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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.On 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. I. 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.On 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. II. 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 
9/10/25 to 9/13/25 and determined Resident #8 had no adverse outcome after taking the additional warfarin 
twice a day from 8/28/25 to 9/9/25.B. Identification of other residentsThe facility completed an audit for all 
residents prescribed warfarin on 9/10/25. The audit included identified residents prescribed warfarin. The 
audit included a review of physician's orders for warfarin and monitoring for INR level and for any adverse 
side effects from the warfarin. The audit was completed on 9/10/25.C. Systemic changesOn 9/10/25 
education on the Warfarin policy for administration and monitoring was initiated for all nursing staff. The 
education was added to the new employee education and temporary nursing staff education. The education 
was provided by the DON and the staff development coordinator (SDC). Education for the nursing staff was 
completed on 9/11/25.The process for verifying warfarin orders was updated on 9/10/25. The process 
included a daily review of the warfarin tracking log and new physician orders for warfarin by the DON. The 
review of physician's orders included all new admissions, verbal orders and orders from outpatient treating 
physicians.D. MonitoringThe DON or designee would audit the physician's orders and warfarin tracking log 
daily for four weeks. The DON or designee reported the auditing results daily with nursing staff and weekly to 
the interdisciplinary team (IDT). The quality assurance and performance improvement (QAPI) committee, 
with the medical director, reviewed the auditing results for recommendations of process changes if indicated. 
III. Facility policy and procedureThe Administering Medications policy and procedure, revised April 2019, was 
provided by the DON on 12/17/25 at 9:05 a.m. It read in pertinent part, Medications are administered in a 
safe and timely manner, and as prescribed. The DON supervises and directs all personnel who administer 
medications and/or related functions. Medications are administered in accordance with prescriber orders. 
Medication errors are documented, reported, and reviewed by the quality committee to inform process 
changes and or the need for additional staff training. If a dosage is believed to be inappropriate or excessive 
for a resident, or a medication has been identified as having potential adverse consequences for the resident 
or is suspected of being associated with adverse outcomes, the person preparing or administering the 
medication will contact the prescriber, the resident's attending physician or the facility's medical director to 
discuss the concerns. The individual administering the medication initials the resident's medication 
administration record (MAR) on the appropriate line after giving each medication.The Anticoagulation 
protocol, dated 2001, was received from the DON on 12/17/25 at 9:05 a.m. It read in pertinent part, The 
physician will prescribe anticoagulation therapy appropriately consistent with recognized guidelines. If 
warfarin is used, staff should use a warfarin flow sheet to follow trends in anticoagulant dosage and response 
in individuals on warfarin.IV. Resident #8A. Resident statusResident #8, age [AGE], was admitted on [DATE] 
and discharged home on 9/22/25. According to the September 2025 computerized physician orders (CPO), 
diagnoses included hypertension, kidney disease, diabetes mellitus, stroke, and one-sided paralysis. The 
9/1/25 minimum data set (MDS) assessment revealed Resident #8 was cognitively intact with a brief 
interview for a mental status (BIMS) score of 14 out of 15. Resident #8 had left-sided impairments and used 
a motorized wheelchair for mobility. Resident #8 was dependent on transfers and required substantial to 
maximal assistance for bed mobility, dressing, toileting, showering, and hygiene. B. Record reviewResident 
#8's hospital discharge instructions, dated [DATE], included a physician's order for warfarin 1 mg by mouth in 
the morning and to check the INR level daily. The hospital discharge recommendations read to monitor 
warfarin according to the nursing home provider(s) and titrate (warfarin) accordingly.Review of Resident #8's 
EMR revealed Resident #8 did not have a care plan for warfarin/anticoagulation medication therapy. Review 
of Resident #8's August 2025 and September 2025 CPO revealed the following physician's orders:-8/25/25 
warfarin 1 mg by mouth one time day for stroke;-8/26/25 INR test (result 1.69);-8/27/25 warfarin 1 mg by 
mouth one time day for stroke;-8/27/25 warfarin 1.5 mg by mouth in the evening for preventing blood clots. 
Document the most recent INR in the supplemental documentation;-8/27/25 draw INR on 8/29/25. Call 
results to the coumadin clinic. Call anytime during the day. After hours can take results in the evening. One 
time only for monitoring, start 8/28/25;-8/29/25 INR laboratory testing ordered on 8/27/25 (was not 
completed);-9/10/25 warfarin 1 mg, give one tablet by mouth at bedtime for warfarin therapy; and,-9/15/25 
INR test (result 2.41).Resident #8's August 2025 MAR documented the following:-8/28/25 INR 2.44 (resulted 
8/22/25 in the hospital). Resident #8 was administered 1 mg of warfarin in the morning and 1.5 mg in the 
evening;-8/29/25 INR 2.44 (resulted 8/22/25 in the hospital). Resident #8 was administered 1 mg of warfarin 
in the morning and 1.5 mg in the evening;-8/30/25 INR 2.44 (resulted 8/22/25 in the hospital). Resident #8 
was administered 1 mg of warfarin in the morning and 1.5 mg in the evening; and,-8/31/25 INR 2.44 (resulted 
8/22/25 in the hospital). Resident #8 was administered 1 mg of warfarin in the morning and 1.5 mg in the 
evening. Resident #8's September 2025 MAR documented the following:-9/1/25 INR 2.44 (resulted 8/22/25 
in the hospital). Resident #8 was administered 1 mg of warfarin in the morning and 1.5 mg in the evening; 
-9/2/25 INR 2.44 (resulted 8/22/25 in the hospital). Resident #8 was administered 1 mg of warfarin in the 
morning and 1.5 mg in the evening; -9/3/25 INR 2.44 (resulted 8/22/25 in the hospital). Resident #8 was 
administered 1 mg of warfarin in the morning and 1.5 mg in the evening; -9/4/25 INR 2.44 (resulted 8/22/25 
in the hospital). Resident #8 was administered 1 mg of warfarin in the morning and 1.5 mg in the evening; 
-9/5/25 INR 2.44 (resulted 8/22/25 in the hospital). Resident #8 was administered 1 mg of warfarin in the 
morning and 1.5 mg in the evening; -9/6/25 INR 2.44 (resulted 8/22/25 in the hospital). Resident #8 was 
administered 1 mg of warfarin in the morning and 1.5 mg in the evening; -9/7/25 INR 2.44 (resulted 8/22/25 
in the hospital). Resident #8 was administered 1 mg of warfarin in the morning and 1.5 mg in the evening; 
and,-9/8/25 INR 2.41 (resulted 8/22/25 in the hospital).V. Staff interviewsLicensed practical nurse (LPN) #1 
was interviewed on 12/16/25 at 9:05 a.m. LPN #1 said she had worked in the facility for approximately two 
years. LPN #1 said the facility's nursing leadership team had recently educated nurses with the policy on 
reviewing physician's orders for warfarin. LPN #1 said each physician's order was verified and confirmed by 
a second nurse. LPN #1 said when a resident was prescribed a new order for warfarin, the nurse that 
entered the order in the EMR was responsible for reviewing existing orders and verifying duplicate orders 
with the physician. LPN #1 said the education included documentation on the warfarin tracking log which was 
used by facility staff for daily monitoring of INR levels and served as a tracking tool to ensure INR monitoring 
and warfarin dosing. LPN #1 said before administering warfarin, the nurse should review the tracking log for 
the most recent INR level and confirm the warfarin dose to be administered. LPN #1 said the monitoring of 
the INR level was used to ensure blood clotting times were sufficient to prevent blood clots while at the same 
time ensuring warfarin did not reach toxic levels and cause adverse side effects, such as heavy bleeding. 
LPN #1 said every resident taking warfarin had monitoring orders that included screening for bruising, 
nosebleeds, bleeding gums, or changes in vital signs that could indicate internal bleeding.The DON was 
interviewed on 12/16/25 at 1:05 p.m. The DON said she was not employed at the facility when the 
medication error for Resident #8 occurred. The DON said she was hired in October 2025. The DON said 
since October 2025 she had made auditing facility nurse practices a daily priority. The DON said she 
reviewed all new admission orders and physician's orders from clinic visits for warfarin. The DON said the 
warfarin tracking log was reviewed daily. The DON said one current resident in the facility was prescribed 
warfarin and there had been no order entry errors or failures to monitor warfarin levels. The DON said she 
and the SDC ensured newly hired nurses received education on physician order entry and warfarin 
monitoring before they were scheduled to care for residents. The DON said the facility's plan of correction 
was effective and there had been no subsequent significant medication errors for any residents with warfarin 
therapy.The nurse practitioner (NP) was interviewed on 12/17/25 at 9:50 a.m. The NP said warfarin was 
prescribed to be administered one time a day. The NP said nurses should verify the current warfarin dose 
and INR level before administering warfarin and contact the provider if there were concerns. The NP said the 
facility's protocol was to prescribe all warfarin to be administered one time a day, at bedtime, and all 
residents prescribed warfarin had their INR levels tested each Thursday.
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