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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews conducted during an Abbreviated Survey (Complaint #NY00342787, 
#NY00355908, and #NY00348307) completed on [DATE], the facility did not maintain clinical records on 
each resident in accordance with accepted professional standards and practices, that were complete and 
accurately documented for three (3) (Resident #3, #4, and #5) of three (3) reviewed for medical records. 
Specifically, the facility transitioned to another electronic medical record company [DATE] and the facility did 
not have access to resident medical information for any residents that are current, discharged or expired 
prior to [DATE]. This is evidenced by: The facility policy titled Resident Medical Record dated 5/2025 
documented the following: it is the policy of the facility to maintain Medical Records in accordance with State 
and Federal regulations. The facility will maintain clinical records on each resident in accordance with 
accepted professional standards and practices that are complete, accurately documented, readily 
accessible, systematically organized and include: Residents admissions and discharges; medical and 
general health status; personal and social history; identity and address of next of kin or responsible party; the 
resident's comprehensive care plan; results of any preadmission screening and resident review evaluations 
and determinations conducted by the State; Physicians, Nurses and other licensed professionals progress 
notes; and laboratory, radiology and other diagnostic services reports. The facility will retain medical records 
for the time period required by state law or five years from the date of discharge when there is no 
requirement in state law. The facility will safeguard clinical record information against loss, destruction or 
unauthorized use. Resident #3 had diagnoses including Neurocognitive disorder with Lewy bodies (a 
progressive brain disorder that causes a decline in thinking, reasoning and independent function), 
Alzheimer's disease (a type of dementia that affects memory, thinking and behavior), and Major Depressive 
Disorder (a mood disorder that causes a persistent feeing of sadness and loss of interest). The Minimum 
Data Set (a resident assessment tool) dated [DATE] documented Resident #3 was severely cognitively 
impaired. Resident #4 had diagnosis including Parkinson's Disease (a progressive movement disorder of the 
nervous system that worsens over time), dementia (the loss of cognitive functioning, thinking, remembering 
and reasoning to such an extent that it interferes with a person's daily life and activities), and depression (a 
mental health disorder characterized by persistently depressed mood or loss of interest in activities, causing 
significant impairment in daily life). The Minimum Data Set, dated [DATE] documented Resident #4 was 
rarely / never understood and rarely / never understands. Resident #5 facility face sheet print date [DATE] 
had no documented diagnosis, and facility had no accessible medical information. A Medical Record review 
conducted [DATE] and [DATE] revealed there was no access to medical record information prior to [DATE] 
for Resident #3 and Resident #4; and there was no access to medical record information for Resident #5. 
During an interview on [DATE] at 9 AM, Administrator #1 stated they needed to contact Corporate 
Information Technology Nurse #1 to obtain medical record access for Resident #3, #4, and #5. During an 
interview on [DATE] at 2:45 PM, Director of Nursing #1 stated when the facility corporation changed the 
Electronic Medical Record Company Contract #1 to Electronic Medical Record Company Contract #2 in 
October or November of 2024, they realized they did not have access to the previous electronic medical 
record prior to [DATE] since approximately [DATE]. They stated they should have access to all medical 
record information for all residents that were admitted to the facility in the last five(5) years according to the 
regulations and for continuity for all residents currently residing in the facility that were admitted prior to 
[DATE] for continuity of care. During an interview on [DATE] at 2:54 PM, Administrator #1 stated the facility 
corporation changed the Electronic Medical Record Company Contract #1 to Electronic Medical Record 
Company Contract #2 in October or November of 2024 and their access to the electronic medical records 
from the previous company was taken away from them and the facility staff and had not identified this to be a 
concern. They stated they just did not think about the facility's need to always have access. Administrator #1 
stated they were referring all additional questions concerning the lack of medical record access to Corporate 
Information Technology Nurse #1. During an interview on [DATE] at 11:23 AM, Corporate Information 
Technology Nurse #1 stated the facility changed to Electronic Medical Record Company Contract #2 [DATE] 
and did not know the facility did not have access to their residents electronic medical records from Electronic 
Medical Record Company Contract #1, until yesterday ([DATE]) when they were requested to provide access 
to the electronic medical record for the New York State Department of Health. They stated they were 
informed by Electronic Medical Record Company Contract #1 that the facility had been denied access 
related to an unpaid bill. They stated when the facility owner requested to change the facility to Electronic 
Medical Record Company Contract #2, they had a plan to download certain sections of the previous 
electronic medical records; such as care plans, labs, doctor visits and Minimum Data Set information; and 
scan it into the current electronic medical record for each current resident for continuity of care. They stated 
they did not formulate a coordinated plan or assign a specific staff member to complete this task and upon 
further review, they determined the transition of downloading resident information was being completed 
alphabetically by resident's last name and it stopped at the letter ‘C.' They stated it was their responsibility to 
ensure the electronic medical record company transition was smooth and thorough, and the facility should 
not have been denied access to their resident medical records. They stated they did not know when the 
facility was denied access to their electronic medical records from Electronic Medical Record Company 
Contract #1 and stated the facility should have access to their electronic medical records at all times for any 
resident admitted to the facility in the past five (5) to seven (7) years. They stated it was concerning that the 
facility did not have access for continuity of care, litigations, insurance claims and access for New York State 
Department of Health. During an interview on [DATE] at 12:28 PM, Regional Director of Nursing #1 stated 
they were not aware the facility did not have access to the previous electronic medical records for all 
residents prior to [DATE]. They stated the facility should always have had access to all medical record 
information for all current residents and all residents admitted to the facility within the last seven (7) years. 
They stated they were aware the facility had changed electronic medical record company contacts and would 
have expected continued access to the previous electronic medical records for continuity of care. They 
stated they did not recall if Administrator #1 or Director of Nursing #1 had informed them they did not have 
access to the previous electronic medical record. During an interview on [DATE] at 12:50 PM, Operator #1 
stated they were not aware the facility did not have access to the resident's medical records from Electronic 
Medical Record Company Contract #1 until they were informed on [DATE] of the concern. They stated 
Corporate Information Technology Nurse #1 was responsible to ensure a smooth transition from the previous 
electronic medical record company to the current medical record company and was not aware there was an 
issue. They stated they had corporate employees assigned to manage medical record information and would 
not have expected to have been involved. They stated they would have expected Administrator #1 to have 
informed Corporate Information Technology Nurse #1 if they had any concerns accessing medical records, 
but they were informed Administrator #1 did not identify this as an issue. Review of an e-mail dated [DATE] 
at 4:22 PM, previous electronic medical record Client Success Manager #1 documented the following: The 
facility had not used their electronic medical records from Electronic Medical Record Company Contract #1 
since [DATE] because the facility did not sign up for maintenance mode for access of historical records and 
the facility was required to pay the balance owed before any options for historical data can be received. 
During an interview on [DATE] at 3:55 PM, Administrator #1 stated Corporate Information Technology Nurse 
#1 was continuing to work with the previous electronic medical record company to gain access to their 
resident's medical records. 10 New York Codes, Rules and Regulations 415.22(a)(1)(3)(4)(b)
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Provide and implement an infection prevention and control program.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview and record review conducted during an Abbreviated Survey (Compliant 
#NY00378346) completed on 7/14/2025, the facility did not ensure provision of a safe, sanitary, and 
comfortable environment to help prevent the development and transmission of communicable diseases and 
infections for one (1) (Resident #1) of one (1) resident reviewed for infection control practices. Specifically, 
Resident #1 was on Enhanced Barrier Precautions (interventions designed to reduce transmission of 
multi-drug-resistant organisms including mask, gown and glove use during high contact resident care 
activities) and staff did not wear proper personal protective equipment while providing wound care and did 
not change gloves and wash hands according to standards of practice. This is evidenced by: The facility 
policy and procedure titled, Enhanced Barrier Precautions, revised 2/19/2025, documented the following: it is 
the policy of the facility to implement enhanced barrier precautions for preventing transmission of novel or 
targeted multidrug-resistant organisms. Novel or targeted Multi Drug Resistant Organisms are organisms 
that are resistant to all or most antibiotics tested, are uncommon in a geographic area, or have special genes 
that allow them to spread their resistance to other germs. Enhanced Barrier Precautions are indicated for 
resident with any of the following: Infection or colonization with a Centers for Disease Control and Prevention 
(the national public health agency of the United States) - targeted Multi Drug Resistant Organism when 
Contact Precautions do not otherwise apply or wounds and / or indwelling medical devices even if the 
resident is not known to be infected or colonized with a Multi Drug Resistant Organism. Enhanced barrier 
precautions require the use of gown and gloves for certain residents during specific high-contact resident 
care activities in which there is an increased risk for transmission of multidrug resistant organisms. 
High-contact resident care activities include bathing/showering, transferring, providing hygiene, changing 
linens, changing briefs or assisting with toileting, device care or use: central line care, urinary catheter, 
feeding tube, tracheostomy, wound care: any skin opening requiring a dressing. *Note to reader: Enhanced 
Barrier Precautions is an infection control strategy that uses targeted gown and glove use during 
high-contact resident care activities to reduce the transmission of multidrug-resistant organisms; it is a 
supplement to standard precautions and existing isolation guidelines, aiming to reduce the spread of 
microorganisms that can cause infections. The facility specific card (signage) for Enhanced Barrier 
Precautions, documented everyone must clean their hands, including before entering and when leaving the 
room, providers and staff must also: Wear gloves and gown for the following high-contact resident care 
activities included wound care. The facility policy and procedure titled, Hand Hygiene, dated 4/2024, 
documented the following: it is the policy of the facility to perform hand hygiene in accordance with national 
standards from the Centers for Disease Control and Prevention and the World Health Organization. The 
Centers for Medicare and Medicaid State Operations Manual indicates that hand hygiene should be 
performed in situation such as but no limited to: when moving from contaminated to clean when changing a 
brief or a wound dressing and after removal of gloves and prior to donning (applying) clean gloves. The 
facility policy and procedure titled, Dressing Change - Clean, revised 5/2025, documented the following: it is 
the policy of the facility to ensure dressings are changed in accordance with State and Federal Regulations, 
and national guidelines. Perform hand hygiene, put on clean gloves, remove dressing and place in the 
resident's trash can, remove gloves and perform hand hygiene, put on clean gloves, cleanse wound with 
gauze and prescribed cleanser, removed gloves and preform hand hygiene, put on clean gloves, apply clean 
dressing as ordered, remove gloves and perform hand hygiene, discard all disposable items into appropriate 
receptacle, remove trash from resident's room, wash and dry hands thoroughly. Resident #1 had diagnoses 
including non-pressure chronic ulcer (a sore on the skin that has failed to heal for an extended period, 
typically more than four (4) to six (6) weeks, despite appropriate treatment) of right lower leg, peripheral 
vascular disease (a circulatory condition in which narrowed blood vessels reduce blood flow to the limbs), 
and Anxiety Disorder (a group of mental heal conditions characterized by excessive, persistent and 
uncontrollable feelings of worry, fear, and unease, which can significantly impair daily functioning). The 
Minimum Data Set (a resident assessment tool) dated 6/20/2025 documented Resident #1 was cognitively 
intact, understood and understands, had a surgical wound and received antibiotics. Review of the 
comprehensive care plan titled Care Plan Activity Report identified as current by Director of Nursing #1 
documented the following: Chronic skin condition chronic ulcer to right lower extremity requiring daily 
dressing changes dated 6/25/2025, interventions included: apply treatments as ordered; notes: dated 
7/01/2025 documented; Right lower extremity measures 14.6 centimeters length by 8.9 centimeters wide by 
0.1 centimeters depth, 30 percent eschar (dead tissue) and 70 percent granulation and moderate 
serosanguinous drainage (fluid discharge). Treatment will be a thin layer of bacitracin with xeroform (a 
Sterile, non-adherent wound dressing) and dry dressing daily and as needed. Review of the Physician 
Orders identify as current by Director of Nursing #1 documented the following: Dated 7/04/2025 check every 
shift for stocked personal protective equipment bin and signage precautions still appropriate; dated 
7/09/2025 Enhanced Barrier Precautions for chronic wound every shift, and dated 7/04/2025 cleanse right 
lower extremity with normal saline and pat dry, apply thin layer of bacitracin then xeroform (cut to size) and 
dry protective dressing daily and as needed. Review of Progress Note Physician History and Physical dated 
6/28/2025 documented the following: Resident has a chronic wound on right lower extremity, which 
developed after a hot stone massage in May 2024. Multiple courses of intravenous antibiotics have been 
administered and multiple surgeries, including femoral stent placement and debridement (process of 
removing dead cells and material from a wound) due to local infection. During an observation on 7/09/2025 
at 10:25 AM, Resident #1 in bed with right lower extremity elevated on a pillow with a bed pad covering the 
pillow with bloody serosanguinous (a type of wound drainage that is thin and watery, with a pinkish or light 
red color due to the presence of a small amount of blood mixed with serous fluid) drainage noted striking 
through the kerlix gauze on the posterior (back) aspect of the leg onto the bed pad approximately five (5) 
centimeters by five (5) centimeters area on the bed pad and bloody serosanguinous drainage on the left foot 
end of the bed sheet approximately five (5) centimeters by three (3) centimeters. During an observation on 
7/09/2025 at 12:03 PM of Resident #1, Registered Nurse #1 applied gloves, gathered wound care supplies 
included, three (3) xeroform dressings (a fine mesh gauze occlusive dressing impregnated with petrolatum 
maintains a moist wound environment), three (3) packages of triple antibiotic ointment, q-tips, 4 inch by 4 
inch gauze dressing packages (to clean and dry the wound) normal saline, and kerlix gauze (a secondary 
dressing to cover and wrap) and prepared the xeroform dressing by smearing the triple antibiotic ointment 
onto to the xeroform dressings with the q-tip. Registered Nurse #1 entered Resident #1's room with gloves 
on and set up the treatment supplies on Resident #1's tray table and did not don (put on) a gown or change 
gloves and wash hands after touching the treatment cart and all outside treatment packaging. Registered 
Nurse #1 removed soiled dressing from Resident #1's right lower extremity with a moderate amount of 
serosanguinous drainage present of the dressing and did not change their gloves or wash their hands. 
Registered Nurse #1 proceeded to cleanse the wound with normal saline and a four (4) inch by four (4) inch 
gauze. After cleansing the wound, Registered Nurse #1 changed their gloves and did not wash their hands. 
Registered Nurse #1 applied the moist xeroform gauze to the open wound, did not change their gloves and 
wash their hands and applied the kerlix wrap (secondary dressing). Registered Nurse #1 removed their 
gloves and did not wash their hands, then retrieved additional supplies from the treatment cart, donned (put 
on) gloves and dated the dressing on Resident's right lower extremity. Registered Nurse #1 removed their 
gloves gathered all soiled linens with bare hands, disposed of soiled linens into soiled work room, then took a 
clean pillowcase from the linen cart then washed their hands at the sink in the hallway. During an interview 
on 7/09/2025 at 12:19 PM, Registered Nurse #1 stated they did not know why there was a bin with personal 
protective equipment outside Resident #1's room doorway or why there was an Enhanced Barrier Precaution 
sign on the wall outside Resident #1's room doorway. Registered Nurse #1 stated they did not hang the 
Enhanced Barrier Precaution signage, did not know who hung the Enhanced Barrier Precaution sign for 
Resident #1 and did not know why Resident #1 would need to be on Enhanced Barrier Precautions. They 
stated they did not need to wear additional personal protection equipment while providing wound care. 
Registered Nurse #1 read the Enhanced Barrier Precaution signage at Resident #1's room and stated they 
should have been wearing a gown while providing wound care because it was an open wound. Registered 
Nurse #1 stated Resident #1's wound was open and there was a moderate amount of serosanguinous 
drainage present on the old dressing and drainage on the wound while cleansing. They stated they should 
have washed their hands any time they changed their gloves. Registered Nurse #1 stated they should have 
changed their gloves and washed their hands minimally, after setting up the supplies, after removal of old 
dressing, after cleansing the wound, after applying a moist dressing (such as the xeroform gauze), after 
applying the kerlix gauze, after completion of the treatment, before leaving the resident's room and after 
disposing of soiled linens. Registered Nurse #1 stated the purpose of hand washing, changing gloves and 
Enhanced Barrier Precautions was to mitigate pathogens for infection control purposes for all residents. They 
stated they had not changed their gloves and washed their hands based on standards of practice they had 
cross contaminated during the treatment, to the treatment cart and the linen cart. During an interview on 
7/10/2025 at 8:23 AM, Director of Nursing #1 stated they would have expected Registered Nurse #1 to have 
worn a gown while providing wound care as required for Enhanced Barrier Precautions. They stated they 
would have expected Registered Nurse #1 to have changed their gloves and washed their hands minimally; 
after setting up the supplies, after removal of old dressing, after cleansing the wound, after applying a moist 
dressing (such as the xeroform gauze), after applying the kerlix gauze, after completion of the treatment, 
before leaving the resident's room and after disposing of soiled linens. Director of Nursing #1 stated 
Registered Nurse #1 was educated on Enhanced Barrier Precautions and would have expected they follow 
the facility policy and procedure for Enhanced Barrier Precautions for infection control purposes for all 
residents. During an interview on 7/10/2025 at 12:16 PM, Administrator #1 stated they would have expected 
Registered Nurse #1 to have followed the Enhanced Barrier Precaution policy and signage and put on a 
gown to provide wound care and would have expected them to wash their hands and change their gloves to 
maintain proper infection control practices and prevent cross contamination. 10 New York Codes, Rules and 
Regulations 415.19(a)(2) (b)(4)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Have a Compliance and Ethics Program.

Based on record review and interviews conducted during an Abbreviated Survey (Complaint #NY00342787, 
#NY00355908, and #NY00348307) completed on 7/14/2025, the facility did not effectively communicate and 
implement the standards of its compliance and ethics program that is likely to be effective in preventing care 
violations and promoting quality of care. Specifically, at a minimum, the facility did not implement the 
standards of its compliance and ethics program-resident medical records dated prior to November 2024 were 
not accessible. A risk area of record retention is associated with the delivery of health care to nursing facility 
residents. This could place all residents at risk of diminished quality of care. This is evidenced by: The facility 
policy titled, Compliance and Ethics Program, undated, identified as current by Administrator #1 documented 
the following: we are accountable and responsible for fulfilling out pledge to safeguard the welfare of each 
resident in a lawful and principled manor. The compliance and ethics program includes ongoing monitoring 
and auditing to assess compliance. The facility provides services that assist each resident in attaining or 
maintaining his or her highest practicable physical, mental, and psychosocial well-being. The facility requires 
the retention of all generated and received recorded information, electronic and paper, related to financial, 
medical, or legal issues for the applicable period required by law. All records should be kept in their original 
form or a suitable alternative form for storage for the duration of the period at which time such records should 
be destroyed in the event of legal hold notice, requiring retention of certain records that may be relevant to 
matters that are subject of litigation, investigations, or audits is issued, the terms of such notice should be 
carefully observed, superseding normal document retention practices. During an interview on 7/11/2025 at 
10:45 AM, Administrator #1 stated they were the Corporate Compliance Officer for the facility and were 
responsible for the oversight of all facility compliance with regulations and adherence to legal and ethical 
standards. The stated they were aware the facility did not have access to all their resident's electronic 
medical records from the previous electronic medical company for all residents admitted prior to November 
2024 but did not identify it was a concern, and they should have. They stated they had not discussed the lack 
of medical record accessibility with the Corporate Compliance Committee or the Quality Assurance 
Performance Improvement Committee and should have. Additionally, they stated they had not voiced a 
concern to the Corporate Information Technology Nurse #1 because they believed they were aware because 
they were in charge of the transitioning the medical records from the previous electronic medical record 
company to the present electronic medical records company and they should have identified this as a 
concern and informed them. Administrator #1 stated they were responsible to have ensured the facility 
Corporate Compliance Program was effective. During an interview on 7/11/2025 at 11:23 AM, Corporate 
Information Technology Nurse #1 stated they would have expected Administrator #1 to have informed them if 
they were unable to access the previous electronic medical records for all their residents for continuity of 
care. During an interview on 7/11/25 at 12:50 PM, Operator #1 stated they would have expected the 
Corporate Compliance Officer who is Administrator #1 to have informed Corporate Information Technology 
Nurse #1 if they identified they needed to access the records. 10 New York Codes, Rules and Regulations 
415.26(b)(3)
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Develop, implement, and/or maintain an effective training program for all new and existing staff members.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interviews conducted during an Abbreviated Survey (Compliant #NY00378346) 
completed on 7/14/2025, the facility did not ensure an effective training program for all new and existing staff 
was developed, implemented and maintained based on the facility assessment for two (2) of two (2) staff 
(Licensed Practical Nurses #1 and #3) reviewed. Specifically, there was no documented evidence Licensed 
Practical Nurses #1 and #3 had peripheral intravenous training and competencies and they administered 
antibiotics via peripheral intravenous to Resident #2. This is evidenced by: The Facility Assessment Tool 
completed 4/23/2025, documented the following: Medication awareness of any medications that residents 
need, by route including intravenous) peripheral or central lines). Facility resources needed to provide 
competent support and care for our resident population every day and during emergencies included staff 
training / education and competencies for medication administration and specialized care. The facility policy 
and procedure titled, Core Competencies, dated 6/12/2024, documented the following: the facility will have 
sufficient nursing staff with the appropriate competencies and skill sets to provide nursing and related 
services to assure resident safety and attain or maintain the highest practicable physical, mental, and 
psychosocial well-being of each resident, as determined by resident assessments and individual plans of 
care. This will be met by documented competency evaluation upon hire, annually, with the introduction of 
new equipment or services, and as needed. The facility will ensure that licensed nurses have the specific 
competencies, and skill sets necessary to care for residents' needs. The New York State Education 
Department Office of the Professions website dated 7/10/2025 documented the following: New York's Nurse 
Practice Act allows Licensed Practical Nurses to provide Intravenous Therapy services only if the Licensed 
Practical Nurse is appropriately trained and clinically competent to do so. New York law requires intravenous 
training for Licensed Practical Nurses who provide intravenous therapy in hospitals, nursing homes 
diagnostic and treatment centers, ambulatory surgery centers, dialysis facilities, home care agencies, and 
hospice programs. The training must include supervised clinical experiences and competency assessments. 
Licensed Practical Nurses must complete additional intravenous training at least annually. Resident #2 had 
diagnoses including osteonecrosis of the jaw (a severe bone disease that involves the death of jawbone 
cells), Major Depressive Disorder (a mood disorder that causes a persistent feeing of sadness and loss of 
interest), and muscle weakness. The Minimum Data Set (a resident assessment tool) dated 6/24/2025 
documented Resident #2 was cognitively intact, could be understood and understands others. Review of the 
comprehensive care plan titled, Care Plan Activity Report, identified as current by Director of Nursing #1 
documented the following: Infection - osteonecrosis of jaw dated 6/05/2025, interventions included: 
administer medications as ordered, monitor for signs and symptoms of side effects of antibiotics. Review of 
the Physician Orders identify as current by Director of Nursing #1 documented the following: Dated 
7/03/2025 Ceftriaxone (an antibiotic used to treat a wide variety of bacterial infection), two (2) grams solution 
for injection by intravenous route once daily for six (6) weeks. Review of the Medication Administration 
Record dated July 2025 documented the following: Ceftriaxone two (2)-gram solution for injection by 
intravenous route once daily for six (6) weeks start date 7/04/2025. Medication initialed as administered by 
the following nurses:-Dated 7/05/2025 and 7/06/2025 at 9 AM by Licensed Practical Nurse #1-Dated 
7/07/2025 and 7/08/2025 at 9 AM by Licensed Practical Nurse #3 Nursing Staff Education folders and 
Employee Personnel Folders reviewed and revealed the following:-Licensed Practical Nurse #1, did not have 
documented evidence of facility education and competency for peripheral intravenous medication 
administration and care. -Licensed Practical Nurse #3, did not have documented evidence of facility 
education and competency for peripheral intravenous medication administration and care. During an 
interview on 7/10/2025 at 7:52 AM, Licensed Practical Nurse #3 stated they administered the peripheral 
intravenous antibiotic to Resident #2 on 7/07/2025 and 7/08/2025. They stated the last received peripheral 
intravenous education in 1976. They stated they were not intravenous certified and had not had any 
peripheral intravenous education and competency evaluations completed annually. During an interview on 
7/10/2025 at 8:23 AM, Director of Nursing #1 stated Licensed Practical Nurses were allowed to hang 
peripheral intravenous antibiotics after the first dose of antibiotic administered by a Registered Nurse and 
Licensed Practical Nurses should have peripheral intravenous education and competencies in their 
education or personnel files. Upon review of Licensed Practical Nurse #1 and #3 facility education and 
competencies, they stated they are unable to verify the facility provided peripheral intravenous education and 
competencies. They stated Licensed Practical Nurses should not be providing peripheral intravenous 
antibiotics without the education and competency completed. Director of Nursing #1 stated they had no 
evidence the facility's education program included peripheral intravenous education and competency 
evaluations. During an interview on 7/10/2025 at 9:27 AM, Licensed Practical Nurse #1 stated they had 
asked Director of Nursing #1 if they were allowed to administer peripheral intravenous antibiotics, and were 
informed by Director of Nursing #1 the first antibiotic dose was always administered by a Registered Nurse 
and then a Licensed Practical Nurse was allowed to administer the remaining peripheral intravenous 
antibiotics as ordered. Licensed Practical Nurse #1 stated they had administered the peripheral intravenous 
antibiotics to Resident #2 on 7/05/2025 and 7/06/2025 at 9 AM. They stated they were not intravenous 
certified and had not had any peripheral intravenous education and competency completed at this facility. 
During an interview on 7/11/2025 at 10:15 AM, Administrator #1 stated the facility did not have any evidence 
that Licensed Practical Nurses have received peripheral intravenous education upon hire and had peripheral 
intravenous competency assessments upon hire and annually to administer peripheral intravenous 
antibiotics in the facility and they should have. 10 New York Codes, Rules and Regulations 415.26
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