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.Based on record review and interview, the facility failed to ensure necessary care and services were 
received to attain or maintain the highest practicable physical, mental, and psychosocial well-being for 2 
residents (#6 and #9), out 6 sampled residents. Specifically, the facility failed to: 1) Administer scheduled 
wound treatment and dressing change orders to Resident #6's right thigh and right buttock on 11/6/25 and 
11/8/25; 2) Properly assess reports of increased right leg pain on 11/7-9/25 by Resident #6 and appropriately 
report this change in condition to providers; and 3) Ensure timely notification for Wound Care Team 
assessment and interventions for a change in condition of a surgical site for Resident #9's pacemaker (an 
artificial device surgically placed under the skin for stimulating the heart muscle and regulating its 
contractions). These failed practices resulted in harm as evidence by regression of Resident #6's right thigh 
and right buttock wounds, an infection of Resident #6's wounds which required painful wound cleansing 
treatments, and adverse effects of antibiotic therapy. Additionally, these failed practices resulted in Resident 
#9's hospitalization due to an infection of the surgical site which required extensive treatment to heal, 
necessary surgical intervention to relocate the resident's pacemaker, and a lengthy hospital stay for 
treatment. Findings:Resident #6 Record review on 11/25-26/25 revealed Resident #6 was admitted to the 
facility with diagnoses that included myasthenia gravis with acute exacerbation (a condition caused by a 
breakdown in communication between nerves and muscles, causes weakness and rapid fatigue of muscle 
control of the face, throat, arms, and legs), diffuse large B-cell lymphoma (most common form of 
non-Hodkins lymphoma, cancer of the B cells which are responsible for producing antibodies), 
immunodeficiency (failure of the immune system to protect the body adequately from infection), asthma, and 
chronic respiratory failure. Wound History Review of Resident #6's electronic Treatment Administration 
Record (eTAR), dated 9/1/25 through 11/26/25, revealed a history of treatment for right thigh skin related 
issues since 9/3/25, which initially started as a rash or blister and progressed to two furuncles (boils or 
abscesses) to the back of Resident #6's right thigh and right buttock. Further review revealed Resident #6's 
most recent wound treatment order started on 10/28/25: Two furuncles (boil, abscess) to posterior right thigh 
and right buttock: remove packing strip. Irrigate with NS [normal saline] or wound spray. Cleanse with wound 
cleanser, pat dry. Utilize a cotton tipped applicator (q-tip) to place 1/4 inch iodoform [a continuous strip of 
gauze impregnated with iodoform, iodine with antiseptic properties] loosely in one continuous strip into depth 
of wound; leave 1/2 inch or greater outside of wound, then secure in place with Mepilex Transfer [a thin and 
conformable wound dressing which draws moisture and drainage away from a wound] (cut to fit) or bordered 
foam [a specialized wound care product designed to manage moderate to heavy drainage from wounds]. 
Every day shift every Tue[sday], Thu[rsday], Sat[urday] for Furuncles on [RLE (right lower extremity)] for 30 
days. Further review revealed Wound Care Nurse (WCN) #2 and Physician Assistant (PA) #11 completed 
this ordered wound treatment on Tuesday, 11/4/25. On 11/4/25, Resident #6's wound treatment orders were 
revised. These new orders were set to start on Thursday, 11/6/25: - Right buttock: Furuncle (boil, abscess) to 
posterior right buttock: remove packing strip. Irrigate with NS or wound spray. Cleanse with wound cleanser, 
pat dry. Utilize a cotton tipped applicator (q-tip) to place 1/4 inch iodoform loosely in one continuous strip into 
depth of wound; leave 1/2 inch or greater outside of wound, then secure in place with Mepilex Transfer (cut 
to fit) or bordered foam. Every day shift every Tue, Thu, Sat for Furuncles on [right] buttock for 30 days; and - 
Right thigh: Furuncle (boil, abscess) to . right posterior thigh: Cleanse/irrigate with NS or wound cleanser, pat 
dry. Place [AquacelAg] [a specialized, non-woven wound dressing, which contains ionic silver, that is 
designed to absorb wound fluid and bacteria, creating a moist environment that supports healing] over 
wound bed and secure with bordered foam. Every day shift every Tue, Thu, Sat for Furuncle on right 
posterior thigh for 30 days. Further review of these two new wound treatment orders revealed Licensed 
Nurse (LN) #8 signed the eTAR on Thursday, 11/6/25, and Saturday, 11/8/25, as having completed these 
dressing changes. During an interview on 11/25/25 at 11:59 AM, Resident #6 stated his/her thigh wound 
started in September 2025 and progressed to abscesses to his/her right thigh and right buttock. Wound 
treatments with dressing changes continued since then, and the wounds were improving. Resident #6 stated 
wound cleaning and dressing changes were usually painful, but the pain was improved as the wounds 
progressed, and he/she had not been using PRN pain medication during dressing changes for a while. 
Resident #6 stated WCN #2 and PA #11 completed the wound cleaning, assessment, and dressing change 
on Tuesday, 11/4/25, and they come every Tuesday to do this. Resident #6 then became tearful and stated 
the week of 11/4/25 the pain on the back of his/her right leg had started to increase and he/she reported this 
pain to the nurses who were working that week. Resident #6 stated the nurses would provide pain 
medication, but this was the only intervention they completed based on this reported increase of pain. 
Resident #6 stated after 11/4/25, his/her right abscess wounds were not visually inspected or assessed by 
any nurse during this week. When asked about the dressing changes on 11/6/25 and 11/8/25, Resident #6 
state LN # 8 was supposed to do these dressing changes, however, did not do them. Pain Medication 
Review Review of Resident #6's electronic Medication Administration Record (eMAR), dated November 
2025, revealed an as needed (or PRN) order for Morphine, an opioid pain reliever: Morphine Sulfate Oral 
Tablet 15mg. Give 7.5mg [1/2 tablet] by mouth every 6 hours . as needed for pain, which started on 5/28/25. 
Further review revealed Resident #6 had a significant increase in PRN Morphine medication use in 
November 2025, compared to the prior month. Resident #6 used the Morphine PRN only once in October 
2025 (10/18/25). In November 2025, Resident #6 used the PRN Morphine on three consecutive days 
(11/7/25, 11/8/25, and 11/9/25). Nursing Note Documentation Review Review of Resident #6's Nursing 
Notes, dated 11/4/25 through 11/11/25, revealed the following notes for nursing assessments and Morphine 
PRN medication administrations: - WCN #2 Note, dated 11/4/25 at 3:34 PM: Skin issue: #001: Skin issue 
has been evaluated. Location: Rear right thigh. Laterality/Orientation: Distal . Issue type: Abscess. Progress: 
Improving: overall wound characteristics improved . Painful: Yes. Wound pain (frequency): Intermittent. Pain 
description: Sharp. Pain description: Stabbing. Wound Pain interventions: Change in position . Distraction 
techniques . Relaxation techniques . Resident declines medication prior to and after wound care [stating] that 
‘they don't work [too] well for pain, just makes [him/her] sleepy.' Relief from interventions: Yes . #002 . Right 
gluteus [buttock] Laterality/Orientation: Right . Issue type: Abscess. Progress: Improving: overall wound 
characteristics improved [wound pain assessment same as first wound] . [He/she] has success controlling 
pain with breathing techniques and relaxation techniques[.] Relief from interventions: Yes . Skin issues Note: 
Resident is followed by wound care for healing furuncles on posterior of [RLE]. [He/she] reports increased 
pain from wounds over last several days. Resident is able to tolerate assessment and wound care with the 
use of distraction/breathing/relaxation techniques. [He/she] declines medication for pain control. - LN #21 
Nursing Note, dated 11/4/25 at 5:49 PM: Resident pain scale 4 [from 0 out of 10 pain scale], offered PRN 
pain medication but refused . - LN #13 Nursing Skin Check Note, dated 11/6/25 at 9:55 PM: . Skin Issue: 
#001: Skin issue has not been evaluated. Location: Rear right thigh . #002: Location: Right gluteus . Skin 
issue has not been evaluated . Reason for not evaluated: Skin issues evaluated by WCT [wound care team] 
2 days prior . - LN #8 Nursing Note, dated 11/7/25 at 10:48 AM: Morphine Sulfate Oral Tablet 15mg Give 7.
5mg by mouth every 6 hours . as needed for pain[.] right upper thigh pain. LN #8 documented this pain 
medication was effective 11/7/25 at 11:44 AM, with a pain scale of 0. - LN #8 Nursing Note, dated 11/8/25 at 
11:28 AM: Morphine Sulfate Oral Tablet 15mg Give 7.5mg by mouth every 6 hours . as needed for pain[.] 
right thigh pain. LN #8 documented this pain medication was effective 11/8/25 at 12:28 AM, with a pain scale 
of 0. - LN #21 Nursing Note, dated 11/9/25 at 9:48 AM: Morphine Sulfate Oral Tablet 15mg Give 7.5mg by 
mouth every 6 hours . as needed for pain[.] Requested for pain in [his/her] right leg. LN #21 documented this 
pain medication was effective 11/9/25 at 2:24 PM, with a pain scale of 4. - LN # 25 Nursing Skin Check Note, 
dated 11/10/25 at 11:15 PM: . Skin Issue: #001: Skin issue has not been evaluated. Location: Rear right 
thigh . #002: Skin issue has not been evaluated . Right gluteus . Further review revealed no documentation 
for the reason why the skin evaluation was not completed. - LN #25 Nursing Long Term Care Evaluation 
Note, dated 11/10/25 at 11:17 PM: . Pain: Indicators of pain: None . Skin: Skin warm & dry, skin color WNL 
[within normal limits] and turgor [the normal state of tension in skin] is normal. Skin note: WCT seen resident 
last week. Skin Issue: #001: Skin issue has not been evaluated . #002: Skin issue has not been evaluated . 
Safety concerns: No. Comfort concerns: No . Further review revealed no nursing documentation that 
Resident #6's reports of increased pain to his/her right leg were visually assessed or reported to the WCT or 
Resident #6's provider. During the interview on 11/25/25 at 11:59 AM, Resident #6 stated when WCN #2 and 
PA #11 came to complete the Tuesday dressing change on 11/11/25, they discovered the right thigh and 
buttock abscesses and surrounding tissues were infected. Resident #6 tearfully stated they had to debride 
(remove damaged tissue and infected drainage) and clean the wounds, It was horrible. They had to squeeze 
all the infection out of the wounds and fill it with wound cleaner several times. I was screaming. PA #11 Note 
Review Review of Resident #6's SNF [Skilled Nursing Facility] Wound Care [at] Polaris Extended Care notes 
documented by PA #11, dated 11/4/25 and 11/11/25, revealed the following changes in the wounds to 
Resident #6's right thigh and right buttock: 1. Wound #1: Right thigh abscess: a. Measurements:- On 
11/4/25: 0.6 cm long by 0.5 cm wide by 4.8 cm deep.- On 11/11/25: 1.0 cm long by 0.8 cm wide by 4.0 cm 
deep. b. Exudate (fluid released from a wound):- On 11/4/25: Moderate serosanguineous [thin, watery 
drainage that is pinkish or pale red] drainage.- On 11/11/25: Moderate serosanguineous and purulent [thick, 
often yellowish, greenish, or brownish pus] drainage. c. Infected:- On 11/4/25: No.- On 11/11/25: Yes. 2. 
Wound #2: Right buttock abscess: a. Measurements:- On 11/4/25: 0.6 cm long by 0.6 cm wide by 1.2 cm 
deep.- On 11/11/25: 7.0 cm long by 9.0 cm wide by 4.0 cm deep. b. Exudate:- On 11/4/25: Moderate 
serosanguineous drainage.- On 11/11/25: Heavy purulent and serosanguineous drainage. c. Infected:- On 
11/4/25: No.- On 11/11/25: Yes. Further review of revealed Wound #2's overall condition had declined, due 
to infection and a procedure to drain the abscess was necessary: . Procedure: Incision and drainage of 
abscess . a sterile size 10 scalpel was used to make an incision, and the abscess was expressed and 
irrigated with normal saline . Further review of the PA #11 notes, dated 11/4/25 and 11/11/25, revealed: . 
Overall treatment goals include a decrease in wound size, preventing infection/inflammation, maceration 
[where skin becomes softened, white, and wrinkly due to prolonged exposure to moisture], excessive 
drainage, malodor [unpleasant or offensive body odor], and discomfort/pain . If the patient has any 
complications, please contact me . During an interview 11/25/25 at 12:50 PM, WCN #2 stated when he/she 
completed any wound dressing change, he/she signed and dated the dressing. When asked if he/she 
completed Resident #6's wound dressing change on 11/4/25, WCN #2 stated, yes. When asked if Resident 
#6's 11/4/25 dressing was still in place on 11/11/25, WCN #2 stated Resident #6's dressing, that he/she 
dated and signed on 11/4/25, was still in place on 11/11/25. WCN #2 stated when they removed the dressing 
on 11/11/25, it was quite messy because the 11/4/25 dressing had held in a lot of serosanguineous drainage 
the whole week. WCN #2 stated the abscess wounds had increased induration (the firmness or hardening of 
the tissue surrounding a wound) and Resident #6 was in a large amount of pain. Antibiotic Treatment During 
the interview on 11/25/25 at 11:59 AM, Resident #6 stated he/she had to start I.V. antibiotics due to the 
infected abscesses. He/she stated because of his/her myasthenia gravis diagnosis, the type of antibiotic 
used (Ceftriaxone) affected his/her ability to breathe and made his/her body ache which limited his/her 
mobility and ability to get out of bed. I feel like I was doing so well and because a couple of nurses didn't 
listen or do their job, I took several steps backward. Review of the eMAR, dated 11/11/25, revealed 
antibiotics were started: Ceftriaxone Sodium Injection solution . Use 1 gram intravenously [I.V.] every 12 
hours for day for skin and soft tissue infection for 10 days . (medication was given 11/11/25 - 11/21/25). 
During an interview on 11/25/25 at 2:10 PM, the Director of Nursing (DON) stated she was notified by the 
WCT on 11/11/25 that dressing changes for Resident #6 were not completed over the weekend. The DON 
stated an investigation was conducted, and when LN #8 was interviewed he/she reported that he/she 
thought the dressing changes were PRN and this was the reason they were not completed. eMAR Program 
Design During the interview on 11/25/25 at 2:10 PM, when the eMAR Program design was reviewed, the 
DON acknowledged it was designed to alert nurses to scheduled medications or treatments by turning the 
order green. This program feature alerted nurses to scheduled medication or treatment due, which prompted 
them to complete and signed off the order. The DON stated PRN orders did not alert in this manner and 
were only signed off when completed (otherwise they were left unsigned, or blank in the program). The DON 
further acknowledged LN #8 initialed Resident #6's scheduled dressing change orders on 11/6/25 and 
11/8/25 as if they were completed, and did not indicate they were held, refused, or not completed. Resident 
#9 Record review on 11/25-26/25 revealed Resident #9 was admitted with diagnoses that included disorder 
involving the immune system, cholangitis (infection of the biliary system), systolic (congestive) heart failure (a 
chronic condition that results when the heart muscle is unable to pump blood efficiently), complete 
atrioventricular block (a complete absence of electrical conduction between the atria and ventricles of the 
heart). Further review revealed Resident #9 had a pacemaker implanted on 6/22/15 just under his/her skin 
on the left side of his/her chest. Pacemaker Maintenance Review of Resident #9's medical record revealed 
he/she underwent a surgical procedure on 7/31/25 to replace the pacemaker's generator (the part of the 
pacemaker that sends electrical impulses to the heart and contains the battery). Review of Resident #9's 
nursing note, dated 8/1/25, revealed the 7/31/25 surgical dressing was removed as ordered: . no redness or 
signs of infection . Resident #9 was seen at Alaska Heart and Vascular Institute on 8/7/25 for follow up. A 
nursing note, dated 8/7/25 at 11:07 AM, documented that: . heart and vascular states no restrictions and 
encourage resident to lift and move [his/her] left arm as usual and continue to monitor for infection otherwise 
come back in a year. Surgical Site Assessment, Change in Condition (CIC) Review of Resident #9's medical 
record revealed a CIC note entered by LN #11, dated 10/20/25 at 2:12 PM, which documented: The Change 
In Condition/s reported on this CIC Evaluation are/were: Change in skin color or condition. Last week incision 
was closed with steri strips [thin adhesive bandages], CDI [clean, dry, and intact], pink. Today noted 2 large 
scab[s] at incision and erythema [redness of the skin]. Light rash in surrounding area. Clean area with wound 
cleanse, pat dry, apply skin prep to edges. Reported to supervisor, who updated provider. Additional 
Skin/Wound Assessments after this CIC Review of Resident #9's nursing notes after this CIC, dated 
10/20-23/25, revealed multiple nurses documented no concerns for infection to surgical site: - Nursing note 
by LN #15, dated 10/20/25 at 11:30 PM: Noted wound to left chest incision, it was noted dry, no drainage, no 
signs of infection noted, no swelling. Cleansed with wound cleanser then edges skin prepped. - CIC note by 
LN #18, dated 10/21/25 at 6:47 PM: Noted wound to left chest incision, no sign of any infection. No swelling 
or any drainage noted. - Nursing note by LN #15, dated 10/21/25 at 10:07 PM: COC [change of condition] 
follow up for redness to left upper chest incision site, redness improving, no swelling nor drainage noted. 
Cleansed with WC [wound cleanser] then left open to air, applied skin prep to edges. - CIC note by LN #11, 
dated 10/22/25 at 6:49 PM: Left chest incision treatment completed as ordered. Gently washed with wound 
cleanser, pat dry, and applied wound prep on the edges. Tolerated well, denies pain. No drainage noted. No 
rash noted. Erythema noted at incision site. Temp 97.8 [Fahrenheit]. - CIC note by LN #28, dated 10/23/25 at 
3:55 AM: Left chest incision site was washed with wound cleanser, pat dry and applied wound prep on the 
edges, no drainage noted no s/s [signs and symptoms] of infection. Continue POC [plan of care]. - Nursing 
note by LN #31, dated 10/23/25 at 11:23 PM: COC: Incision site to L upper chest, redness. Site cleansed 
with wound cleanser, patted dry, and skin prep applied to peri-wound [tissue surrounding wound]. No 
drainage or s/s of infection noted. Will continue to monitor. Wound Care Nurse Note Review of Resident #9's 
nursing note, by WCN #2, dated 10/24/25 at 5:37 PM, revealed: . Resident seen bedside by [wound care] 
RN at request of ADON [Assistant Director of Nursing] due to concern for skin damage observed over recent 
hardware replacement site (per report: Pacemaker battery surgically replaced 3-4 weeks ago). Resident is 
up in bed, alert and oriented, consents to assessment and treatment. There is an area of engorged eschar 
[layer of dead tissue usually black in appearance] surrounded by blanchable [skin that turns pale when 
pressure is applied, suggesting normal blood circulation] erythema and dry skin. Hardware [pacemaker] is 
palpable [able to be felt] below wound and periwound. Unstable eschar erupts with gentle mechanical action 
and purulent exudate spontaneously erupts from around edges. Unstable eschar and purulent drainage are 
cleansed away with soak, revealing wound bed that is 90% slough [layer of dead tissue usually yellow, tan, 
or white in appearance], 5% pink tissue, and 5% unstable epithelial [made of cells, a type of tissue that 
covers many internal and external surfaces of the body] tissue. Wound measures 1.4cm x 2.2cm x UTD 
[unable to determine depth]. No other s/sx of acute infection observed. Wound RN recommends initiating 
empirical [derived from observation] administration of abx [antibiotics] and referral to cardiology. Cottage RN, 
Nursing Supervisor, and MD are made aware of findings and family is subsequently notified. Family strongly 
advocates for transport to ED [Emergency Department] for evaluation; this RN does not disagree. MD 
recommendation to begin Bactrim DS [an oral antibiotic] and to refer to cardiology, but does not disagree 
with family desire for medical evaluation this evening at ED. Treatment is initiated: Wound is cleansed with 
Vashe wound cleanser, allowed to dwell for 10 minutes. Bacitracin [a topical antibiotic ointment] is applied to 
wound and periwound. Covered with bordered foam. During an interview on 11/25/25 at 1:25 PM, LN #11 
stated that he/she had cared for the resident for approximately four months and had seen the wound around 
the time the resident had his/her pacemaker battery replaced. Initially Resident #9 had some tenderness and 
some slight redness but nothing abnormal. There were steri strips over the site and sometimes the resident 
would have to be redirected because he/she would touch the area. LN #11 stated he/she had returned to 
work after being off for three days and found that the steri strips previously in place over the area were no 
longer there. LN #11 stated the wound was dehisced (meaning the edges of the wound had separated and 
the wound was open) and two scabs had formed. He/she notified his/her supervisor who recommended the 
change in condition reporting. The provider and Resident #9's nephew were notified about the change in 
condition, and orders for wound care were entered based on facility standing orders. During an interview on 
11/26/25 at 10:06 AM, the Administrator stated when LN #11 had reported the wound change in condition, it 
did not seem severe enough at the time for an immediate wound team evaluation. The change in condition 
monitoring was in place, and nurses were to be monitoring the change. The wound team was brought in on 
10/24/25 when it was felt the wound was getting worse. During an interview on 11/26/25 at 3:18 PM, 
Resident #9's Cardiologist stated that he was Resident #9's consulting Cardiologist when he/she was 
brought to the ED on 10/24/25 and his/her subsequent admission. Resident #9's Cardiologist stated 
Resident #9 had a history of an ongoing gall bladder infection and had been on steroids previously, which 
made him/her at high risk for infection. The bacteria in Resident #9's infected left chest wound came from the 
gall bladder, not from the skin. Cultures revealed gram negative organisms, consistent with the gall bladder 
infection. If the infection had come from the skin, he would have expected to see gram positive organisms. 
Resident #9's Cardiologist further stated that when Resident #9's left chest surgical site CIC was noted, the 
facility should've contacted [his office, Alaska Heart and Vascular Institute] immediately since the wound was 
dehisced. He reiterated that with any signs of possible infection, [his office] needs to be contacted as soon as 
possible. Review of Resident #9's medical record revealed he/she was transferred to Providence Alaska 
Medical Center on 10/24/25 and admitted . Review of Resident #9's Providence Alaska Medical Center 
records, dated 10/24/25 - 11/21/25, revealed that due to the advancement of the infection in the left chest 
implant site, Resident #9 had to have a second procedure on 11/4/25 to implant a new pacemaker on the 
right side of the chest. During this hospital stay, Resident #9 was diagnosed with . infected and broken down 
pacemaker pocket . and required negative pressure wound therapy (known as a wound vac) to help heal the 
wound where the previous pacemaker had been. The resident was hospitalized for 28 days. Review of the 
facility policy Skin and Wound Assessment, last revised 3/2025, revealed: . A licensed nurse (which can be 
the facility Wound Nurse) must assess/evaluate at least weekly each wound, whether present on admission 
or developed after admission, which exists on the resident. This assessment/evaluation should include . 
Identifying any possible complications or signs/symptoms consistent with the possibility of infection. It is 
understood that a resident may experience pain associated with the presence of a wound and/or any form of 
skin compromise. Therefore, the nursing staff shall be responsible to assess the resident for complaints of 
pain on assessment, prior to treatment, and as appropriate . Complaints of pain shall be documented in the 
resident's clinical record . Clinical interventions designed to alleviate the complaints of pain shall be 
administered by the nursing staff . The resident's response to the intervention shall be promptly assessed 
following its administration to validate its effectiveness and confirm that the resident's pain has been 
adequately alleviated[.] Both the intervention and the response to the intervention shall be documented in the 
resident's clinical record . Once a wound has been identified, assessed, and documented, nursing shall 
administer treatment to each affected area as per the Physician's Order . Review of the facility policy Change 
in Condition, last revised 3/2025, revealed: .It is the policy of this facility to ensure each resident receives 
quality of care and services to attain and maintain the highest practicable physical mental and psychological 
well-being in accordance with the interdisciplinary comprehensive assessment and plan of care. If, at any 
time, it is recognized by any of the team members that the condition or care needs of the resident have 
changed, the Licensed Nurse or Nurse Supervisor should be made aware. Examples would be the following 
(but not limited to): . Any signs or symptoms of infection . New complaints of pain or worsening pain. The 
nurse will perform and document an assessment of the resident and identify need for additional 
interventions. The nurse will communicate the change to other departments as appropriate. nursing will be 
responsible for notifying the appropriate department for evaluation. The nurse shall use his/her clinical 
judgement and shall contact the physician based on the urgency of the situation.
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