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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to prevent a significant medication error for warfarin (a blood
thinner medication) for one (#8) of three residents reviewed for medication errors out of 10 sample residents.
Specifically, the facility failed to prevent a significant medication error when Resident #8 received warfarin, a
blood-thinning medication, twice a day (once in the morning and once in the evening), instead of once a day
at bedtime.Resident #8 was admitted on [DATE] and discharged to home on 9/22/25. Resident #8's
diagnoses included hypertension, kidney disease, diabetes, stroke, and left-sided paralysis. Resident #8 was
admitted to the facility from the hospital with stroke treatment and prevention orders for warfarin and
laboratory monitoring of the blood level international normalized ratio (INR), which is used to monitor the
ability for blood to clot. Resident #8's admitting physician's orders on 8/25/25 included testing of the INR on
8/26/25 and warfarin 1 milligram (mg) in the morning and monitoring the INR daily for warfarin dose titrations.
A review of Resident #8's electronic medical record (EMR) revealed on 8/22/25 that the resident's INR level
tested at the hospital before discharge was 2.44.0n 8/26/25, Resident #8's INR level was tested, and the
result was 1.69. The result was forwarded to the physician's office. On 8/27/25, the physician gave a verbal
telephone order to the facility nurse for warfarin 1.5 mg, by mouth, one time a day, in the evening. The
physician gave an order to document the resident's most recent INR level in Resident #8's medication
administration record (MAR) and to draw the next INR level on 8/29/25. The 8/27/25 verbal physician's order
did not include an order to discontinue the resident's previous 1 mg warfarin dose, which had been
administered in the morning. As a result, Resident #8 received warfarin in the morning and in the evening
from 8/28/25 to 9/9/25.Additionally, a review of Resident #8's EMR revealed that facility nurses failed to
document the resident's most recent INR level from 8/26/25 and instead reported the 8/22/25 hospital result
of 2.44 from 8/28/25 to 9/9/25. On 9/10/25, Resident #8's INR level was checked, and the result was 4.5.
The physician gave new orders to hold the warfarin medication for three days and recheck the INR level on
9/15/25. The facility's failure to monitor Resident #8's warfarin dosages and INR levels resulted in a
significant medication error, which placed Resident #8 at risk for a likely serious outcome. Serious harm to
Resident #8 was likely to have occurred as a result of the significant medication error.Findings
include:Record review and interviews confirmed the facility corrected the deficient practice prior to the onsite
investigation from 12/15/25 to 12/18/25, resulting in the deficiency being cited as past noncompliance with a
correction date of 9/11/25. |. Situation of serious harmResident #8's admitting physician orders on 8/25/25
included testing of the INR on 8/26/25 and warfarin 1 mg in the morning and monitoring the INR daily for
warfarin dose titrations. A review of Resident #8's electronic medical record (EMR) revealed on 8/22/25 the
resident's INR level tested at the hospital before discharge was 2.44.0n 8/26/25 Resident #8's INR level was
tested and the result was 1.69. The result was forwarded to the physician's office. On 8/27/25, the physician
gave a verbal telephone order to the facility nurse for warfarin, by mouth 1.5 mg, one time a day, in the
evening. The physician gave an order to document the most recent INR level in Resident #8's MAR and to
draw the next INR level on 8/29/25. The 8/27/25 verbal physician's order did not include an order to
discontinue the resident's previous 1 mg warfarin dose, which had been administered in the morning. As a
result, Resident #8 received warfarin in the morning and in the evening from 8/28/25 to 9/9/25.Additionally, a
review of Resident #8's EMR revealed that facility nurses failed to document the resident's most recent INR
level from 8/26/25 and instead documented the 8/22/25 hospital result of 2.44 from 8/28/25 to 9/9/25. On
9/10/25, Resident #8's INR level was checked, and the result was 4.5. The physician gave new orders to
hold the warfarin medication for three days and recheck the INR level on 9/15/25. The facility's failure to
monitor Resident #8's warfarin dosages and INR levels resulted in a significant medication error and placed
Resident #8 at risk for a likely serious outcome. Il. Facility plan of correctionThe corrective action plan the
facility implemented in response to Resident #8's significant medication error was provided by the director of
nursing (DON) on 12/17/25 at 9:05 a.m. The plan documented the following:A. Immediate actionResident #8
was evaluated by the outpatient clinic on 9/10/25. Resident #8 had an INR level tested on [DATE] with a
result of 4.5. The physician gave new orders to hold the warfarin for three days, restart the warfarin on
9/14/25, and repeat INR testing on 9/15/25 in the morning. The INR result on 9/15/25 will determine the next

steps for warfarin therapy.The facility completed a change in condition assessments for Resident #8 from
Q/1NI2KR tn O/1212K and Adatarminad Racidant #Q had nn advarca niitrama aftar takina tha additinnal warfarin
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