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Level of Harm - Actual harm

Residents Affected - Few

Based on record review and interview during the abbreviated survey (NY00370972, iQIES# 452008), the 
facility failed to ensure residents received treatment and care in accordance with professional standards of 
practice for one (1) of three (3) residents (Resident #2) reviewed. Specifically, Resident #2 was discharged 
from the hospital to the facility with atrial fibrillation (irregular heartbeat) and a mechanical heart valve 
replacement and was ordered weekly Prothrombin Time/International Normalized Ratio's (blood test that 
checks how long it takes for blood to clot) and anticoagulant (blood thinner) therapy. There was no 
documentation in the resident's electronic record of a diagnosis of a mechanical heart valve replacement and 
no documented evidence of a provider rationale for the reason International Normalized Ratios were not 
maintained at the recommended levels for mechanical heart valves (2.5-3-5). Additionally, there was no 
documented evidence the resident's Prothrombin Time/International Normalized Ratio was obtained as 
ordered on 10/22/2024 and no documented evidence the provider was notified that it was not obtained. 
Three (3) days after the missed Prothrombin Time/International Normalized Ratio, the resident presented 
with impaired speech, was more confused and sent to the hospital where they were found with a 
subtherapeutic (blood level below desired treatment range) International Normalized Ratio (1.16) and they 
were diagnosed with an acute stroke. This resulted in actual harm that was not Immediate Jeopardy for 
Resident #2. Findings include: Findings include: The facility policy Coumadin (warfarin) Therapy and 
Monitoring, dated 10/2024 documented:-Anticoagulation was needed for stroke, atrial fibrillation, pulmonary 
embolism and mechanical heart valve replacements. Dosage: to achieve target International Normalized 
Ratio was usually 1.5 to 2.5 times control. Mechanical heart valve target International Normalized Ratio was 
usually higher at 2.5 -3.5. Care planning for residents on anticoagulant medication including reporting lab 
values as soon as they were received, monitoring side effects- International Normalized Ratio testing, 
observation, prevention of side effects-falls, identifying procedures where medication should be held, 
education and certified nurse aide plan. Nursing documented in the nursing progress notes and 24-hour 
report. -Residents on anticoagulant therapy i.e., Coumadin (generic name: warfarin), would be tracked using 
a red binder located on each unit, utilizing the Anticoagulant Therapy Flow Sheet to ensure appropriate care 
and treatment, as well as monitoring for side effects. Procedure: the licensed nurse (day/evening shift) 
initiated the Anticoagulant therapy flow sheet and placed Prothrombin Time/ International Normalized Ratio 
lab order on the laboratory log for the date ordered. The licensed nurse (night shift) reviewed laboratory log 
and completed the lab requisition form. The licensed nurse received and reviewed the laboratory report and 
called the physician to report lab results and obtain orders for Coumadin therapy. Resident #2 had diagnoses 
including atrial fibrillation and Parkinson's Disease. The 09/05/2024 Minimum Data Set assessment 
documented the resident's cognition was intact, they were dependent with most activities of daily living, and 
the resident took anticoagulant medications during the assessment period. The resident's Diagnosis Sheet 
and 09/05/2024 Minimum Data Set assessment did not document the resident had a mechanical heart valve 
replacement. The 08/30/2024 hospital discharge summary documented Resident #2 was admitted with 
syncope (temporary loss of consciousness), collapse, and urinary tract infection. The resident had history of 
atrial fibrillation (irregular heartbeat that could increase risk of stroke), mechanical aortic valve replacement 
(surgical procedure where aortic valve is replaced with an artificial valve, higher risk of blood clots) and 
supratherapeutic (blood level higher than desired treatment range) International Normalized Ratio (blood test 
that checks how long it takes for blood to clot). Discharge medications included warfarin (anticoagulant) 2 
milligrams, alternating 1 milligram and 2 milligrams every night. The 09/03/2024 Physician Assistant #4 
progress note documented the resident was seen following hospitalization for falls and a urinary tract 
infection. The resident's diagnoses and assessment included atrial fibrillation, continue on warfarin, and they 
would order International Normalized Ratio to assess further. The 09/19/2024 History and Physical 
completed by the Medical Director documented the resident was admitted following hospitalization. The 
resident's diagnoses included atrial fibrillation. The History and Physical did not address a mechanical heart 
valve. The 10/02/2024 former Physician Assistant #4 note documented a follow up for atrial fibrillation. The 
recent International Normalized Ratio was 3.3 and supratherapeutic. The plan was to reduce the dose and 
repeat International Normalized Ratio in one (1) week. There was no documentation related to the resident's 
mechanical heart valve. The 10/02/2024 physician order documented warfarin 1 milligram every other day. 
The 10/07/2024 Comprehensive Care Plan did not document the resident had atrial fibrillation or a 
mechanical heart valve and did not address a plan for monitoring the resident related to anticoagulation 
therapy. The 10/09/2024 former Physician Assistant #4 note documented a follow up for atrial fibrillation. The 
resident's recent International Normalized Ratio was 1.9 and was therapeutic. The resident would continue 
the current dose and recheck bloodwork in one (1) week. The 10/10/2024 physician order documented 
Prothrombin Time (measurement of blood clotting)/International Normalized Ratio weekly on Tuesdays. 
There was no documentation of a therapeutic range in the order. The 10/15/2024 Nurse Practitioner #5 
documented the resident's International Normalized Ratio was 2.2 and was in therapeutic range. The plan 
was to continue the current dose and recheck blood work in one (1) week. There was no documented 
evidence the resident's Prothrombin Time/International Normalized Ratio was completed on 10/22/2024 as 
ordered every week. The 10/02/2024 to 10/23/2024 Medication Administration Record documented the 
resident was administered warfarin Sodium 1 milligram tablet every other day. On 10/23/2024, Physician 
Assistant #4 documented the resident was seen for high cholesterol. The note did not address the resident's 
Prothrombin Time/International Normalized Ratio that was scheduled to be drawn the previous day 
(10/22/2024). The 10/25/2024 at 9:01 AM Licensed Practical Nurse #6 note documented the (unnamed) 
medical provider was aware the resident's Prothrombin Time/International Normalized Ratio was not drawn 
that week. A new order was obtained to redraw on 10/29/2024 as the level (Prothrombin Time/International 
Normalized Ratio ) had been stable. The 10/25/2024 at 11:08 AM Assistant Director of Nursing #3 progress 
note documented Resident #2 had increased shaking in their hands and arms, they were unable to speak, 
and speech was unclear and minimal. The medical provider was notified. On 10/25/2024, Physician 
Assistant #4 documented the resident was seen for physical decline and not answering questions per their 
baseline. Family was present and requested to send the resident to the hospital. The 10/25/2024 hospital 
record documented the family reported Resident#2 was more confused and not as talkative and had a 
history of stroke. The resident's International Normalized Ratio was 1.16 and Computerized Tomography 
Scan (specialized x-ray) findings were concerning for acute to subacute infarct (stroke). Neurology reported 
the resident was found with aphasia (impaired speech from dysfunction of the brain), drowsiness and with 
acute/subacute left middle cerebral artery (supplies blood to large portion of the brain) infarct. The resident 
was outside the window for administration of thrombolytic therapy (treatment that dissolves blood clots). The 
resident had a mechanical heart valve was on warfarin but with the acute stroke and was at high risk of 
hemorrhage. The resident most likely had a stroke as evidenced by subtherapeutic (blood level below 
desired treatment range) International Normalized Ratio. During an interview on 08/19/2025 at 12:18 PM, 
Assistant Director of Nursing #3 stated nursing staff filled out the laboratory requisition prior to the lab coming 
on Tuesdays and Thursdays. Prothrombin Time/International Normalized Ratios were typically drawn on 
Tuesdays. If a resident's lab work was missed, they expected the medical provider to be notified immediately 
and follow the medical provider's order. Assistant Director of Nursing #3 confirmed Resident #2's record 
documented orders for weekly Prothrombin Time/International Normalized Ratio's. The resident had labs 
drawn on 10/22/2024; however, those labs did not include the Prothrombin Time/International Normalized 
Ratio and Assistant Director of Nursing #3 was not sure of the reason. They stated the medical provider 
should have been notified on 10/22/2024 the lab was missed. During an interview on 08/19/2025 at 12:55 
PM, Physician Assistant #4 stated they became aware of a resident's diagnoses upon admission by 
reviewing the hospital paperwork or the diagnoses entered by the admission nurse. Warfarin was a blood 
thinner and used for blood clots or atrial fibrillation and was monitored by blood work. If a resident's 
Prothrombin Time/International Normalized Ratio was missed, they expected to be notified and they would 
either order labs to be done the next day or the next scheduled lab day. For a resident with diagnoses of 
both atrial fibrillation and a mechanical heart valve replacement, they expected the International Normalized 
Ratio to be maintained between 2.5-3.5. They were not sure of the reason Resident #2's diagnosis of 
mechanical heart valve was not in their progress notes or in the resident record. They stated if they knew the 
resident had a mechanical heart valve, they might have considered increasing the warfarin dose on 
10/09/2024, provided the residents condition was relatively stable. However, they would have weighed the 
risks if the resident was a high fall risk. Physician Assistant #4 did not recall being notified on 10/22/2024 of 
the resident's missed International Normalized Ratio and expected to be notified. During an interview on 
09/04/2025 at 12:54 PM, the Medical Director stated they became aware of a resident's diagnoses by 
reviewing the diagnoses sheet which was entered by nursing and by reviewing hospital records. For a 
resident with atrial fibrillation and a mechanical heart valve, they would want to see the International 
Normalized Ratio around 2.5-3. If they did not document the resident had a mechanical heart valve in their 
09/19/2024 History and Physical, they probably were not aware of the diagnosis, as it was their consistent 
practice to enter all diagnoses in which they were aware. The diagnosis should have been on the resident's 
diagnoses sheet and in the care plan. On 10/09/2024, when the resident's International Normalized Ratio 
was 1.9, they may have increased the resident's warfarin depending on previous trends of International 
Normalized Ratio's. When the resident's International Normalized Ratio was not drawn on 10/22/2024, they 
should have been notified in order to determine the next steps to be implemented. On 10/25/2024, when the 
resident was sent to the hospital, the lack of timely International Normalized Ratio monitoring and failure to 
maintain the resident's International Normalized Ratio in the recommended range for a mechanical heart 
valve could have contributed to the resident's stroke. 10 NYCRR 415.12
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