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Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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Idaho State Veterans Home - Post Falls 590 S Pleasant View Rd
Post Falls, ID 83854

F 0686

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, staff interview and record reviews, it was determined the facility failed to prevent the worsening 
of a pressure ulcer. This was true for 1 of 3 residents (Resident #1) reviewed for pressure ulcer. This 
deficient practice caused harm to Resident #1 when his pressure ulcer to his right heel deteriorated and 
became infected. Findings include:The State Operations Manual (SOM) Appendix PP stated a resident with 
pressure ulcers receives necessary treatment and services, consistent with professional standards of 
practice, to promote healing, prevent infection and prevent new ulcers from developing.Resident #1 was 
admitted to the facility on [DATE] with multiple diagnoses including dementia, heart failure and diabetes and 
chronic kidney disease.Resident #1's record documented the following:1.Pressure Ulcer to Right Heel:A 
Weekly Pressure Ulcer Record documented the following:-7/24/25: Unstageable DTI measured 3.7 cm x 5.5 
cm, intact, wound bed not visible, area with bruised appearance, Cleanse with wound cleanser and apply 
skin prep two times a day.-9/23/25: Unstageable DTI measured 5.5 cm x 6.6 cm, slough present, unstable 
eschar, with moderate amount of light red/pink discharge, redness and maceration noted on the periwound, 
no odor. Treatment: cleanse with wound cleanser, apply skin prep and cover with foam dressing.-9/30/25: 
Stage IV measured 6.3 cm x 7.6 cm, worsening condition, 100% unstable yellow slough and black eschar 
and draining, with cloudy, yellow/tan discharge, rotten smelling odor noted, redness and warmth on the 
periwound, wound edges was irregular and macerated due to increased drainage related to eschar 
becoming unstable. Treatment: cleanse the area with wound cleanser, apply silver alginate and cover with 
foam dressing,10/7/25: Unstageable Pressure Ulcer measured 6.2 cm x 7.0 cm, infection was suspected, 
decline in wound healing, with copious amount of cloudy yellow/tan drainage, slough, eschar present, 
increase in foul smelling odor, maceration to edges of the wound. Treatment: cleanse the area with wound 
cleanser, apply silver alginate and cover with foam dressing, wound culture obtained, pain with wound 
care-10/14/25: continues to have foul odor, wound culture was positive, and antibiotic was started, pain with 
wound care. Physician stated, Likely will need debridement.-10/21/25: antibiotic completed, wound improved 
in appearance.10/28/25: copious amount of drainage and increase in odor noted, antibiotic was restarted.2. 
Pressure to Left Heel:A Weekly Pressure Ulcer Record documented the following:-7/24/25: Unstageable 
Suspected Deep Tissue Injury (DTI), 7.0 x 4.5, intact, wound bed not visible, area with bruised appearance. 
Cleanse with wound cleanser and apply skin prep two times a day and cover with heel protector.-9/23/25: 
Unstageable with 100% stable black eschar, measured 4.5 x 6.8, Cleanse with wound cleanser, paint with 
betadine and cover with foam dressing.-9/30/25: Unstageable with 100% thick black eschar remains stable. 
Wound clinic referral done on 9/25/25 waiting for approval (name of hospital).-10/7/25: Unstageable with 
100% thick black eschar remains some lifting at edges, measured 3.2 x 5.5.-10/14/25: Unstageable with 
100% thick black eschar, measured 3.2 x 4.1, improvement noted in size of the wound.-10/21/25: 
Unstageable with 100% thick black eschar, measured 2.0 x 3.9.-10/28/25: Unstageable with 100% eschar 
but feels soft and drainage was now noted.The Weekly Pressure Ulcer Record was requested from the HIM. 
There was one Weekly Pressure Ulcer Record in July 2025. Resident #1 did not have a Pressure Ulcer 
Record for his left and right heel from 8/1/25 to 9/22/25.Progress Notes:-7/10/25 at 10:40 AM, had three 
deep tissue injury (DTI) to his left hell and left great toe, and to his right heel. An order was received to 
cleanse the DTI with wound cleanser, apply skin prep and allow to dry.- 7/12/25 at 2:54 PM, had small open 
area to his left heel with small amount of red and brown blood noted. The area was cleansed, calcium 
alginate was placed over the open area, covered with non-adhesive heel protector, and wrapped with Kerlix 
(woven cotton fabric).-9/8/25 at 5:24 PM, had an open area to his right heel. An order was received to 
cleanse the area with wound cleanser, apply skin prep and cover with adhesive foam dressing every other 
day and as needed.-9/20/25 at 5:05 PM, odor was noted to be present to his right heel.-9/25/25 Nurse 
Practitioner's Notes documented concern with non-healing with eschar present requests wound care clinic 
evaluation for debridement and further recommendations.- 10/12/25 Wound Culture, obtained from Resident 
#1's right foot documented the presence of Streptococcus agalactiaae (bacteria).-10/14/25: continues to 
have foul odor, wound culture was positive, and antibiotic was started, pain with wound care. Physician 
stated, Likely will need debridement.-10/21/25: antibiotic completed, wound improved in appearance.
10/28/25: copious amount of drainage and increase in odor noted, antibiotic was restarted.Treatment 
Administration Record documented the following:-July, August and September 2025: cleanse left and right 
heel with wound cleanser and apply skin prep, allow to dry cover with foam dressing.-October 2025: Cleanse 
left heel with betadine place cut to fit silver alginate and secure with foam dressing.Cleanse right heel with 
wound cleanser, apply cut to fit alginate to entire wound bed, cover with silicone heel foam dressing.3. 
Pressure ulcer to buttock/sacrum:Progress Notes:- 6/27/25 at 11:33 AM, documented he had two pressure 
spots on either side of his buttocks which was intact at this time. A request was made to treat the area with 
lantiseptic (a moisturizer use to treat or prevent dry, rough, scaly itchy skin and minor skin irritations) two 
times a day as a barrier.-7/24/25, documented he had intact skin to his buttocks area.-8/1/25 documented 
Resident #1 had two small open (no measurement) areas to his right and left upper buttocks.-9/20/25 at 5:05 
PM, documented odor was noted to be present on his bilateral buttocks.-10/1/25 at 3:27 PM, documented a 
Wound clinic referral was made last week, still awaiting approval???A Weekly Pressure Ulcer Record 
documented the following:- 7/24/25: skin intact- 9/23/25: unstageable pressure wound, measured 3.6 x 1.8, 
slough (non-viable tissue in chronic wounds that can delay healing and attract bacteria) present, with 
moderate amount of light red/pink discharge, redness and maceration were noted on the periwound (tissue 
surrounding a wound) area.- 9/30/25: unstageable pressure wound, measured 3.4 x 1.8, slough present, with 
moderate amount of light red/pink discharge, redness present on the periwound area, slight odor present. 
Continue to wait for wound clinic referrals to be approved.-10/7/25: unstageable pressure wound, measured 
3.2 x 1.8, slough present, increase amount of light red/pink discharge, redness on the periwound area, 
increase in odor noted, infection was suspected. Treatment: apply honey hydrogel to wound bed, place silver 
alginate and cover with silicone foam dressing, wound culture to be obtained.-10/14/25: Stage IV pressure 
ulcer, measured 3.1 x 1.5 x 1.8, slough present, moderate amount of light red/pink discharge, odor still 
noted, redness on the periwound. Treatment: apply honey hydrogel, lightly pack with silver alginate strip to 
wound and cover with silicone dressing, antibiotic started.-10/21/25: Stage IV pressure ulcer, wound 
improved in size, no signs and symptoms of infection noted, no odor noted-10/28/25: Stage IV pressure 
ulcer, increase in drainage and odor noted with completion of antibiotic last week, plan to resume antibiotic 
until seen by the Wound clinic.4. Left Buttock:A Weekly Pressure Ulcer Record documented the 
following:-9/23/25: DTI-9/30/25: Unstageable, with 100% yellow adherent slough, moderate amount of 
discharge, with redness on the periwound.-10/7/25: Stage IV, with 90% yellow/gray adherent slough, light 
red/pink discharge.-10/14/25: Stage IV, pain with wound care, improved in appearance.-10/28/25: Stage IV, 
slight odor detected with assessment, antibiotic restarted due to decline in wound status.Treatment 
Administration Record documented the following:-July 2025: Apply anasept gel to open area, cover with 
mepilex every three days. Prevalon boots while in bed and alternating air mattress.-August 2025: cleanse 
bilateral buttocks with wound cleanser, pat dry, apply Triad (zinc oxide based wound dressing) paste to 
wound bed and cover with large foam dressing until resolved.-September: cleanse bilateral buttocks with 
medi-honey (antibacterial).- October: cleanse bilateral buttocks with medi-honey (antibacterial). Cefpodoxime 
200 mg two times a day for 14 days for wound infection, from 10/14/25 - 10/21/25, and was resume on 
10/28/25 until Wound clinic appointment.The Weekly Pressure Ulcer Record was requested from the HIM. 
There was one Weekly Pressure Ulcer Record in July 2025. Resident #1 did not have a Pressure Ulcer 
Record for his left and right buttocks from 8/1/25 to 9/22/25.A Wound Clinic Notes dated 11/3/25 
documented Resident #1 had pressure ulcer in the following areas:-a. Right Heel: unstageable, 
measurement: 4.1 cm x 6.1 cm x 0.1 cm, with sero-sanguineous discharge, odor: foul b. Left Heel: 
Unstageable, measurement: 3.3 cm x 4.0 cm x 0.0 cm, with sero- sanguineous discharge, odor: foul c. 
Sacrum: State IV, measurement: 5.0 cm x 1.5 cm x 1.6 cm d. Left Ischial (gluteal area) Tuberosity: 
unstageable, measurement: 2,5 cm x 3.3 cm x 0.1 cm with sero-sanguineous discharge. e. Right Ischial 
Tuberosity: Stage III, measurement: 2.1 cm x 3.6 cm x 0.3 cm, odor: foul The Wound Clinic Notes 
documented He [Resident #1] was in considerable pain, and I was unable to remove unstable eschar from 
his heels today. Resident #1 was ordered to receive the following wound treatments:-Triad to the heel peri 
wounds only.-Hydroferra blue (wound dressing) to all wounds. For sacral wound - three small patches into 
the wound. Do not overfill the woundWeekly Skin/Wound assessment dated [DATE] to 9/26/25 did not 
document Resident #1 refused his wound care/assessment. There was no assessment documented for the 
month of October 2025.The Weekly Pressure Ulcer Record was requested from the HIM. There was one 
Weekly Pressure Ulcer Record in July 2025. There was no Pressure Ulcer Record from 10/1/25 to 9/22/25.
On 11/11/25 at 8:52 AM, the CNO stated she started at the facility as an MDS nurse in August 2025 and 
during that time the facility did not have a Wound Nurse, and she was told that it was the Nurse Managers 
who provided wound treatment to Resident #1. She became the CNO on 10/26/25, when asked how would 
you know that the nurse manager was doing the appropriate treatment for Resident #1, the CNO stated I will 
not be able to answer that question because I was not here during that time. On 11/11/25 at 9:01 AM, the 
Nurse Manager stated she started as a Nurse Manager three weeks ago. The RN Manager stated when the 
Wound Nurse left the facility. The Nurse Manager stated she did not know when the Wound Nurse left the 
facility. She stated it was the Nurse Manager (no longer in the facility) took over the care of Resident #1's 
wounds. When asked if she was familiar with Resident #1's wound treatment, the Nurse Manager stated she 
was not since it was the Nurse Manager who did his wound treatment. When asked about the wound clinic 
appointment for Resident #1, the Nurse Manager stated she was working with HIM to have Resident #1 
appointment, and it took a while for it to be scheduled. On 11/11/25 at 9:21 AM, the Wound Nurse stated she 
first provided treatment to Resident #1's wound on 9/23/25. The Wound Nurse stated she recognized 
Resident #1 needed sharp debridement procedure for his wounds and recommended for Resident #1 to be 
seen at Wound clinic. When asked if the physician/provider have seen Resident #1's wound prior to 9/23/25, 
the Wound Nurse stated, I cannot answer that because I was not here. On 11/11/25 at 9:45 AM, the HIM 
stated she was made aware Resident #1 needed a wound clinic as well as Podiatry appointment in 
September 2025 and asked the Unit Clerk to submit the necessary paper works, but it was rejected by the 
[name of hospital] because they don't have Resident #1's information. The HIM stated they found out that 
Resident #1's being a veteran his care was needed to be transferred from his previous care provider to his 
current care provider for him to be scheduled for his wound appointment. The HIM stated Resident #1's 
representative needs to make this call to initiate the transfer and they were not aware of this procedure. She 
stated they thought Resident #1 being a veteran could go to any (name of hospital) to another (name of 
hospital) hospital for his treatment. When Resident #1's representative made the call, HIM stated Resident 
#1 paper works was resent about three times and several phone calls were made to follow up his wound 
clinic appointment. The HIM stated when Resident #1's paperwork were accepted he was scheduled for 
11/3/25. Resident #1 was harmed when he developed infection to his pressure wound to his right heel. He 
did not have a Pressure Ulcer Record from 8/1/25 to 9/22/25. The August and September 2025 TAR 
documented to cleanse his right heel with wound cleanser and apply skin prep and allow to dry. There was 
no documentation of the status of Resident #1's wounds from 8/1/25 to 9/22/25. The Wound Nurse did not 
know the status of Resident #1's wounds if he needed debridement prior to her first assessment of Resident 
#1's wounds on 9/23/25. The current DON did not know the condition of Resident #1's wound since she only 
started working in the facility about three weeks ago. The Weekly Skin/Wound assessment did not document 
he was refusing the assessment. Referral to the Wound clinic was requested in 9/25/25. Resident #1 was 
seen at the Wound clinic on 11/3/25. At the Wound clinic the physician was unable to remove the unstable 
eschar due to Resident #1 being in considerable pain. The HIM stated they were not aware of the procedure 
Resident #1's care was needed to be transferred from his previous (name of hospital) to the current (name of 
hospital).
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Provide appropriate foot care.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews, and record review, it was determined the facility failed to ensure resident was seen 
by a podiatry as ordered by the physician. This was true for 1 of 1 resident (Resident #1) reviewed for foot 
care. This deficient practice created the potential for Resident #1 to experience ongoing thickening of his 
toenails or other complications due to lack of foot care. Findings include:Resident #1 was admitted to the 
facility on [DATE] with multiple diagnoses including dementia, heart failure and diabetes.A nursing progress 
notes, dated 7/31/25 documented Resident #2's health care coordinator would be looking for a podiatrist for 
a referral to be seen for diabetic foot care.A nursing progress note dated 8/15/25 documented Resident 
needs a referral from his primary care to see the selected podiatrist for nail care. Form waiting for processing 
and signature.A physician assistant's progress notes, dated 8/22/25 documented the physician assistant 
agreed for Resident #1 to be seen by a podiatrist.On 11/11/25 at 11:26 AM, the Wound nurse was observed 
to change the wound dressings on Resident #1's right and left heels. Resident #2's toenails were observed 
to be thick, yellowish in color, and misshapen or raised from the nailbeds.Resident #2's record documented 
he was scheduled to be seen by a Podiatry on 11/12/25. That is about 10 weeks from the date the physician 
assistant agreed for him to be seen by a podiatrist.On 11/11/25 at 9:21 AM, the Wound Nurse stated 
Resident #1 had dysphoric (thick, oddly shaped or colored yellow or brown) toenails and it was difficult for 
them to cut his toenails. When asked about Resident #1's podiatry appointment, the Wound Nurse stated 
she believed the request was for Resident #1 to be seen by a podiatry for his toenails and consultation for a 
diabetic shoe. The Wound nurse stated she did not know why Resident #2's appointment took so long to be 
scheduled.On 11/11/25 at 9:45 AM, the HIM stated she believed she was informed of Resident #1 needing a 
podiatry in September 2025 and asked the Unit Clerk to submit the necessary paper works, but it was 
rejected by the [name of hospital] because they don't have Resident #1's information. The HIM stated they 
found out that Resident #1's being a veteran his care was needed to be transferred from his previous care 
provider to his current care provider for him to be scheduled for his podiatry appointment. The HIM stated 
Resident #1's representative needs to make this call to initiate the transfer. The HIM stated they were not 
aware of this procedure. She stated they thought Resident #1 being a veteran could go to any (name of 
hospital) for his treatment. When Resident #1's representative made the call, HIM stated Resident #1 
paperwork was resent about three times and several phone calls were made to follow up his podiatry 
appointment.When asked if Resident #1 was referred to a private medical provider, since he had another 
medical insurance. The HIM stated she made phone calls to a podiatry clinic and was told there was a copay 
to be paid. The HIM stated Resident #1's representative refused to pay the copay. Other clinic would not 
accept Resident #1's insurance.On 11/11/25 at 10:05 AM, the CEO stated lots of veteran's families would 
like their family to be seen at a (name of hospital) and they don't want to be seen outside of the VA (Veterans 
Affairs) system. The CEO stated unfortunately the (name of hospital) was having a staffing crisis and they 
can only see so many residents in general. We were not aware of the need for the resident's care to be 
transferred from one (name of hospital) to another (name of hospital). I have been trying to get a podiatry 
contract for over a year, but no one was accepting it.
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