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Ensure that residents are free from significant medication errors.
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Licensure Reference Number 175 NAC 12-006.10(D)

Based on record reviews and interviews, the facility failed to ensure that Resident 1 was free from significant 
medication errors. This affected 1 of 5 residents sampled for medication administration. The facility census 
was 33.

Findings are:

A record review of Resident 1's Admission Record printed 07/24/2024 revealed the resident was admitted to 
the facility on [DATE] and had diagnoses of respiratory failure, heart failure, atrial fibrillation (an irregular 
heartbeat that may lead to blood clots), venous insufficiency (a condition in which the veins have problems 
sending blood from the legs back to the heart), and the presence of a pacemaker (a small battery-operated 
device that helps the heart beat in a regular rhythm).

A record review of Resident 1's Order Summary printed 07/24/2024 revealed the resident had orders for the 
following:

Warfarin (an anticoagulant, or medication that helps prevent blood clots by making the blood clot more 
slowly) 5 milligrams (MG) by mouth once a day on Sundays, Mondays. Wednesdays, and Thursday; and

Warfarin 7.5 MG by mouth once daily on Tuesdays, Thursdays, and Saturdays. Both orders had a start date 
of 07/17/2024.

A review of a communication form dated 07/19/2024 for Resident 1 revealed the resident had an INR 
(International Normalized Ratio-a standardized lab value that measures how long it takes blood to clot) of 5.
6. The form also listed the resident's warfarin orders and included the response of the Advance Practice 
Registered Nurse (APRN) to 1 hold (to hold a medication means to not administer it) warfarin and 2 INR 
Sunday 07/21/2024.

A review of the National Library Of Medicine page on INR (https://www.ncbi.nlm.nih.
gov/books/NBK507707/#:~:text=%5B8%5DFor%20patients%20who%20are,
increase%20the%20risk%20of%20bleeding) revealed the following:

For patients who are on anticoagulant therapy, the therapeutic INR ranges between 2.0 to 3.0. INR levels 
above 4.9 are considered critical values and increase the risk of bleeding.

(continued on next page)
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A record review of Resident 1's Medication Administration Record (MAR) revealed that the warfarin 5 MG 
dose was documented as given on Friday 07/19/2024 and as not administered on Sunday 07/21/2024. The 
warfarin 7.5 MG dose was documented as given on Saturday 07/20/2024. Further review revealed that both 
warfarin orders were placed on hold on 07/22/2024. 

A review of Resident 1's Progress Notes revealed a note from 07/21/2024 that stated the warfarin was held 
that date. 

A review of a communication form dated 07/21/2024 for Resident 1 revealed the resident had an INR of 8.0. 
Further review revealed the form was addressed by the APRN on 07/22/2024 with 1 hold warfarin and 2 INR 
Wednesday 07/24/2024.

A review of the facility policy Medication Errors dated 01/08/2024 revealed:

'Significant medication error' means one which causes the resident discomfort or jeopardizes his/her health 
and safety or causes harm.

1. The facility shall ensure medications will be administered as follows: 

a. According to physician's orders.

An interview on 07/23/2024 at 4:49 PM with the DON confirmed Resident 1 had a high INR on 07/19/2024, 
the APRN gave an order on 07/19/2024 to hold the medication and recheck the INR on 07/21/2024, and 
Resident 1 received doses of warfarin on 07/19/2024 and 07/20/2024 and should not have. The DON further 
confirmed that the INR drawn on 07/21/2024 was higher than on 07/19/2024. 

An interview on 07/23/2024 at 7:23 PM with Licensed Practical Nurse (LPN) A confirmed that giving the 
warfarin when the order was to hold it was a significant medication error because of how high the INR was 
on 07/19/2024 and how much higher the INR was on 07/21/2024.
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