sides;-Diagnoses of left side 
hemiplegia, polyneuropathy, stroke and diabetes. Review of the resident's medical record showed an age of 
[AGE] years old at the time of the burn. Review of the resident's care plan in use at the time of on-site 
investigation, showed:-Focus: Resident has acute/chronic pain, revised 10/20/24;-Goal: Pain will be 
minimized with the use of scheduled and/or as needed (PRN) pain meds;-Interventions included: Administer 
analgesia (treatment to reduce pain) as per order;-No documentation of the burn incident on 9/8/25. Review 
of the resident's physician order sheet showed an order dated 2/21/25, for Gabapentin (medication used to 
treat nerve pain, the action of the medication inhibits the release of certain neurotransmitters which are 
involved in transmitting and amplifying pain signals. By reducing the activity of these pain-signaling nerve 
cells, gabapentin decreases or slows the brain's reaction to pain stimuli, resulting in a reduction of pain 
sensation) 600 milligrams (MG), Give 1 tablet by mouth three times a day for neuropathy. Scheduled 
administration times: AM, Noon, and PM. Review of the resident's September 2025 Medication 
Administration Record, showed:-On 9/7/25, Gabapentin Tablet 600 MG Give 1 tablet by mouth three times a 
day for neuropathy, administered as ordered at AM, Noon, and PM;-9/8/25 A.M., Gabapentin Tablet 600 MG 
Give 1 tablet by mouth three times a day for neuropathy, administered as ordered at AM, Noon, and PM. 
Review of the resident's progress notes, showed:-On 9/7/25 at 11:45 A.M., Weekly Skin Observations: Late 
Entry: Skin color is normal. No skin issues to report;-On 9/8/25 at 1:01 P.M., Weekly Skin Observations: skin 
color is normal. Skin temperature is dry, warm. Skin turgor (the ability of the skin to return to its normal shape 
after being pulled or pinched) is normal as skin returns promptly. Skin issues present. Refer to assessment 
for more information;-On 9/9/25 at 11:14 A.M., Nursing Note: nurse went into resident's room to check on 
him/her after receiving burn from spilled coffee. Resident stated that he/she was doing fine, and his/her 
treatment was still intact. Resident also stated that he/she was not in any pain and burned area was not 
affecting him/her or causing discomfort. Review of the resident's Weekly Skin Observation, completed on 
9/8/25 at 1:01 P.M., showed burn to right flank side due to spilled coffee. No measurements or description 
documented. Review of the facility's Incident by Incident Type report, dated 8/1/25 to 9/8/25, showed the 
record privileged and confidential - not part of the medical record. No documentation of Resident #1's burn 
injury on 9/8/25. During an interview on 9/9/25 at 11:15 A.M., Resident #1 said he/she got a 3rd degree burn 
on his/her right side because he/she spilled hot coffee on him/herself. He/She did not know the water was 
hot enough to burn him/her, but his/her skin just fell off. He/She said Resident #2 got hot water from Dietary 
[NAME] A in the kitchen. Wound Nurse D came to see about the burn on his/her side the same day. He/She 
thought that was about 7:30 A.M. or so. He/She was not in pain. He/She took Gabapentin, so he/she did not 
feel any pain. The coffee did not spill directly onto him/her. It spilled on the sheet and went into the side of 
his/her brief. He/She could use his/her right hand, however, the last three fingers on the left hand are 
contracted (a permanent shortening or tightening of muscles, tendons, or other tissues that restricts 
movement). He/She used both hands to hold the cup to drink his/her coffee. Observation of the resident at 
this time, showed a dried brown ring underneath the resident. He/She said it was spilled coffee. The visible 
part of the dried brown ring spread out from the armpit level, down underneath the white blanket. The 
resident's right arm was bent in a triangle shape, and part of the dried brown ring was visible. A dressing was 
in place over the right flank. Review of the resident's physician order sheet, showed:-An order dated 9/10/25, 
for Xeroform oil emulsion gauze (not adherent dressing). Apply to right flank topically one time a day every 
Monday, Wednesday, and Friday for wound healing. Cleanse would with hypochlorous acid (used to clean 
and prevent infection), pat dry. Apply xeroform to wound bed and cover with dressing;-No treatment order 
obtained prior to 9/10/25. During an interview on 9/10/25 at 9:42 A.M., Certified Nursing Assistant (CNA) B 
said Nurse Assistant (NA) C helped him/her with Resident #1 after spilling the coffee. The resident told them 
he/she had spilled coffee on him/herself earlier that day. There was a brown coffee stain on the sheet 
underneath him/her. When CNA B and NA C rolled the resident onto his/her side they saw the burn. CNA B 
said his/her white meat showed on the resident's side and skin had rolled off. He/She asked the resident if 
the resident knew he/she was burned. CNA B did not know how the resident was not in pain because he/she 
(CNA B) would have been screaming. During an interview on 9/10/25 at 9:40 A.M., NA C said he/she helped 
CNA B change the resident. When the resident was rolled to his/her side he/she saw the burn. The burn was 
big. The resident said he/she spilled coffee on himself/herself earlier. They called the Wound Nurse (Wound 
Nurse D) to see the burn. The resident usually drank coffee throughout the day. During an interview on 
9/9/25 at 11:15 A.M., Wound Nurse D said there must have been a blister that popped before he/she 
assessed the resident. Wound Nurse D talked to the Dietary Manager (DM) that day about giving Resident 
#1 hot water and informed them of the burn. He/She was told by the DM that the water was something like 
200 degrees F. On 9/10/25 at 2:00 P.M., Wound Nurse D described the area as pink and a partial thickness 
open area. The area was located on the right side from the rib cage down to the waist/hip area, (flank). The 
area measured 39 centimeters (cm) x 12 cm x 0.1 cm depth. The wound nurse said he/she did not classify 
the burn; the Wound Nurse Practitioner (NP) would classify it after she saw it on Monday. Observation of 
Resident #1 and interview on 9/11/25 at 12:00 P.M., showed the resident lay in bed. Staff removed the 
dressing on his/her right side. There was a large irregular shape area on the right side, where the top layer of 
skin was missing. The Wound NP assessed the resident and described the area as a second-degree burn; 
she said the skin had blistered and peeled back. The size of the wound was 30 cm X 10 cm X 0.1 cm. The 
NP told the staff to monitor the area daily and changed the treatment of xeroform to daily. Observation on 
9/9/25 at 12:18 P.M., showed Dietary Aide E tested the water temperature from the new coffee system. The 
water obtained from the back spicket. The cup filled half full. The coffee pot stationed in the resident dining 
room, on a table nearest the entrance to the kitchen. Dietary Aide E walked the cup out to the dining room 
area and took the temperature of the coffee. The temperature measured 189 degrees F. Observation and 
interview on 9/9/25 at 2:20 P.M., the Dietary Manager tested the water temperature from the new coffee 
system. The temperature measured 179 degrees F. The DM said the water was too hot for staff to give to 
any residents to walk through the hall with or to make coffee in their room. Resident #2 got the hot water 
from Dietary [NAME] A. Resident #1 had instant coffee and gotten hot water before, from the old coffee 
system. The old coffee system water did not get very hot. The new system was only a week and a half to two 
weeks old. No one thought the water would get that hot. They did not take water temperatures from the 
coffee system and did not have a system in place to do that. During an interview on 9/10/25 at 9:57 A.M., 
Resident #2 said he/she got the hot water from the kitchen. Dietary [NAME] A gave the hot water to him/her. 
He/She was not in Resident #1's room when the coffee spilled, but Resident #1 told him/her the coffee 
spilled onto him/her. Resident #2 wondered if the burn Resident #1 got was bad. Resident #2 said he/she got 
hot water from the kitchen every day. During an interview on 9/10/25 at 10:29 A.M., the Director of Nursing 
(DON) said she found out about the burn on the morning of 9/8/25. Wound Nurse D told her about Resident 
#1's burn. She was told the coffee fell over and the resident was burned on his/her right flank area. She did 
not know what degree it was because the blister had already popped. The NP was at the facility during the 
morning meeting and was made aware at that time. The DON said hot coffee temperature, from her 
understanding, was nothing over 140 F. The coffee machine was new. Staff had to let the coffee cool. She 
heard after the fact that the water was 200 degrees F. Staff should have checked the temperature of the hot 
water before sending it out to Resident #2. The water was too hot to give to the resident. During an interview 
on 9/10/25 at 11:00 A.M., Dietary [NAME] A said on 9/8/25, Resident #2 asked for hot water. The resident 
had a cup with a lid. He/She put hot water in that cup. Dietary [NAME] A said he/she let the cup sit for about 
15 minutes to cool off. He/She did not take the temperature of the hot water before he/she gave it to the 
resident. He/She gave the cup back to the resident and told the resident to be careful. The water was hot. 
Dietary [NAME] A said it was too hot. He/She did not know the resident was getting the water for someone 
else. He/She found out about the burn right before lunch that day, about two or three hours later. Other 
residents came for hot water, but Resident #2 came every day. The coffee system was about two weeks old. 
The machine filled up on its own, staff did not need to add water to it. Hot coffee should be between 140 to 
150 degrees F. The machine temperature showed 180-190 degrees F when the coffee was ready to brew. 
He/She did not know the policy and said hot coffee should be served at 135 F or less. Dietary [NAME] A said 
he/she was in-serviced regarding hot water when he/she returned to work on 9/10/25. He/She was off on 
9/9/25. During an interview on 9/17/25 at 4:32 P.M., Resident #2 said he/she went to the kitchen to get hot 
water for Resident #1. He/She asked Dietary [NAME] A for hot water. He/She waited in the dining room, 
while Dietary [NAME] A went in the kitchen to get the hot water. Resident #2 said he/she did not wait very 
long for the hot water. Dietary [NAME] A added a lid on the cup. Then, Resident #2 took the water to 
Resident #1. During an interview on 9/10/25 at 5:29 P.M. and 6:17 P.M., Licensed Practical Nurse (LPN) G 
said he/she was not aware if Resident #2 brought Resident #1 coffee or hot water. He/She knew the two 
were friends. Resident #1 asked him/her on 9/8/25, to change his/her cover because he/she had made a 
mess. The nurse said the resident had a brown spot on his/her cover and on his/her sheet. The nurse did not 
know what the discolored spot was, he/she thought it may have been juice or soda. The nurse changed the 
cover but did not change the sheet. The nurse did not do a skin assessment, the resident was alert and 
oriented times four (person, place, time, and situation) and if he/she needed something he/she would have 
told the nurse. The resident did not complain of pain and did not report he/she spilled anything. During an 
interview on 9/11/25 at 9:40 A.M., Registered Nurse (RN) J said he/she completed a 
Situation-Background-Assessment-Recommendation (SBAR). He/She did not remember who got the 
treatment order but a treatment order was obtained. He/She was called by a CNA but could not remember 
who. He/She was in the middle of doing blood sugar checks. He/She did not take measurements of the burn, 
but knows they were taken. He/She notified the wound nurse. He/She did not remember if the resident's bed 
was wet but then said standing back and recalling the events, maybe the resident's bed was wet. After the 
initial assessment, there should be an order for dressing changes and incident follow-up. The burn was a 
change in the resident's condition. Incident follow-up was needed because of the incident. Incident follow-up 
was 72-hour documentation, once a shift. Incident follow-up notes are documented in the progress notes. 
Review of the resident's SBAR Communication Form and progress note, dated 9/8/25 at 8:27 A.M., 
showed:-Patient burned by coffee;-Patient spilled coffee on him/herself;-Treatment nurse made aware and 
new orders obtained;-Nursing Note: Patient spilled coffee. Patient sustained a burn to the right flank. Patient 
denied pain and/or discomfort. Patent states that he/she spilled coffee and did not notice anything. Patient 
assessed for burn and pain. Head to toe skin assessment completed. Pain assessment completed 0/10 
(indicated no pain). Vital signs obtained and withing normal limits. New orders obtained after calling the 
medical doctor (MD). During an interview on 9/10/25 at 4:10 P.M., the DON said if a resident had been 
burned, she would expect staff to immediately assess the resident, complete vital signs, clean the wound, 
and contact the MD or wound NP to get treatment orders. The resident comes first. The wound nurse 
completed the resident's assessment, and the wound nurse contacted the Wound NP. The wound was 
documented under assessment. The DON looked at the wound documentation from 9/8/25 and confirmed no 
measurements were documented and said she knew the wound nurse completed the measurements and 
maybe the measurements were documented somewhere else. The resident was not seen in the emergency 
room (ER) because he/she was not in pain, there was no infection, no drainage and his/her vital signs were 
stable. This happened on Monday morning before breakfast. The resident got his/her hot water from another 
resident. To her understanding, staff poured the hot water and let it sit for 15 minutes. The staff member did 
not know the hot water was for another resident. She found out the resident spilled the water when the 
resident told staff. Staff told the wound nurse, and the wound nurse went to see the resident. Staff were 
made aware after it happened, immediately after. The DON looked at the resident's progress notes and said 
she would have to find out where the measurements were documented. She would expect the medical 
record to be complete and accurate. She did not know if the facility had the documentation somewhere else. 
Other staff will know about the issues if it is not documented in the progress note because it is written on the 
report sheet and staff have shift to shift report. After the initial assessment is completed, the nurse should 
complete the treatment per order and monitor the site daily to ensure the dressing is intact and to check the 
skin around the dressing to be sure it is good. This is documented in the progress notes. The treatment 
change is done by the wound nurse. When the wound nurse is not at the facility, the nurse on the floor would 
check it. Staff also assessed the resident for pain. During an interview on 9/10/25 at 5:05 P.M., the Regional 
Nurse Consultant (RNC) said she expected staff to follow the facility's policy for coffee temperatures which 
were to serve coffee at temperatures greater than 135 degrees F. It was just an accident. Residents have the 
right to have hot coffee. On 9/11/25 at 12:45 P.M., the RNC said the 24-hour nurse report was for Quality 
Assurance only. No copy would be provided to the state surveyors. The DON made a mistake by saying they 
were available.
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