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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
observations, interviews, and record reviews, the facility failed to ensure the resident environment
remains as free of accident hazards as is possible for 1 of 1 resident (Resident #1) reviewed for
safety.On 12/11/25 the facility failed to identify a hazard when Resident #1 was served her tea that
was hot enough to create 1st and 2nd degree burns after it spilled on her.The facility failed to ensure
staff knew the facility policy for Hot Beverage Preparation & Burn Safety and continued to serve hot
liquids that were out of range from their policy limits.This failure could place cognitively impaired
residents at risk for accidents, injuries, and a diminished quality of life. Findings include: Record
review of Resident #1's undated face sheet reflected an [AGE] year-old female admitted to the
facility on [DATE] with diagnoses of Hypertensive Heart and Chronic Kidney disease with Heart
Failure, Congestive Heart Failure, Atrial Fibrillation (poor heart rhythm) and High Blood Pressure
(Hypertension). The record reflects her date of death was 12/15/25.Review of Resident #1's hospice
admission form reflected the resident was on hospice as of 11/11/25 for terminal heart and kidney
diseases stage 4 (last stage).Review of Resident #1's Significant change MDS assessment dated
[DATE] reflected Resident #1 was assessed to have a BIMS score of 09 indicating she is moderately
cognitively impairedRecord review of Resident #1's Care Plan, reflected a Focus area was initiated
for Fragile Skin on 6/10/25 with a goal to have no skin complications. Resident #1's interventions
included encouraging the resident to call for assistance as needed and to observe skin for problems.
Review of Resident #1's 12/11/25 Skin Occurrence report reflected on 12/11/25 at 08:00 AM the
resident spilled her hot tea and it left her right upper arm red and warm. The report also reflected
DM-A contacted the company for the hot water dispensing machine to lower the temperature. The
report was completed by the DON.Review of Resident #1's weekly skin assessment on 12/11/2025
reflected burns assessed on her right shoulder, right side of chest, right elbow, right antecubital
(elbow) and right armpit. Report was completed by the DON.Review of Resident #1's orders reflected
the following treatment:An order on 12/12/2025 for Silver Sulfadiazine Cream -apply to right upper
arm, hip burn twice daily until heeled.Review of Resident #1's Discharge Summary on 12/15/2025
reflected she had exhibited progressive decline and diagnoses listed were heart failure and chronic
kidney disease.Observation on 1/5/26 at 11:50 AM revealed the kitchen temperature monitoring log on
hot liquids reflected the coffee being served on the drink station was 171 degrees F when it left the
kitchen. Observation (tested) of the coffee in the large serving decanter on the drink station that was
about to be served to residents had a temperature of 153.1 degrees F.Observation on 1/5/26 at 12:43
PM of the coffee from the large serving decanter on the drink station revealed the coffee was at 143.1
degrees F. Residents were actively drinking coffee in insulated cups and eating lunch in the dining
room at that time.In an interview on 1/5/26 at 12:12 PM CK-A stated, logs were being kept on all hot
liquids going to residents. She stated the maximum temperature allowed to serve hot liquids at was
165 degrees F. She stated they started monitoring the temperatures on 12/11/25 after Resident #1
was burned.In an interview on 1/5/26 at 1:19 PM DM-A stated they gave in-services to the kitchen
staff on serving hot liquids. She stated that residents did not like hot liquids below 150 degrees F;
(continued on next page)
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-they said it was too cold. She stated that all residents were assessed for safety handling of hot
liquids and all liquids were served in insulated cups with lids. She stated that when she went to
Resident #1's room after the tea spilled, the resident stated she thought it was too hot so she took
the lid off to allow the drink to cool. She stated there were burns on the right side of the resident. She
stated that she was not familiar with the Hot Liquid Policy and did not know what it stated for
maximum serving temperature. She stated water was heated up to 140 degrees F but if the resident
requested it to be reheated, they could go up to 150 degrees F and the staff were aware of that.In a
second interview on 1/5/26 at 1:58 PM CK-A stated she thought the maximum serving temperature
was 165 degrees F, but she had just learned from DM-A that the maximum temperature was 150
degrees F. She stated that she had been in-serviced on the Hot Liquid Policy, but she did not
remember what the policy said for the maximum temperature. She stated she was not concerned that
the coffee carafe had been 153 degrees F since it was only 3 degrees above 150 degrees F. She
stated the maximum temperature she would send hot liquids to a resident's room was 145-149
degrees F. She stated they were monitoring and logging the temperatures that left the kitchen so
residents did not get hurt and accidents did not happen where they got burned. When asked why the
monitoring log showed multiple days where liquids left the kitchen at temperatures as high as 171
degrees F, she did not know why. She stated it wasn't her initials on the log.In an interview on 1/5/26
at 2:43 PM DA-A stated she checked the temperature of the liquids going out to the residents. She
stated she was in-serviced recently on hot liquid safety. She stated the maximum temperature for
liquids to be served to residents was 150 degrees F. She stated if the liquid tested 170 degrees F,
she would wait for it to cool to 150 degrees F to serve it. She stated that she did not record any
temperatures checked after the initial check. She stated that monitoring the liquid temperatures was
important to prevent residents from getting burns and that burns could cause scarring or infections
and would hurt badly. She stated that she thought the coffee she checked for the carafe on the lunch
drink station was 175nd that was her final check on it. She stated the temperature did worry her, but
she noticed it came out at a different temperature.In an interview on 1/5/26 at 5:01 PM DT-A stated
the maximum temperature to serve hot liquids was probably between 130-150 degrees F. She then
stated the maximum temperature to serve would be 150 degrees F in a covered cup. She stated she
was pretty sure they were serving in that range but not sure of what the policy was. She stated the
temperature monitoring log was the responsibility of DM-A and she had not looked at the log. She
stated she could not remember if the temperature to hold liquids was 150- or 160-degrees F. She
stated it was important to monitor the temperature to stay out of the danger zone. She stated if
liquids were not monitored, the residents could get liquids too hot and be burned. She stated her and
the DM-A would get the best temperature figured out and would update the policy when they did. In an
interview on 1/5/26 at 6:01 PM DM-A stated the log in the kitchen for hot liquids was her idea and her
responsibility to monitor.In an interview on 1/5/26 at 6:14 PM the DON stated they did resident hot
liquid assessments periodically and determined who was safe with hot liquids. She said they no
longer were using the hot water machine, but they were using it when Resident #1 was burned. She
stated the machine showed the water was 200 degrees F but they measured the temperature of the
water as it came out and the water was 169 degrees F. They could not lower the temperature, so they
took the machine out of service and changed to the insulated coffee carafe for serving. She stated
kitchen staff were in-serviced on hot liquid safety. She stated it was important to monitor the
temperatures to prevent burns on residents and she thought the DM-A was monitoring the
temperature readings on the log.In an interview on 1/5/26 at 6:39 PM ADM-A stated after Resident #1
was burned, the facility started immediate in-services for kitchen staff on burns, liquid temperatures,
and safe serving. The in-services had policies attached. She stated they removed the hot water
dispensing machine. She stated it was important to monitor the temperature for resident safety to
prevent burns. She stated what failed was continuous monitoring and daily monitoring. She stated she
had assumed the log was being monitored by the DM-A.Record review on 1/5/26 at 2:10 PM of
(continued on next page)
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kitchen Hot Water Temperature Log revealed the following temperatures recorded leaving the
kitchen:12/11/25 4 readings between 169-170 degrees F.12/12/25 2 readings between 152-156
degrees F.The log was revised starting 12/29/25 which reflected a temp column labeled, Temp Going
Out12/29/25 2 readings above 150 degrees F.12/30/25 revealed the highest temperature recorded
was for hot tea at 183.2 degrees F.12/31/25 revealed the highest temperature recorded was for hot
tea at 188.6 degrees F.1/1/26 revealed the highest temperature recorded was for hot tea at 178.9
degrees F.1/2/26 revealed the highest temperature recorded was for coffee at 166.3 degrees
F.1/3/26 revealed the highest temperature recorded was for hot tea at 156.4 degrees F.1/4/26
revealed the highest temperature recorded was for coffee at 169.4 degrees F.1/5/26 revealed the
highest temperature recorded was for outside bar coffee at 171.6 degrees F.Record review of
facility's undated temperature policy titled, Hot Beverage Preparation & Burn Safety Policy
reflected:Hot beverages shall never exceed 140 degrees F at the point of service.Coffee was brewed
at 195-205 degrees F. Transferred to an insulated carafe. Allowed to cool. Maintained above 135
degrees F but not exceeding 140 degrees F.Approved service temperature was 135-140 degrees
F.Beverages exceeding 140 degrees F must not be served and must be cooled prior to service.
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