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Level of Harm - Actual harm

Residents Affected - Few

Based on observations, interviews and record review conducted during an Abbreviated Survey (Complaint #: 
NY00368800/Intake ID: 466508) from 08/26/2025 to 09/12/2025, the facility failed to ensure residents 
received the necessary care, treatment, and services, consistent with professional standards of practice, to 
promote healing and prevent new pressure ulcers from developing for one (1) of three (3) residents 
(Resident #8) reviewed. Specifically, the facility failed to ensure Resident #8's specialty mattress was in 
place from 01/04/2025 to 01/10/2025, and the resident was later found to have a stage two (2) 
(partial-thickness skin loss) and stage three (3) (full-thickness skin loss) pressure ulcer to their buttocks. This 
resulted in actual harm to Resident #8 that is not Immediate Jeopardy. The findings are:The facility policy, 
Skin Care Program, with a revision date of 10/01/2023, included all residents with a history of pressure 
injuries within the past 12 months should be considered to be in the high risk category for prophylactic 
(preventative) interventions. All wounds will be offloaded (the process of reducing or eliminating pressure on 
a wound site to promote healing) and advanced wound therapies will be utilized to promote wound healing in 
accordance with best practices. The undated facility document, How To Check the Proper Placement of 
ROHO (mattress overlay system for people who require skin or soft tissue protection) and Low Air Loss 
(LAL) Mattresses for Residents, included specialty mattresses are specifically designed to reduce pressure 
over the body in order to help prevent and treat pressure injuries (pressure ulcers). All specialty mattresses 
need to be checked by the nurse every shift to ensure they are in place and functioning properly for the 
safety of residents. If a resident has an order for a specialty mattress and the mattress is not in place or is 
malfunctioning, the nursing supervisor should be immediately notified. Resident #8 had diagnoses that 
included diabetes, pressure ulcers, and muscle weakness. The Minimum Data Set (a resident assessment 
tool) dated 10/10/2024 included the resident had moderate cognitive impairment, was at risk for developing 
pressure ulcers, had two (2) unhealed pressure ulcers, was receiving pressure ulcer care, and had pressure 
reducing devices for their bed and chair. Review of physician orders included an order dated 09/27/2024 for 
a specialty 42 inch ROHO mattress and to check that the mattress is in place and inflated every shift.In a 
Wound Assessment form dated 11/13/2024, Wound Care/Registered Nurse #1 documented the left buttock, 
stage three (3) pressure ulcer was healed with recommendations to continue treatment with barrier cream 
(adds a protective layer to skin to help prevent damage) and ROHO cushion for prophylaxis. In a Skin Check 
form dated 01/08/2025, Licensed Practical Nurse #4 documented Resident #8's skin was clear and intact. 
Review of the Comprehensive Care Plan dated 01/09/2025, revealed Resident #8 was at risk for pressure 
ulcers. Interventions included but were not limited to: check skin and report any signs of breakdown, use 
pillows, pads, or wedges to reduce pressure, and to turn and reposition. Additionally, as of 01/10/2025, the 
care plan included Resident #8 had new wounds, was transferred to another unit without the specialty 
mattress, and sustained pressure areas to their right and left buttocks. Review of an undated Facility 
Investigation included during skin rounds on 01/10/2025, Resident #8 was found to have new skin loss over 
their bilateral buttocks. Resident #8 was transferred on 01/04/2025 from Friendship 3 [NAME] to Friendship 4 
East and their ROHO mattress was not transferred with them. Additionally, a statement documented by 
Licensed Practical Nurse #2 included the resident did not have the ROHO mattress while on Friendship 4 
East.In an undated, signed statement, Registered Nurse Supervisor #1 documented they were told on the 
evening of 01/04/2025 Resident #8 needed to move to another unit after their roommate tested positive for 
COVID-19. Resident #8 was transported to the receiving unit by wheelchair and Registered Nurse 
Supervisor #1 was unable to find any staff to help them transfer the resident's bed. Registered Nurse 
Supervisor #1 reported to the night staff that Resident #8 had been moved but did not have their bed with 
specialty mattress. In a Witness Statement form dated 01/04/2025 to 01/05/2025, Licensed Practical Nurse 
#1 documented there was no ROHO mattress, and they notified Licensed Practical Nurse Supervisor #1. 
Licensed Practical Nurse #1 documented ‘not administered' on the Treatment Administration Record for the 
01/04/2025 night shift and informed the oncoming day shift nurse. The January 2025 Treatment 
Administration Record from 01/04/2025 to 01/10/2025 included to check that the specialty mattress was in 
place and inflated and a review of the documentation revealed the following: The ROHO mattress was 
documented by nursing staff as ‘not administered' on 01/04/2025 night shift, 01/05/2025 evening and night 
shift. The ROHO mattress was documented by nursing staff as ‘administered' on 01/04/2025 (day and 
evening shift), 01/05/2025 (day shift), 01/06/2025 (day, evening, and night shift), 01/07/2025 (day, evening, 
and night shift), 01/08/2025 (day, evening, and night shift), 01/09/2025 (day, evening, and night shift), and 
01/10/2025 (day shift)In Wound Assessment forms dated 01/10/2025, Wound Care/Registered Nurse #1 
documented Resident #8 had facility acquired wounds, to include a stage three (3) full thickness wound to 
their left buttock measuring 2.5 centimeters in length, 2.0 centimeters in width, 0.2 centimeters in depth and 
a stage two (2) partial thickness wound to their right buttock measuring 1.0 centimeter in length, 0.3 
centimeters in width, and 0.1 cm in depth. Wound Care Registered Nurse #1 documented the wounds 
resulted from pressure after being transferred to another unit without their specialty mattress. In a Provider 
Acute Visit note dated 01/14/2025, Physician Assistant #1 documented Resident #8 was seen for pressure 
related skin breakdown to their bilateral buttocks. The resident was transferred to another unit without their 
specialty mattress and developed the pressure injuries as they were without the mattress for a period of time. 
During a telephone interview on 08/27/2025 at 10:00 AM, Licensed Practical Nurse Supervisor #1 stated 
during an off shift (evening or night), nursing staff would be the ones responsible for transferring a resident's 
bed to their new room. If it was a specialty bed/mattress, then it should go the same night as the resident. 
Licensed Practical Nurse Supervisor #1 stated if the specialty bed/mattress could not be transferred, they 
would pass it on to the next shift. Licensed Practical Nurse Supervisor #1 stated they recalled a resident 
needed to be transferred to another unit, the resident was out of bed and transported without their specialty 
mattress. Licensed Practical Nurse Supervisor #1 stated they became aware the resident did not have their 
bed with specialty mattress at approximately 2:00 AM or 3:00 AM and passed it on to the day shift supervisor 
to avoid disturbing the resident at that late hour. During a telephone interview on 08/28/2025 at 11:12 AM, 
Wound Care/Registered Nurse #1 stated Resident #8 was transferred to another room without their specialty 
mattress which led to the development of pressure injuries. The specialty mattress was ordered to prevent 
skin breakdown. Wound Care/Registered Nurse #1 stated when they assessed Resident #8 on 01/10/2025, 
the resident was on a standard foam mattress instead of the ROHO mattress. Wound Care/Registered Nurse 
#1 stated Resident #8 had a history of pressure ulcers, and they would recommend ROHO mattresses 
remain in place for six (6) months while the wounds healed. At the time the new wounds were identified, 
Resident #8 would have been within the six (6) month timeframe for continued use of the specialty mattress. 
During an interview on 08/28/2025 at 2:21 PM, the Director of Nursing stated when a resident is transferred 
to another unit, any equipment would go with them. The nursing supervisors would be responsible for 
ensuring resident belongings, beds, and mattresses went with the resident on evening and night shifts, 
weekends and holidays. The Director of Nursing stated if a specialty mattress could not be moved with the 
resident, either the nurse manager or the nursing supervisor should put alternate interventions in place, 
make the appropriate notifications, and make plans on how to get the mattress to the room. The Director of 
Nursing stated if there was an order for a specialty mattress, they would expect nursing staff to follow the 
order, ensure the mattress is checked and functioning, and appropriately document on the treatment 
administration record. Upon review of the facility's investigation at that time, the Director of Nursing stated 
Licensed Practical Nurse #2 included in their statement that Resident #8 did not have the ROHO mattress in 
place when they worked. During a telephone interview on 09/03/2025 at 1:05 PM, Licensed Practical Nurse 
#2 stated Resident #8 did not have their ROHO mattress when they arrived on the new unit and could not 
recall if the specialty mattress was in place when they worked on 01/06/2025, 01/08/2025, and 01/09/2025. 
Licensed Practical Nurse #2 had documented on the January 2025 Treatment Administration Record that the 
ROHO mattress was ‘administered' on 01/06/2025 (evening shift), 01/08/2025 (evening shift) and 01/09/2025 
(night shift).During a telephone interview on 09/02/2025 at 10:16 AM, Physician Assistant #1 stated in 
January 2025, there was a respiratory illness outbreak that required Resident #8 to be moved to another 
unit. Resident #8 was transferred to another unit temporarily, the mattress was not taken with the resident, 
and they developed new wounds. Physician Assistant #1 stated not having the specialty mattress put 
Resident #8 at an increased risk for skin breakdown and the resident's lack of motivation to get out of bed 
may have also contributed. Physician Assistant #1 stated if an ordered specialty mattress was not available, 
they would expect nursing staff to notify a medical provider and/or Administration. During a telephone 
interview on 09/02/2025 at 2:23 PM, Medical Director #1 stated they had examined Resident #8 prior to their 
temporary transfer to another unit and the resident was at their baseline (usual state of health) with no 
clinical changes at that time. Medical Director #1 stated Physician Assistant #1 saw Resident #8 shortly after 
the wounds were identified and attributed the pressure ulcers to the absence of the specialty mattress. 
Medical Director #1 stated Resident #8 had previously healed pressure injuries in the same areas, was 
identified as high risk for pressure ulcers, and the specialty mattress was used to reduce the risk of future 
skin breakdown. Once breakdown happens to an area, the skin never goes back to the same degree of 
health it had before. Medical Director #1 stated the skin breakdown was largely due to Resident #8's 
immobility and difficulty moving without assistance, and use of the specialty mattress had been successful in 
preventing skin breakdown for several months. Medical Director #1 stated there was nothing to indicate 
Resident #8 was ill or less mobile than their baseline. During a follow-up telephone interview on 09/03/2025 
at 1:01 PM, Medical Director #1 stated they believed the pressure ulcers Resident #8 developed in January 
2025 were avoidable because there was no change in the resident's condition and there was a good period 
of time the resident had no skin breakdown, likely due to the interventions, including the specialty mattress, 
that were in place. Medical Director #1 stated it was unfortunate the specialty mattress was not continued 
during that timeframe. During a telephone interview on 09/09/2025 at 4:52 PM, Registered Nurse Supervisor 
#1 stated they were working an evening shift when they were informed Resident #8 needed to move to 
another room. When they went to transfer the resident, Resident #8 was sitting up in a wheelchair. 
Registered Nurse Supervisor #1 stated they could not move the specialty mattress on their own. They were 
unable to find available staff to assist with transferring the resident back to bed prior to the move or to assist 
with moving the specialty mattress following the resident's transfer. Registered Nurse Supervisor #1 stated 
during shift change report they informed Licensed Practical Nurse Supervisor #1 they were not able to move 
the resident's specialty mattress to the new room, and Licensed Practical Nurse Supervisor #1 said they 
would try to move it when the resident woke up.10 NYCRR 415.12(c)(1)
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