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Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45395

Based on interview and record review, the facility failed to identify that a resident who is at risk for developing 
pressure injuries and who had a pressure injury would be at a higher risk for developing a second pressure 
injury; and failed to implement preventative measures and adequate skin assessments for 1 of 4 residents 
(R1) reviewed for wounds in a sample size of 7. This failure resulted in R1 developing two pressure injuries 
to the back of his ears that were both identified at a stage 3 when found.

Findings include:

R1's face sheet indicated that resident admitted to the facility on [DATE] with a past medical history not 
limited to sepsis, acute respiratory failure, pneumonitis, encephalopathy, scoliosis, dysphagia; and 
discharged to an acute care hospital on 02/18/2025. 

R1's admission pressure ulcer risk assessment dated [DATE] showed R1 is at moderate risk for developing 
pressure injuries.

R1's Minimum Data Set (MDS) Resident Assessment and Care Screening, dated 02/03/2025 documented 
that R1 was dependent on staff for bathing, personal hygiene, dressing, bed mobilities and transferring in/out 
of bed. 

R1's care plan with date initiated 02/10/2024 documented: pressure ulcer to left ear related to immobility with 
last revision on 02/10/2025; pressure ulcer to right ear related to immobility with last revision on 02/21/2025. 
Interventions included but not limited to oxygen cannula will have ear protectors to alleviate pressure on the 
ear and weekly treatment documentation to include measurement of each area of skin breakdown's width, 
length, depth, type of tissue and exudate.

Order summary report with print date of 02/21/2025 showed the following orders for R1: oxygen (O2) 
inhalation via mask at 3 liters to maintain oxygen saturation above 90%, every shift for oxygen therapy, start 
date 01/30/2025; left ear pressure ulcer treatment, cleanse then apply [medical-grade honey] sheet in the 
evening, start date 02/04/2025; left ear pressure ulcer treatment, cleanse then apply [medical-grade honey] 
to affected area and cover with dressing in the evening, start date 02/18/2025; right ear pressure ulcer 
treatment, cleanse then apply [medical-grade honey] sheet, start date 02/21/2025. 
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R1's wound round assessment dated [DATE] documented stage 2 pressure ulceration to R1's left ear with 
measurements in centimeters (cm) of 3.00 x 2.00 x unknown (lengthxwidthxdepth). 

R1's wound round assessment dated [DATE] documented stage 3 pressure ulceration to R1's left ear with 
measurements of 3.00cm x 2.00cm x unknown. Wound assessment detail report dated 02/11/2025 
documented the same assessment, indicated R1's wound was facility-acquired and that R1 was provided 
with cushions to alleviate the pressure.

Review of nurse's note dated 02/04/2025 documented a fax was received back from V11 (Primary Care 
Physician/Medical Director) related to wound stating, local wound care. No documentation found that 
indicated R1 was seen by a wound physician.

R1' s wound round assessment dated [DATE] documented stage 3 pressure ulceration to R1's right ear with 
measurements of 1.00cm x 1.00cm x 0.20cm. Wound assessment detail report dated 02/17/2025 
documented the same assessment, indicated R1's wound was facility-acquired and a new wound assessed, 
new ear protectors added. 

Review of repeat pressure ulcer risk assessment dated [DATE] continued to show that R1 is at moderate risk 
for developing pressure injuries. No repeat skin risk assessment was completed after identifying the second 
pressure injury to the right ear on 02/17/2025. No evidence was found of ongoing assessments to affected 
skin areas, any effective preventative measures and/or interventions to prevent further development of 
pressure injuries such as turn/reposition every two hours, pressure relieving mattress, protective dressing to 
area behind ears, daily skin assessments, etc.

Review of nurse's note dated 02/18/2025 documented new pressure ulcer noted to the right ear where the 
cannula sits. Protectors were already in place although they were changed for new ones. [Medical Doctor] 
and guardian notified. New wound care orders to include right ear entered.

On 02/20/2025 at 01:38 PM, V2 (Director of Nursing) said R1 did not admit with any skin issues or irritation 
to his ears upon admission but developed pressure injuries to both ears from the straps of the oxygen mask. 
V2 added that R1 was at moderate risk for pressure injury upon admission.

On 02/21/2025 at 11:02 AM, V8 (Wound Care Nurse) said upon admission on 01/30/25, R1 did not admit 
with any skin issues but he was at risk for developing a pressure injury with a [pressure ulcer risk 
assessment] score was 14. V8 then said on 02/03/2025, he first identified a stage 3 pressure injury to R1's 
left ear that measured 3cm x 2cm (length x width), was unable to determine any depth and started a 
treatment for Medi honey then cover with bordered foam. V8 said he provided wound care Monday through 
Friday, and the floor nurse would provide wound care on the weekends. V8 added that R1 had weekly skin 
assessments in place. V8 then said on 02/17/2025, he identified a stage 3 pressure ulcer to R1's right ear 
that measured 1cm x 1cm x 0.2 cm (length x width x depth) and started treatment for Medi honey sheet. V8 
(Wound Care Nurse) added that he didn't see an issue or believed that R1 would develop pressure injuries 
to his ears from the mask straps so when he recognized an issue to the first ear, he applied protectors to 
both sides of mask straps as a preventative. V8 also said that at times when he would see R1, the mask 
would be pulled down and the strap would fold his ear downward then indicated moving forward, 
interventions should be implemented due to mask movement that could cause friction. 

(continued on next page)
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On 02/21/2025 at 11:49 AM, V2 (Director of Nursing) said ear protectors were not applied initially to R1 
because they did not suspect it was a high area of skin breakdown, but moving forward, any resident who 
admits in a similar condition and identified as high risk for developing pressure injuries will have ear 
protectors placed. 

On 02/21/2025 at 1:19 PM, called the office of R1's physician V11 (Primary Care Physician/Medical Director) 
and was informed by receptionist that V11 was out for the week, not reachable and will not return until 
Monday.

On 02/21/2025 at 2:23 PM, when asked if R1's pressure injuries should have been recognized sooner than a 
stage 3, V2 (Director of Nursing) said staff performed weekly skin assessments and should have looked at 
R1's face and skin every shift, when providing care or readjusting R1's mask, and when they observed his 
ear folded down from the mask strap. V2 then said a resident who develops a pressure injury would be 
considered at higher risk for skin breakdown and if a resident is not able to adjust themselves, they also 
would be at increased risk for developing a pressure injury. When asked if a pressure ulcer risk assessment 
should have been completed for R1 after the second injury was identified, V2 (DON) said she would need to 
follow-up with V8 (Wound Care Nurse) because he may have done one that could be within R1's wound 
documentation. (No additional pressure ulcer risk assessments were provided.)

Pressure Injury and Skin Condition Assessment policy last revised 01/17/2028 reads is part: to establish 
guidelines for assessing, monitoring, and documenting the presence of skin breakdown, pressure injuries 
and other ulcers and assuring interventions are implemented .a skin condition assessment and pressure 
ulcer risk assessment (Braden) will be completed at the time of admission/readmission. The pressure ulcer 
risk assessment will be updated quarterly and as necessary .each resident will be observed for skin 
breakdown daily during care and on the assigned bath day the CNA (certified nursing assistant) .care givers 
are responsible for promptly notifying the charge nurse of skin breakdown .at the earliest sign of a pressure 
injury or other skin problem, the resident, legal representative, and attending physician will be notified. 
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