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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews during the abbreviated (iQIES reference number 2610929) survey the facility 
did not ensure residents were free of significant medication errors for one (1) of three (3) residents (Resident 
#1) reviewed. Specifically, Resident #1 had a physician order for intravenous (directly into a vein) cefepime 
and vancomycin (antibiotics) every 12 hours that were not administered on 04/10/2025, 04/13/2025, 
04/14/2025, 04/15/2025, 04/18/2025, and 04/19/2025.Findings include:The facility policy Administering 
Medications, reviewed 01/2025 documented medications must be administered in accordance with the 
orders, including any required time frame. Medications must be administered within one (1) hour of their 
prescribed time, unless otherwise specified. If a drug was withheld, refused, or given at a time other than the 
scheduled time, the individual administering the medication should document in the electronic Medication 
Administration Record for that drug and dose. The person who withheld, received the refusal, or 
administered medication at a different time would notify the attending /covering physician. The individual that 
administered the medication must sign the resident's electronic Medication Administration Record as 
indicated by the software after giving each medication and before administering the next ones.Resident #1 
had diagnoses including osteomyelitis (bone infection) of thoracic vertebrae (upper spine) and local infection 
of skin and underlaying tissue. The 04/16/2025 Minimum Data Set assessment documented the resident was 
cognitively intact and received antibiotics. The Comprehensive Care Plan initiated 04/07/2025 and revised on 
04/22/2025 documented the resident received antibacterial therapy for sepsis (systematic infection), discitis 
of the thoracic region (infection of the discs of the spinal bones), and osteomyelitis of the thoracic vertebrae. 
Interventions included monitor for side effects of the antibiotic, report all side effects to the medical provider, 
and monitor for efficacy of the antibiotic chosen as well as adverse reactions during antibiotic use and post 
completion. The 04/07/2025 Physician #1's order documented:-cefepime HCl intravenous solution 2 
gram/100 milliliters, use 2 grams intravenously every 12 hours for 162 administrations.-vancomycin HCl 
intravenous solution, use 1 gram intravenously every 12 hours for anti-infective agent for 162 
administrations. The 04/2025 Medication Administration Record documented cefepime HCl intravenous 
solution 2 grams/100 milliliters, use 2 grams intravenously every 12 hours for cephalosporin for 162 
administrations with a start date of 04/08/2025 at 9:00 AM. The Medication Administration Record was 
blank/not signed on 04/14/2025 at 9:00 AM, 04/15/2025 at 9:00 PM, 04/18/2025 at 9:00 PM, and 04/19/2025 
at 9:00 PM to verify the medication was administered. The 04/2025 Medication Administration Record 
documented vancomycin HCl intravenous solution, use 1 gram intravenously every 12 hours for anti-infective 
agent for 162 administrations with a start date of 04/08/2025 at 9:00 AM. The Medication Administration 
Record was blank/ not signed on 04/10/2025 at 9:00 AM, 04/13/2025 at 9:00 AM, 04/14/2025 at 9:00 AM, 
and 04/15/2025 at 9:00 AM and 9:00 PM to verify the medication was administered. There was no 
documented evidence in the nursing progress notes from 04/07/2025-04/22/2025 of missed doses of 
Cefepime or Vancomycin, or notification to the provider of the missed doses. The resident was transferred to 
the hospital on [DATE] at 9:20 AM for altered mental status. Physician assessments or physician progress 
notes were not provided when requested. During an interview on 10/16/2025 at 11:00 AM, Licensed Practical 
Nurse #4 stated there was not always a registered nurse in the building. The medications were normally 
scheduled during a time when there was a registered nurse on the schedule. If the medication was listed on 
the Registered Nurse Medication Administration Record, they would not be alerted for the medication 
administration time. If it was listed on the electronic regular Licensed Practical Nurse Medication 
Administration Record the medication would be highlighted yellow when it was due and turn red when it was 
overdue. If the medication was missed the provider should be notified. They did not always know who was 
covering the intravenous therapy treatments each day. The Unit Manager could do it during the day, or 
possibly the Director of Nursing. The Medication Administration Record should have something in each box, 
they were not sure why the boxes were blank. During a telephone interview on 10/16/2025 at 11:58 AM, 
Registered Nurse Supervisor #5 stated they were the only Registered Nurse on the weekend. They were 
never alerted that Resident #1 missed medications. There were two days they were given late. They always 
gave the medications, and they put a check mark on their paperwork. They made a to do list for themselves 
while on shift. If there was a blank box on the Medication Administration Record it meant the medication was 
not documented on. They always gave the medication with enough time for the medication to finish and be 
flushed before the 10:00 PM supervisor came in. The medications were sometime late, because they got 
busy. They could not recall if they wrote a note, as they used their checklist; and sometimes people had to 
remind them to document on a medication because they forgot. During a telephone interview on 10/16/2025 
at 12:34 PM, Registered Nurse Supervisor #6 stated they were the afternoon supervisor and responsible for 
administering the afternoon intravenous medication on the 2:00 PM to 10:00 PM shift. There was no book for 
intravenous medications just a shift-to-shift report. All medication administrations were completed in the 
computer. They were not familiar with the Medication Administration Record containing boxes. They stated 
they always signed for their medications in the computer. If the resident refused, they would have written a 
note. The stated they gave Resident #1 their medications when they were on shift. They would have clicked 
given or not given with a reason. They used the computer to document everything. There were not sure 
about the specific dates as it was a long time ago, and they did not have access to the record. During an 
interview on 10/16/2025 at 12:57 PM, the Assistant Director of Nursing stated medications should be 
administered on time as scheduled. Registered nurses typically cared for intravenous devices at the facility. 
If a resident needed assistance or had a treatment with their intravenous device during the day, there were 
several registered nurses in the building to help. On the off shifts the supervisors were all registered nurses, 
and they would care for the intravenous devices. They reviewed medication administrations, if the box was 
empty on the Medication Administration Record that meant it was not signed for. It could have been given 
and not signed for or it could have not been given and not signed of. It meant it was unaccounted for, an 
unknown. A blank box on the Medication Administration Record was a medication error. If the medication 
was not given, it could be a significant medication error. The provider should have been notified of the 
missed medication, and it should have been documented in a progress note. During an interview on 
10/16/2025 at 1:40 PM, the Director of Nursing stated they expected intravenous devices be managed per 
the orders. The registered nurses administered antibiotics. The blank box on the Medication Administration 
Record meant it was not signed for. The Unit Managers gave the intravenous antibiotics during the shift and 
were both registered nurses when Resident #1 resided in the facility. If the blank box was investigated and 
deemed that the medication was not given, it would be a medication error. They were not aware of any 
investigations done about the missing medications administrations. They stated given it was only five doses 
missing, they were not sure it was a significant medication error. If the provider was notified of the missing 
medications, there should be a note from the person who contacted the provider. The note should include 
why they were contacted and what the decision was from the conversation. They expected something in 
every box of the Medication Administration Record. The Unit Managers should be reviewing the Medication 
Administration Records and should have investigated it, but they were unable to speak to what happen. 
During a telephone interview on 10/20/2025 at 3:15 PM, Physician #1 stated they were responsible for the 
oversight of residents' medical care, review of hospital discharge recommendations, and management of 
medications upon admission. Hospital discharge recommendations were reviewed promptly upon a 
resident's admission. They reviewed all medication recommendations by the hospital and ensured nursing 
staff implemented them. Resident #1 was admitted on vancomycin, the treatment course was to continue for 
approximately six weeks, with vancomycin trough levels (blood test used for monitoring to ensure the 
antibiotic is effective and to minimize the risk of toxicity) monitored daily in residents with renal impairment or 
at least every three days. If a resident missed an intravenous antibiotic dose, they expected immediate 
notification from nursing staff and documentation of the communication. They were not notified Resident #1 
missed any doses of vancomycin or cefepime. It was a significant medication error and should have been 
reported.10NYCRR 415.12(m)(2)
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Provide timely, quality laboratory services/tests to meet the needs of residents.
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Based on record review and interviews during the abbreviated (iQIES reference number 2610929) survey the 
facility did not ensure laboratory services were obtained to meet the needs of its residents for one (1) of three 
(3) residents (Resident #1) reviewed. Specifically, Resident #1 had physician orders for laboratory tests to 
check their vancomycin (antibiotic) trough level (blood test used to monitor the antibiotic's effectiveness and 
to minimize toxicity) and the laboratory tests were not performed timely or accurately. Findings include:The 
facility policy Vancomycin Management, dated 01/2025, documented renal function should be monitored at 
least twice weekly or more frequently based on physician orders. Trough level monitoring should be 
completed to ensure adequate serum levels for efficacy while avoiding toxicity. Lab draw should happen 
within 30 minutes prior to the fourth dose, after dose adjustments, significant changes in renal function, or 
during prolonged therapy. With prolonged therapy testing should be repeated every 3-5 fays or per physician 
orders. Nursing would initiate orders per physician ordered timing with laboratory to ensure timely blood 
draws. Resident #1 had diagnoses including osteomyelitis (bone infection) of thoracic vertebra and local 
infection of skin and underlaying tissue. The 04/16/2025 Minimum Data Set assessment documented the 
resident was cognitively intact and received antibiotics. The Comprehensive Care Plan initiated 04/7/2025 
and revised on 04/22/2025 documented the resident received antibacterial therapy for sepsis (systematic 
infection of the blood), discitis of the thoracic region (infection of the spinal discs), and osteomyelitis of the 
thoracic vertebrae. Interventions included monitor for side effects of the antibiotic, report all side effects to 
the medical provider, and monitor for efficacy of the antibiotic chosen as well as adverse reactions during the 
course of antibiotic and post completion. The 3/28/2025 hospital Physician #15 Hospital Discharge Summary 
documented Resident #1 was started on cefepime and vancomycin on 04/04/2025. Infectious Disease 
Physician #16 recommended to continue with both antibiotics until 06/27/2025. Monitor vancomycin trough 
level weekly to maintain between 18 microgram/milliliter and 20 microgram/milliliter. Monitor weekly complete 
blood count, complete metabolic panel, and c-reactive protein while on the intravenous antibiotics. Physician 
orders documented: -04/07/2025 by Physician #1 vancomycin intravenous solution one (1) gram 
intravenously every 12 hours for anti-infective agent, on hold from 04/18/2025-04/23/2025. -04/14/2025 by 
Physician #1 vancomycin trough every Monday until 06/30/2025.-04/18/2025 by Physician #1 vancomycin 
trough one time only the last dose of vancomycin given 04/17/2025 at 8:00 PM, to start on 04/18/2025. The 
04/2025 Laboratory Administration Record documented to check the vancomycin trough one time only for 
1-day, last dose of vancomycin given 04/17/20205. The Laboratory Administration Record was blank/not 
signed on 04/18/2025 and 04/19/2025 for the completion of the labs. There was no documented evidence 
the resident's vancomycin trough was completed on 4/14/2025 or 4/21/2025. During a telephone interview on 
10/16/2025 at 9:59 AM, Consultant Pharmacist #18 stated they expected the facility to contact them with 
vancomycin trough levels, and they could assist with dosing amounts and administrations times. The trough 
should be drawn after the fourth dose, a half hour before the next dose. The facility did not contact them 
about vancomycin troughs. They stated they did not recall Resident #1, and there was nothing in the 
computer for them to reference. The facility never contacted them about Resident #1 or their vancomycin 
troughs. During a telephone interview on 10/16/2025 at 10:09 AM, Pharmacist #19 (from the Medication 
Delivery Pharmacy) stated they supplied the facility with medications. The vancomycin trough should be 
drawn for weekly monitoring for a set dose, or long-time user. Upon review of the pharmacy records, 
Pharmacist #19 stated the resident started on vancomycin on 04/07/2025. The pharmacy contacted the 
facility on 04/11/2025 about the need for a vancomycin trough. The pharmacy was told the facility would 
draw the trough on 04/14/2025. On 04/14/2025, the pharmacy followed up and the facility stated they were 
going to draw the trough on 04/16/2025. On 4/18/2025, the facility stated the lab sat too long and needed to 
be redrawn and would be drawn again on 04/21/2025. On 4/21/2025, the facility stated the trough was high 
and the resident was sent to the hospital, and the vancomycin was put on hold. During a telephone interview 
on 10/16/2025 at 11:58 AM, Registered Nurse #5 stated the registered nurses in the facility drew the blood 
for the labs from the peripherally inserted central catheters (venous access). The lab order was completed, 
and they called the lab to come get the specimens. During an interview on 10/16/2025 at 12:57 PM, 
Assistant Director of Nursing #7 stated labs went out on Monday, Wednesday, and Friday. Orders were 
usually placed with a 3-day window so they could be drawn on one of those days. A list of who needed labs 
drawn was provided to the phlebotomist (person who draws blood). The phlebotomist completed a 
venipuncture (drawing blood with a needle) for a resident with a peripherally inserted central catheter, or the 
registered nurse could draw the blood and give the vial to the phlebotomist to bring to the lab. The 
vancomycin trough should be drawn before the next dose was given. Resident #1 got vancomycin at 9:00 
AM and 9:00 PM, the trough should be drawn at 8:00 AM. The 1:00 PM or 4:00 PM draw would not be 
appropriate. The trough was meant to see the lowest level of vancomycin in the body system, so it needed to 
be before the next dose. If the trough was not done at the appropriate time it could result in a higher value 
due to the timing of the dose completion. The 04/14/2025 laboratory order should have been done, and they 
were not sure why it was not. Upon review of the records, Assistant Director of Nursing #7 stated the only 
vancomycin trough they could find was on 04/18/2025. There was no trough done on 04/14/2025. There was 
a note on 04/15/2025 documenting labs were drawn, but did not specify if the labs were for vancomycin. 
There were no laboratory results for 04/14/2025 in the computer. During an interview on 10/16/2025 at 1:40 
PM, the Director of Nursing #3 stated the vancomycin trough was outlined on the hospital discharge 
paperwork. If it was due on Tuesday, it was drawn one hour before the next dose. Resident #1 was on 
intravenous vancomycin. They stated they did not remember the resident and the only information they had 
was based on what they read in the chart. Peripheral inserted central catheter laboratory draws were done 
by a registered nurse. If the resident had an order for a vancomycin draw on 04/14/2025, it should have been 
drawn. They did not know why it was not done. The registered nurses knew if there was a vancomycin 
trough order, it should be drawn before the next dose was given. They stated 1:00 PM and 4:00 PM were not 
appropriate time to draw a vancomycin trough if the resident got their antibiotics at 9:00 AM and 9:00 PM. It 
should have been drawn at 8:00 AM. During a telephone interview on 10/20/2025 at 3:15 PM, Physician #1 
stated Resident #1 was admitted on vancomycin, the treatment course was to continue for approximately six 
weeks. Vancomycin trough levels should be monitored daily in residents with renal impairment or at least 
every three days. Vancomycin trough levels must be drawn approximately one hour before the next 
scheduled dose. A trough obtained at 1:00 PM would not be appropriate if it did not align with the dosing 
schedule. Additionally, waiting four days to draw a trough was not acceptable and they should have been 
notified. Elevated vancomycin levels, 40-50 micrograms/ milliliter could cause renal impairment, regardless 
of pre-existing kidney disease, failure to obtain the vancomycin trough every three days could lead to 
nephrotoxicity. If they had had the trough levels, they would have stopped the medication. 10 NYCRR 415.20
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