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OR LSC IDENTIFYING INFORMATION)

F 0676

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure residents do not lose the ability to perform activities of daily living unless
 there is a medical reason.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to provide the recommended adaptive equipment for
 one of two sampled residents (Resident 1). This facility failure resulted in Resident 1 using a regular one handled cup
 instead of a weighted two handled mug to drink coffee, contributing to mild bilateral [MEDICAL CONDITION] by spilled
 coffee. During a concurrent observation and interview with Resident 1 on 8/20/2020, at 1:20 p.m. in the dining room,
 observed Resident 1 with a hand tremor, drinking coffee in a regular one handled coffee cup. When asked about the incident
 of spilled coffee, Resident 1 stated I was sitting here and I reached for my cup of coffee. I bumped it and it spilled. It
 hurt when it landed on my legs. I've never spilled anything before, it was a fluke. During an interview on 8/20/2020, at
 1:39 p.m. with the Activity Assistant (AA), the AA stated, I was serving coffee and Resident 1's tablemate waved to me to
 come and pointed indicating Resident 1 had spilled coffee on their lap and floor. I asked Resident if it burnt her legs,
 and Resident 1 replied, I think so, a little. I took her right to her nurse. During a concurrent interview and record
 review, on 8/20/2020, at 2:10 p.m., with Dietary Director (DD), Resident 1 had a notice sent to the kitchen from the
 occupational therapist (OT) dated 4/24/2020 that indicated change for adaptive equipment: two handled mug. REMARKS: Patient to
use weighted two handle mug for all meals due to increased tremor/spilling of liquids. The DD confirmed that Resident 1
 had a weighted two handled mug recommended by the OT, and it was not provided.
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