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Level of Harm - Minimal harm 
or potential for 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** 34298

Based on record review, observation, and interview, the facility failed to accurately document and put a 
treatment in place in a timely manner for Resident #34 that was admitted with a pressure ulcer. This affected 
one (Resident #34) out of three residents reviewed for pressure ulcers. Facility census was 38.

Findings include:

Review of the medical record revealed Resident #34 was admitted on [DATE] with diagnoses that included 
surgical aftercare and a pressure ulcer to the right buttock.

Review of the admission skin assessment dated [DATE] revealed Resident #34 had a pressure ulcer to the 
left gluteal fold that measured one centimeter (cm) long, one cm wide, and 0.1 cm deep. 

Review of the treatment administration record revealed no evidence of a treatment being done to Resident 
#34's right or left gluteal/buttock from 01/13/25 until 01/17/25. 

A weekly skin assessment dated [DATE] revealed Resident #34 had a Stage II (partial-thickness skin loss 
involving the epidermis and dermis) pressure ulcer to right gluteal that measured two cm long and 7.5 cm 
wide. 

A wound assessment dated [DATE] by the wound nurse practitioner (NP) revealed Resident #34 had a 
Stage II pressure ulcer to right buttock that measured four cm long, three cm wide, and 0.1 cm deep. 

An order was received on 01/16/25 to cleanse Resident #34's right buttock with normal saline, pat the area 
dry, apply Triad (a zinc oxide-based hydrophilic paste), and cover with a dressing every day. 

An observation on 01/28/25 at 10:26 A.M. revealed Resident #34 had a Stage II pressure ulcer to the right 
buttock.
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An interview on 01/28/25 at 1:55 P.M. Regional Clinical Director verified the documentation of pressure ulcer 
to the left gluteal fold was incorrect and should have been the right gluteal or buttock. Regional Clinical 
Director also stated the measurements by the floor nurse must of have been incorrect due to the 
measurements completed by the wound NP. Regional Clinical Director verified a treatment for the Stage II 
pressure ulcer to Resident #34's right buttock was not put in place for three days. 

This deficiency represents non-compliance investigated under Complaint Number OH00161526. 
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