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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure residents environment
remained as free of accident hazards as is possible for 1 of 5 residents (Resident #1) reviewed for
accident hazards. The facility failed to serve coffee at an appropriate temperature resulting in
Resident #1 acquiring burns to his left and right inner thighs from a coffee spill. The noncompliance
was identified as PNC. The past noncompliance began on 5/22/26 and ended on 5/23/26. The facility
had corrected the noncompliance before the survey began. This failure could place residents at risk of
burns, infection, and hospitalization.Findings included: Record review of Resident #1's face sheet,
dated 6/1/26, indicated Resident #1 was a [AGE] year-old male admitted on [DATE] with diagnoses
of unspecified dementia (altered cognition), type 2 diabetes (insulin resistance) with chronic kidney
disease, and need for assistance with personal care. Record review of a quarterly MDS assessment,
dated 5/20/2026, indicated Resident #1 had a BIMS score of 6 which indicated severely impaired
cognition and he required assistance for all ADLs. He required setup or clean-up assistance with
eating/drinking. Record review of a comprehensive care plan, dated 11/10/2025, indicated Resident
#1 had an ADL self-care performance deficit. Interventions were in place including providing
supervision as needed for eating. Record review of Resident #1's comprehensive care plan, revisions
on 5/22/26, indicated the resident was at risk of burns due to hot liquids. Resident #1 noted to
remove lid at times and did not follow education risks related to hot liquid safety. Interventions were
put in place including coffee and other hot liquids should not be served if over 140 degrees, if hot
liquid was spilled on resident staff should poor room temperature or lower temperature liquid on the
affected area of the resident, and resident reinforced to use a cup with a lid. There were no previous
hot liquid safety interventions care planned. Record review of an event note for a burn, dated
5/22/26, indicated Resident #1 received a burn in the dining room to his right and left inner thighs,
caused by coffee, tea, or other hot liquid. The description of the event indicated CNA A was taking
residents to the dining room and another resident stated that Resident #1 had spilled coffee on
himself. The event note indicated the cup of coffee was reportedly sitting too close to the edge of the
table and when Resident #1 moved back from the table the coffee spilled on his lap. Redness was
noted to right and left inner thighs. Resident #1 complained of a burning sensation and cold
compressors were applied and a scheduled pain medication was administered. Interviews were
attempted with CNA A on 6/1/26 at 1:28 p.m., 1:40 p.m., 2:23 p.m., and 3:48 p.m. Voice mail was left
requesting a return call, but no call was received. Record review of a skin assessment, dated 5/22/26
at 9:07 a.m., indicated Resident #1 had the following new findings: To left inner thigh: reddened area
from mid anterior (nearer the front) thigh to inner posterior (nearer the rear) thigh from spilled coffee.
To right inner thigh: reddened area from mid anterior thigh to posterior thigh. One fluid filled blister to
distal portion (away from center of body or point of attachment) measuring 1X 1 cm Ice water
compresses applied and treatment order received for silver ointment until healed. Record review of a
skin assessment, dated 5/22/26 at 11:37 a.m., indicated Resident #1 had the following new findings:
Additional fluid filled blister # 2 also to distal portion measuring 0.3x 0.3 cm Record review of an injury
(continued on next page)
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note dated 5/23/26 at 11:57 a.m. indicated Resident #1 had the following noted injury: right thigh
intact blister, left thigh (2) small burns Record review of facility Coffee Temperature Log, dated
05/16/26 through 05/22/2026, indicated on 5/22/26 coffee was served with a temperature of 160
degrees by Dietary Aide D's initials. During an observation and interview on 6/1/26 at 9:50 a.m.,
[NAME] Aide C said she was generally responsible for checking the temperature on the coffee prior
to it being served to residents. [NAME] Aid C said she checked the temperature after every pot of
coffee that was brewed and added ice to the coffee to reach a desired temperature of 140 or below.
[NAME] Aide C said the risk of serving coffee to residents that was too hot could result in burns.
[NAME] Aide C was observed calibrating the thermometer and checking the temperature of the coffee
in the coffee dispenser in the dining room. The temperature of the coffee was observed to be 137.0
degrees. During an interview on 6/1/26 at 10:00 a.m., the DM said all staff who worked in the kitchen
were trained in the proper procedures for making coffee. The DM said part of that process included
checking the temperature of the coffee and making sure it was below 140 degrees. The DM said the
coffee maker brewed coffee at 200 degrees and then ice was added to cool down the coffee to
serving temperature. The DM said she audited the coffee temperature logs daily to ensure they were
filled out and the temperature was below 140 degrees. The DM said on the day of the incident Dietary
Aide D failed to check the temperature of the coffee prior to serving it to the residents. The DM said
the coffee temperature was checked after the incident and the temperature was found to be 160
degrees. The DM said the policy was to serve coffee at 140 degrees or below to prevent burns. During
an interview on 6/1/26 at 10:10 a.m., Resident #1 said he was sitting in the dining room and his
coffee was on the edge of the table. Resident #1 said when someone moved the coffee fell over into
his lap. Resident #1 was unable to state who moved causing the coffee to fall over. Resident #1 said
he felt pain rated 9/10 on a 0/10 scale from the coffee burn. Resident #1 said staff acted immediately
to assist him and applied ice to the burns which was effective at relieving some of the pain. Resident
#1 said the burns do not hurt him unless staff were doing wound care, then the pain would be up to
5/10, which he said was okay. Resident #1 said there was no lid on his coffee cup when it spilled, but
there were always lids on the coffee cups now. During an observation on 6/1/26 at 10:15 a.m., LVN B
completed wound care for Resident #1. Resident #1's skin was observed and an open wound was
noted to his right inner thigh along with redness. Discoloration was noted to his left inner thigh, but no
redness or blisters. LVN B completed wound care following provided wound care orders of applying
alginate calcium once daily and covering with gauze island with border dressing. During an interview
on 6/1/26 at 10:15 a.m., LVN B said she was the treatment nurse and she completed an initial wound
assessment of Resident #1 after he was burned. LVN B said Resident #1 had redness to both inner
thighs and two fluid-filled blisters, one on each thigh. LVN B said the blister had resolved on the
resident's left thigh and redness had mostly resolved, only discoloration remained. LVN B said
Resident #1 had a nickel sized blister on his right thigh the previous day, but it must have ruptured
overnight, because it was now an open wound. LVN B said Resident #1 generally did not complain of
pain during his wound care, but he did receive scheduled pain medication. LVN B said Resident #1's
left thigh was healed and as of 6/1/26 the most recent wound orders were performed. Record review
of Resident #1's wound care physician's orders, dated 6/1/26, indicated for burn wound of the right
thigh, add alginate calcium once daily and discontinue silver sulfadiazine 1%. Continue with gauze
island with border dressing. During an interview on 6/1/26 at 3:13 p.m., the ADM said immediately
following the incident she asked the HS to take the temperature of the coffee. The ADM said the HS
went into the kitchen and retrieved the thermometer and checked the temperature of the coffee and it
was 106 degrees. The ADM said she then interviewed Dietary Aide D and Dietary Aide D said she did
not check the temperature of the coffee prior to serving it to residents on that day. The ADM said
Dietary Aide D told her she checked the coffee temperature immediately after the resident was burned
and it was 160 degrees. The ADM said Dietary Aide D wrote the 160-degree temperature down on the
temperature checking log. The ADM said Dietary Aide D said she added ice to the coffee to cool it
(continued on next page)
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down resulting in the lower 106-degree temperature when checked by the HS. The ADM said Dietary
Aide D was able to verbalize all steps that should have been taken to check the temperature of the
coffee prior to serving but failed to do so. The ADM said Dietary Aide D said she did not check the
temperature of the coffee before serving it to residents because she was not the one who brewed the
coffee. The ADM said Dietary Aide D was terminated as a result of the incident and all other staff
received in-service training. Interviews were attempted with Dietary Aide D on 6/1/26 at 1:22 p.m.,
2:28 p.m., and 3:46 p.m. Voice mail was left requesting a return call but no call was received. During
an interview on 6/1/26 at 4:03 p.m., the HS said on 6/1/26, after Resident #1 was burned by coffee,
he went into the kitchen to check the temperature of the coffee. The HS said Dietary Aide D reported
the temperature was 106 degrees. The HS said he checked the temperature of the coffee in the
dispenser and noted it to be 106 degrees. The HS said he reported his findings directly to the ADM and
did not interview any kitchen staff members. Record review of coffee temperature log, dated 5/22/26
and filled out by Dietary Aide D, indicated coffee the temperature was 160 degrees when served.
Record review of an undated facility policy titled, Guidelines on Serving Coffee in the Nursing Facility,
indicated: .The standard for coffee service will be 140 degrees, unless the facility's residents have
stated an overwhelming preference for coffee to be served at a higher temperature and additional
safety measures have been implemented . It was determined these failures resulted in Resident #1
being harmed on 5/22/2026. Facility took the following actions to correct the non-compliance: Record
review of AD Hoc QAPI meeting for coffee burns, dated ??, indicated all steps in protocol were taken
and the MD was informed of the facility plan. Record review of Resident Response List, dated 6/1/26,
indicated hot liquid assessments were conducted on all residents who consumed hot liquids in the
facility on 5/22/26. Record review of Resident #1's care plan, revision dated 5/22/26, indicated it
was updated to include interventions for received burns and hot liquids. Interventions included coffee
and other hot liquids should not be served if over 140 degrees, if hot liquid was spilled on self, staff
should pour room temperature or lower temp liquid on the affected area of the resident, and Resident
#1 was to use a cup with a lid. Record review of coffee temperature logs, dated 01/01/2026 to
06/02/2026, indicated no other instances of coffee being served above the 140 degree limit. Record
review of Coffee Temperature Monitoring logs, dated5/22/26 to 6/2/26, indicated the DM would, at
least 5 days per week, ensure dietary staff were logging coffee temperatures prior to making
accessible to residents and that the temperatures were 140 degrees or less. All monitoring checks
were conducted. Record review of Coffee Temperature Monitoring logs, dated 5/22/26 to 6/2/26,
indicated the DM would, at least 5 times per week, ensure any dietary initiated interventions for those
at risk for hot liquids were in place as care planned. All checks were completed and care plans were
being followed. Record review of Coffee Temperature Monitoring logs, dated 5/22/26 to 6/2/26,
indicated the DON would, at least 5 times per week, ensure any nursing initiated interventions for
those at risk for hot liquids are in place as care planned. All checks were completed and care plans
were being followed. Record review of Coffee Temperature Monitoring logs, dated 5/22/26 to 6/2/26,
indicated the DM or DON would ask at least 10 staff per week what temperature coffee and other hot
liquids should be prior to making accessible or serving to residents. All checks were completed with
appropriate staff responses. Record review of an Employee Disciplinary Report, dated 5/22/26 to
6/2/26, indicated Dietary Aide D was terminated on 5/22/26 for reason .[Dietary Aide D] failed to
meet their job duty/responsibility expectations. On 05/22/2026 it was found that [Dietary Aide D]
failed to ensure that the required temperature was accurate to serve residents, resulting in an injury
to a resident. During interviews and observation on 6/1/26 date at 11:15 a.m. through 11:50 a.m. time
with kitchen staff members DM, [NAME] Aid E, Dishwasher F indicated all staff knew the proper
procedure for checking coffee temperatures, logging the temperature on the temperature log sheet,
and to not serve coffee to residents if it was above 140 degrees. Observation of [NAME] Aide E
reflected the ability to correctly calibrate the thermometer and check the temperature of the coffee.
During an observation on date 6/1/26 of sampled temperatures of coffee dispensers in the facility in
(continued on next page)
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the dining room reflected coffee temperatures of 137 degrees at 9:50 a.m. and 115 degrees at 3:15
p.m. Sampled temperatures of a coffee dispenser in a separate bistro area at 3:09 p.m. reflected
coffee temperature of 130.6 degrees. Record review of coffee temperature log, dated 6/1/26,
indicated coffee had been served at appropriate temperatures below 140 degrees. During interviews
on 6/1/26 date at 11:15 a.m. to 11:50 a.m. time with sampled residents Resident #2, #3, #4, #5 all
indicated the coffee temperature had never been too hot. All residents interviewed indicated they
would prefer the coffee to be hotter but were satisfied with the temperatures.
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