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Itake one tablet daily.

|Review of Resident #4’'s signed physician’s orders dated
109/22/22 revealed:

~There was an order to discontinue levothyroxine
125mcg take one tablet daily.

-There was an order to begin levothyroxine 100mcg
take one tablet daily.

Review of Resident #4’s September 2022 electronic

Medication Administration Record (eMAR):

-There was an entry for levothyroxine 125mcg take one

tablet daily and scheduled for 6:30am.

-Levothyroxine 125mcg was documented as

administered from 09/01/22 to 09/22/22 at 6:30am.

-There was an entry for levothyroxine 100mcg take one

tablet daily that started on 09/23/22.

-Levothyroxine 100mcg was documented as !

administered from 09/23/22 to 09/30/22 at 6:30 am. |
|

Review of Resident #4’s October 2022 eMAR revealed:
-There was an entry for levothyroxine 100mcg take one
tablet daily for 6:30am.

-Levothyroxine 100mcg was documented as |
administered daily from 10/01/22 to 10/19/22 at 6:30
am.

I—There was no entry for levothyroxine 125mcg take one
tablet daily on the eMAR.

|Observation of Resident #4’s medications on hand on
[10/19/22 at 7:40am revealed:

-There was a medication bubble pack labeled
levothyroxine 125mcg take one tablet daily that was
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dispensed on 09/23/22 with 1 of 28 tablets that
Iremained.

-The levothyroxine 125mcg medication bubble pack
was delivered with the facility’s cycle fill of medications
according to the label on the medication package.
FThere was another medication bubble pack labeled
|Ievothyroxine 100mcg take one tablet daily that was
dispensed on 09/22/22 with 1 of 28 tablets that
remained.

Based on review of the eMARs, observation of Resident
#4’s medications on hand, pill count and interview with
the pharmacy revealed, there should have been 28 of
28 tablets remaining in the levothyroxine 125mcg
bubble pack because the order was discontinued on
09/22/22 and 28 tablets of levothyroxine 125mcg were
dispensed to the facility on 09/23/22. Levothyroxine
100mcg was dispensed to the facility on 09/22/22.
There was 1 of 28 tablets that remained in both the
levothyroxine 125mcg and levothyroxine 100mcg
bubble packs which indicated levothyroxine 125mcg
was not discontinued as ordered on 09/22/22. Resident
#4 was administered both the levothyroxine 125mcg
and 100mcg doses instead of the ordered dose of
levothyroxine 100mcg.

Telephone interview with a pharmacist at the facility’s
contracted pharmacy on 10/19/22 at 10:20am
revealed:

-Levothyroxine 100mcg take one tablet daily was
Resident #4's current medication order on file at the
pharmacy.

-There were 28 tablets of levothyroxine 100mcg

{D 0358)
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|

dispensed to the facility on 09/22/22.

-Levothyroxine 125mcg take one tablet daily was

Resident #4’s previous medication order that was

discontinued by the provider on 09/22/22. ‘
-There were 28 tablets of levothyroxine 125mcg that

were filled on 09/16/22 and delivered to the facility

|With the cycle fill of medications on 09/23/22.

|-A normal cycle fill of medications was a 28-day supply.
-Sometimes providers would send orders directly to the
pharmacy and sometimes the facility would fax new

medication orders to the pharmacy.

Telephone interview with Resident #4’s primary care
provider (PCP) on 10/19/22 at 10:40am revealed:

-She was not aware that Resident #4 was administered
both the discontinued 125mcg and ordered 100mcg
doses of levothyroxine daily from 09/23/22 to 10/18/22
unti! she was notified by the facility on 10/19/22.

-She expected the facility to administer medications as
ordered.

-Possible side effects of too much levothyroxine | |
included anxiety and increased heart rate. |
-When she wrote a new medication order, she wrote
the order down, gave it to the facility, and the facility
faxed the order to the pharmacy.

-She wrote an order for Resident #4 to have a thyroid
stimulating hormone (TSH) level lab draw done on
10/19/22 after the facility notified her of the

medication error.

Interview with a medication aide (MA) on 10/19/22 at
9:40am revealed:
-She was not aware that Resident #4 was administered
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both the discontinued order of levothyroxine 125mcg
daily and the ordered amount of 100mcg levothyroxine
daily from 09/23/22 to 10/18/22.

-Her normal process for administering medications was
to check a resident’s medication orders on the
computer screen first, pop the medications from the
bubble pack into a medication cup, administer the
medications and document medication administration. |
+The facility used to have medication scanners to scan
medications into the computer, but they no longer had
scanners.

-MAs documented all medication administration by
manual entry, meaning that they physically clicked a
computer mouse to document administration on the
eMAR system.

-Most medications were sent to the facility from the
pharmacy on a cycle fill every 28 days.

-The last cycle fill date was on 09/23/22 and the next
cycle fill date would be on 10/20/22.

-She thought that Resident #4’s PCP changed the
medication order for levothyroxine right before the
medication cycle fill was sent to the facility on
09/23/22.

~The old, discontinued order for levothyroxine 125mcg
was sent to the facility along with the rest of Resident
#4's medications with the cycle fill on 09/23/22.

-She thought that Resident #4 was administered both
the 125mcg daily and 100mcg daily dosages of
levothyroxine from 09/23/22 to 10/18/22.

-She thought the first shift MA normally audited the
medication carts and the medication orders every 28
days when the cycle fill of medications arrived in the
facility.

(D 358)
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-Both MAs and the RCC were responsible to administer
medications as ordered by the provider.

When a provider wrote a new medication order, the |
provider would write down the new order and give it to
;the Resident Care Coordinator (RCC), the RCC would fax
the new order to the pharmacy, and the pharmacy |
|lwould enter the new medication order into the eMAR
isystem.

Interview with a second MA on 10/19/22 at 12:30pm
revealed:

-She was not aware Resident #4 was administered both |
the 125mcg and 100mcg doses of levothyroxine from
09/23/22 to 10/18/22.

-She and the RCC did medication cart audits every 28
days when the cycle fill of medications was delivered
from the pharmacy to the facility.

-She thought the discontinued medication bubble pack
Iof levothyroxine 125mcg that was delivered to the
facility was missed during the last medication cart audit
on 09/23/22.

-Her normal process for administering medications was
to open the eMAR, take the medication out of the
medication cart, pop the medication into a medication
cup, administer the medication to the resident, and
document administration.

-MAs were responsible to administer medications as
ordered.

-Resident #4 had not complained of any increased heartI
rate or anxiety.

Interview with Resident #4 on 1:50pm revealed: ‘
-He thought that he was administered all his
medications according to his provider’s orders,

(D 358)
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including levothyroxine.

-He had not experienced any anxiety or felt like his

|heart rate was increased in the last month.

Lt’elephone interview with the Resident Care

Coordinator (RCC) on 10/19/22 at 12:48pm revealed:

LShe was not aware Resident #4 was administered both

the 125mcg and 100mcg doses of levothyroxine daily

from 09/23/22 to 10/18/22. ‘
-Resident #4's PCP was notified once the error of

levothyroxine administration was discovered and had

ordered labs to be drawn on 10/19/22.

Medication cart audits were done when the cycle fill of|
medications was delivered to the facility.

i-The last medication cycle fill was 09/23/22.

“The first shift MA did the medication cart audits.

-MAs were responsible to administer medications as

ordered. ‘

Interview with the Administrator on 10/19/22 at |

2:00pm revealed: ‘

-She was not aware Resident #4 was administered both

125mcg levothyroxine and 100mcg levothyroxine from

09/23/22 to 10/18/22 daily instead of the ordered dose |
of 100mcg levothyroxine daily.

-She expected MAs to administer medications as
ordered by the PCP. |
~MAs were responsible to administer medications as |
ordered.

|-The RCC did medication cart audits with each cycle fill
of medication that arrived at the facility, and |
sometimes the MA on duty would help with the

medication cart audit.
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-The facility immediately notified the provider once the
medication error was discovered on 10/19/22.
|
|
|
| |
|
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