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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review it was determined the facility failed to ensure chemotherapy 
medications were administered as ordered for 1 of 1 resident (#2) reviewed for chemotherapy medications. 
This failure resulted in Resident 2 experiencing thrombocytopenia (a medical condition characterized by a 
lower-than-normal number of platelets in the blood), pancytopenia (a medical condition characterized by a 
low number red blood cells, white blood cells and platelets) and neutropenia (a condition where there is an 
abnormally low number of neutrophils in the blood which are a type of white blood cell that plays a crucial 
role in fighting infections), which caused the resident to require numerous blood transfusions, emergency 
department visits and hospitalizations. Findings include: The facility's 1/2023 Medication Administration 
General Guidelines Policy and Procedure indicated medications are administered in accordance with written 
orders of the prescriber. If a dose seems excessive considering the resident's age and condition, or a 
medication order seems to be unrelated to the resident's current diagnosis or condition, the nurse calls the 
provider pharmacy for clarification prior to the administration of the medication. If necessary, the nurse 
contacts the prescriber for clarification. This interaction with the pharmacy and the resulting order clarification 
are documented in the nursing notes and elsewhere in the medical record as appropriate. The U.S. Food 
and Drug Administration (FDA) Patient Information Fact Sheet for Temodar (temozolomide, a chemotherapy 
drug used to treat specific types of brain cancer, such as Glioblastoma), revised 9/2023, indicated there are 
two common dosing schedules for taking or receiving temozolomide depending on the type of brain cancer 
tumor, which include:-People with certain brain cancer tumors take or receive temozolomide one time each 
day for 42 to 49 days in a row, along with receiving radiation treatment. This is one cycle of treatment. After 
this, your healthcare provider may prescribe six more cycles of temozolomide as maintenance treatment. For 
each of these cycles, you take or receive temozolomide one time each day for five days in a row and then 
you stop taking it for the next 23 days. This is a 28-day maintenance treatment cycle.-People with certain 
other brain cancer tumors take or receive temozolomide one time each day for five days in a row only, and 
then stop taking it for the next 23 days. This is one cycle of treatment (28 days). Your healthcare provider will 
watch your progress on temozolomide and decide how long you should take it.The Patient Information Fact 
Sheet also indicated temozolomide can cause serious side effects, including decreased blood cell counts. 
Some people need to be hospitalized or need to receive transfusions to treat their decreased blood cell 
counts. Do not take more temozolomide than prescribed. If you take more temozolomide than prescribed, 
call your healthcare provider or get emergency medical help right away.Resident 2 was admitted to the 
facility in 11/2024 with diagnoses including a brain disorder. Resident 2's 2/13/25 Quarterly MDS revealed 
the resident was severely cognitively impaired.A 4/21/25 Neuro-Oncology Consult Encounter Note signed by 
Witness 2 (Medical Doctor) indicated the following:-Resident 2 had a diagnosis of Glioblastoma, experienced 
a left temporoparietal craniotomy for resection of mass (a removal of an abnormal growth from the areas of 
the brain located in the temporal and parietal lobes) in 10/2024 and was deemed not a radiation oncology 
candidate.-The resident's fourth cycle of chemotherapy was delayed due to thrombocytopenia and would 
resume following this encounter.-The resident's current medication list included 140mg and 250mg capsules 
of temozolomide for a total of 390mg. The capsules were to be taken once daily at bedtime and on days one 
to five of a 28-day treatment cycle. A 4/21/25 Chemotherapy Telephone Conversation Note completed by 
Witness 3 (Neuro-Oncology RN) revealed Witness 3 reviewed Resident 2's chemotherapy orders, which 
directed the resident to receive a total dose of 390mg temozolomide for the first five days of a 28-day cycle, 
with Staff 22 (Former LPN-Resident Care Manager). According to this note, Staff 22 confirmed 
understanding and did not have further questions. A 4/21/25 Progress Note revealed Resident 2 was placed 
on alert for the start of 140mg temozolomide that was to be taken at bedtime for 28 days. No additional 
evidence was found in Resident 2's clinical record that clarified the telephone conversation between Witness 
3 and Staff 22 or that a physical order for the temozolomide was obtained. Resident 2's 4/2025 and 5/2025 
Physician Orders directed the resident to receive 140mg and 250mg capsules of temozolomide once daily at 
bedtime for 28 days. This medication was to start 4/21/25.A review of Resident 2's 4/2025 and 5/2025 MARs 
revealed the resident received 390mg temozolomide once daily from 4/21/25 through 5/13/25, for a total of 
23 doses. A 5/14/25 Progress Note written by Staff 23 (LPN) revealed she spoke with Witness 3 who 
informed her Resident 2's order for temozolomide was supposed to be discontinued on 4/26/25. The note 
indicated the medication was discontinued on 5/14/25 and the resident was put on alert. A review of 
Resident 2's clinical record revealed the resident was transferred to the emergency department on 5/19/25, 
5/24/25 and 6/5/25 and hospitalized from [DATE] to 5/21/25 and 6/1/25 to 6/4/25 related to thrombocytopenia 
and the need for platelet transfusions. The resident's clinical record also revealed the resident was 
hospitalized from [DATE] to 6/10/25 for chemotherapy induced pancytopenia and a neutropenic fever (a 
serious complication that can occur in people undergoing chemotherapy).On 11/3/25 at 11:25 AM, Resident 
2 was observed to walk with her/his walker throughout the hallways of the facility. The resident was able to 
answer basic yes-or-no questions but could not answer specific questions related to her/his chemotherapy 
medication. On 11/4/25 at 8:23 AM, Witness 4 (Pharmacist) stated the standard cycle for temozolomide for a 
person in the maintenance phase of their cancer treatment consisted of receiving the medication for five 
days followed by a 23-day rest period. Witness 4 stated this drug was extremely toxic, and when given 
incorrectly, could cause bone marrow toxicity, bleeding and severe infections. On 11/4/25 at 1:55 PM, 
Witness 2 stated Resident 2 had terminal brain cancer and was in the maintenance phase of her/his 
treatment. Witness 2 stated he prescribed Resident 2 temozolomide for five days in 4/2025 without any refills 
on the prescription, which was a standard a prescription for chemotherapy and in accordance with 
recommendations made by the FDA. Witness 2 stated chemotherapy treatment given greater than five days 
could cause pretty bad bone marrow suppression which was what happened with Resident 2. Witness 2 
further stated the amount of chemotherapy Resident 2 received was so toxic and was why the resident 
required on-going transfusions. On 11/5/25 at 9:14 AM, Staff 22 stated he spoke with Witness 3 on 4/21/25 
after Resident 2 returned to the facility from her/his neuro-oncology appointment in order to discuss the order 
for chemotherapy and subsequent lab work. Staff 22 stated Resident 2 returned from her/his appointment 
with a bottle of temozolomide and a paper order for the medication. Staff 22 stated he transcribed the order 
for temozolomide into the resident's clinical record as it was written but could not recall how many days the 
order stated the resident was to receive the medication. Staff 22 stated Staff 2 (DNS) verified he inputted the 
order for temozolomide into the resident's clinical record accurately and gave Staff 2 the paper order for 
temozolomide which was provided by the clinic. On 11/5/25 at 11:58 AM, Staff 23 stated she received a 
phone call from Witness 3 in 5/2025 after Resident 2 returned from an appointment at the neuro-oncology 
clinic. Staff 23 stated she was informed by Witness 3 the resident was not supposed to receive 
temozolomide past 4/26/25.Attempts to contact Witness 3 on 11/4/25 and 11/5/25 were unsuccessful. On 
11/5/25 at 1:01 PM, Staff 24 (Medical Director) stated Resident 2 was supposed to receive temozolomide for 
five days in 4/2025 but received the medication longer than ordered. Staff 24 stated he expected nurses to 
contact the prescriber of resident medications to get clarification with any order that was ambiguous and that 
Resident 2's 4/21/25 order for temozolomide was unclear. Staff 24 further stated this incident was a big mess 
up which resulted in Resident 2 going back-and-forth to the hospital.On 11/6/25 at 11:04 AM, Staff 2 stated 
Resident 2 returned from her/his appointment on 4/21/25 with a Neuro-Oncology Consult Encounter Note 
which noted the resident's current medication list was to include 390mg temozolomide taken once daily at 
bedtime on days one to five of a 28-day treatment cycle. Staff 2 stated this note did not constitute an order 
for the medication. Staff 2 stated she completed a lengthy investigation of this medication error and was 
never able to find a paper order from the resident's neuro-oncology clinic for the temozolomide. Staff 2 
denied ever visualizing a paper order for the medication or checking Staff 22's entry into Resident 2's clinical 
record regarding the medication. Staff 2 stated Staff 22 should have contacted Witness 2 on 4/21/24 and 
requested clarification for the temozolomide order in writing. The deficient practice was identified as Past 
Noncompliance based on the following:On 5/20/25, the deficient practice was identified by the facility and 
was corrected when the facility completed an investigation of the incident and determined the medication 
was administered for an excessive duration. The Plan of Correction included:1. Licensed nurses were 
educated on the process for obtaining paper copies for all prescriptions from any outside medical provider, 
and all prescriptions entered into a resident's medical record required a second licensed nurse to sign off for 
accuracy. 2. An audit of MARs was completed for all residents to ensure paper copies for all prescriptions 
from any outside provider were obtained and two licensed nurse signatures were present. 3. Weekly 
medication prescription audits were completed by Staff 2 for four weeks.
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