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location of the pressure ulcer when she admitted
to the facility.

During an interview on 1/15/15 at 1:50 p.m. Staff
B reported all residents who admit to the facility
are given pressure reducing mattresses to
promote skin health.

Staff B reported Resident #1 was not given one of
the pressure reducing mattresses because a
family member had brought in her personal
mattress. Staff B reported the mattress was
similar to those in hospitals but she did not know
if it was pressure reducing. Staff B reported the
resident and/or her family were not given any type
of education related to the risks of not using a
pressure reducing mattress.

Failure to ensure Resident #1 had a pressure
reducing mattress placed her at potential risk for
increased pressure and/or damage to her skin.
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