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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility documentation review, facility policy review, and interviews for one of three 
residents (Resident #2) reviewed for medication administration, the facility failed to ensure medication orders 
were transcribed accurately and failed to ensure the resident was free from medication errors. The findings 
include:

Resident #2's diagnoses included conversion disorder with seizures or convulsions. The admission Minimum 
Data Set (MDS) assessment dated [DATE] identified Resident #2 had a Brief Interview for Mental Status 
(BIMS) score of 15 out of 15, indicative of no cognitive impairment, and had a seizure disorder. 

The Resident Care Plan (RCP) dated 1/15/2025 identified a potential for seizure activity related to seizure 
disorder. Interventions directed to medicate as ordered and monitor for effectiveness.

Physician order dated 1/10/2025 directed Lamictal XR (Lamotrigine, used to control seizures) oral tablet 
Extended Release 24-hour 100 milligram (mg) one (1) time a day.

Additional physician order dated 1/10/2025 directed Lamotrigine ER oral tablet Extended Release 24-hour 25 
mg (Lamotrigine) Give one (1) tablet by mouth one time a day for ANTICONVULSANTS for 1 week Week 5: 
(take with 100 mg for a total of 125 mg daily) AND Give 2 tablet by mouth one time a day for 
ANTICONVULSANTS Week 6: take with 100 mg for a total 150 mg daily and continue this dose. 

A physician order dated 1/24/2025 directed Lamotrigine ER Oral Tablet Extended Release 24 hour 
(Lamotrigine) Give 125 mg by mouth one (1) time a day. 

The manufacturing information review identified Lamictal was the brand name, and the generic medication 
name was Lamotrigine (same medication/drug).

Review of January Medication Administration Record (MAR) directed start date 1/10/2025 Lamictal XR oral 
tablet extended release 24-hour 100 mg (Lamotrigine) give 1 tablet by mouth one time a day for 
anticonvulsant, was signed to identify it was administered daily from 1/11 through 1/26/2025. 

Additional review of January MAR indicated Lamotrigine ER oral tablet extended release 24 hour 
(Lamotrigine) 125 mg was signed to identify it was administered daily on 1/25 and 1/26/2025. 

(continued on next page)
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Incident report dated 1/27/2024 identified Resident #1 received Lamotrigine 100 mg and 125 mg on 1/25 and 
1/26/2025. The report indicated the 100 mg dose was supposed to be discontinued on 1/24/2025. The APRN 
was notified, and new orders were obtained to monitor vital signs every shift for three (3) days.

Review of nurses note dated 1/27/2025 at 10:46 AM identified a medication error. A new Lamotrigine orders 
were received and transcribed without full discontinuation of the previous order resulting in administration of 
both orders on 1/25 and 1/26/2025. The APRN was notified with new orders to monitor vital signs every shift 
for 3 days, neurology and family notified.

Interview, clinical record review, and facility documentation review on 2/26/2025 at 9:30 AM with the ADNS 
identified Resident #2 had an order for Lamictal XR 100 mg daily and on 1/25 and 1/26/2025 Resident #2 
received an additional 125 mg in error. The ADNS stated the 100 mg should have been discontinued and 
Resident #2 should have been receiving only the 125 mg dose. The ADNS stated although she entered the 
order on 1/24/2025 that directed to administer 125 mg, she did not discontinue the order for 100 mg, and she 
should have.

Interview, clinical record and facility documentation review with DNS on 2/26/2025 at 1:58 PM identified 
Resident #2 received an additional 100 mg of Lamictal (Lamotrigine) on 1/25 and 1/26/2025 in error. The 
DNS stated it was a transcription error, and the ADNS was provided education to ensures she reviewed all of 
Resident 2's medications when she entered the new order. Resident #2's neurologist and the medical 
director were notified, labs were ordered to check levels. 

Interview with the DNS identified the facility did not have a medication order transcription policy.

Review of facility Medication Orders Policy directed in part; each medication order should be documented 
the Medication Administration Record (MAR). When a new order changes the dosage of previously 
prescribed medication, discontinue previous entry by writing DC'd and the date, or discontinue the order as 
per the electronic software instructions and re-type the new order.
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