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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.

Based on interview and record review, the facility failed to ensure a medication was administered as
prescribed for one of three sampled residents (Resident 1), when the physician orders for that
medication was not transcribed (copying a doctor's medication order into a residents medication
administration record or electronic health record), by the licensed nurse. This failure resulted in
Resident 1 missing a cycle of her breast cancer medication for approximately 25 days.Findings:
During a review of Resident 1's Face Sheet (demographics), dated 6/30/2026, the face sheet
indicated, Resident 1 had a diagnosis of malignant neoplasm (abnormal growth of tissue) of the nipple
and areola of the right female breast (breast cancer). During a review of Resident 1's Medication
Administration Record (MAR), for the months of May 2026 and June 2026, the MAR indicated Resident
1 was receiving letrozole (a breast cancer medication), 2.5 mg (milligrams), tablet daily. Review of the
MAR indicated Resident 1 was receiving Kisqali (also known as ribociclib, a breast cancer
medication), 400 mg, tablets daily for malignant neoplasm of the nipple and areola of the right female
breast. Further review of the MAR indicated Resident 1 did not receive the medication Kisqali for 25
days from 5/15/2026 to 6/4/2026 and from 6/12/2026 to 6/15/2026. During a review of Resident 1's
Clinical Note, dated 5/5/2026 at 2:27 p.m., by the Registered Nurse (RN 1), the note indicated
Resident 1 returned from the oncology appointment with a treatment prescribed for the medication
Kisqali 400 mg, by mouth daily for 21days (starting on 5/15/2026 to 6/4/2026) and off 7 days (from
6/5/2026 to 6/11/2026), and repeat the cycle (repeating pattern). During a review of Resident 1's
Clinical Note, dated 6/16/2026 at 4:11 p.m., by the Supervising Registered Nurse (SRN 1), the note
indicated Resident 1 returned from the oncology appointment with a treatment prescribed for the
medication Kisqali 400 mg, by mouth daily as previously ordered. The note further indicated that last
month's appointment on 5/5/2026, the medication order for Kisqali was not re-entered and there was
no record that it was given to Resident 1. During a concurrent interview and record review on
6/30/2026 at 12:01 p.m., with SRN 1, Resident 1's Physician's Orders, for the months of March 2026,
April 2026, May 2026 and June 2026 and the Specialty Services Consultation and Tracking Form,
dated 3/3/2026, 5/5/2026, and 6/16/2026 were reviewed. Review of the specialty services
consultation and tracking form dated 5/5/2026, indicated, Treatment Prescribed: To continue Kisqali,
400 mg, PO (by mouth), daily x 21 days (5/15/2026 to 6/4/2026), then 7 days off (6/5/2026 to
6/11/2026) and to repeat the cycle. Review of the physician orders for the month of May 2026,
indicated there was no physician order for the medication Kisqali prescribed on 5/5/2026. SRN 1
stated this was a medication error and Resident 1 missed a cycle (from 5/15/2026 to 6/4/2026) of
the medication Kisqali for the month of May 2026. During a concurrent interview and record review on
6/30/2026 at 2:17 p.m., with the Director of Nursing (DON) and SRN 1, the following medical records
for Resident 1 were reviewed:-The MARs for the months of March 2026, April 2026, and May
2026.-The Specialty Services Consultation and Tracking Form dated 3/3/2026, 5/5/2026, and
6/16/2026.-The physician's orders for letrozole and Kisqali dated 3/3/2026, 4/16/2026 and
6/16/2026. The DON stated on 4/16/2026, Resident 1 had a physician's order for a cycle of Kisqali
400 mg daily for 21 days (until 5/7/2026) and then off for 7 days (from 5/8/2026 to 5/14/2026). The
DON stated on 5/5/2026, Resident 1 had a follow up oncology (the study of cancer) appointment and
(continued on next page)
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Resident 1 was prescribed to continue Kisqali 400 mg daily for 21 days (starting on 5/15/2026 to
6/4/2026), then 7 days off (from 6/5/2026 to 6/11/2026) and to repeat the cycle. The DON further
stated on 6/16/2026, Resident 1 had another follow up oncology appointment and Resident 1 was
prescribed to continue Kisqali 400 mg daily for another 21 days. The DON stated per RN 1, they
acknowledged Resident 1's prescription on 5/5/2026 to continue the Kisqali 400 mg, daily for 21 days
(starting on 5/15/2026 to 6/4/2026), then 7 days off (from 6/5/2026 to 6/11/2026), however, RN 1
did not transcribe the physician's order for Resident 1's medication. The DON stated RN 1 should have
written an order for Resident 1's Kisqali medication on 5/5/2026 to have it restarted on 5/15/2026,
but since the physician order was not transcribed, Resident 1 did not receive the medication from
5/15/2026 through 6/4/2026 (for 21 days). During an interview on 6/30/2026 at 2:17 p.m., with SRN
1, SRN 1 stated on 6/16/2026, after reviewing Resident 1's MAR, it was discovered that there was no
physician's order transcribed on 5/5/2026 for the medication Kisqali 400 mg daily. During an interview
on 6/30/2026 at 3:12 p.m., with Resident 1, Resident 1 stated she recalled the facility staff informing
her that she had missed taking her cancer drug. Resident 1 stated she was not happy about not taking
her cancer drug, stating the facility was careless about it. During an interview on 7/1/2026 at 8:59
a.m., with RN 1, RN 1 stated she signed the Specialty Services Consultation and Tracking Form and
acknowledged Resident 1's prescribed medication treatment of Kisqali 400 mg on 5/5/2026. RN 1
stated she thought the order would automatically continue. RN 1 stated she should have written the
new order on 5/5/2026 for the medication Kisqali. During an interview on 7/1/2026 at 9:50 a.m., with
the physician (Physician 1), Physician 1 stated he expressed his frustration to the facility's
supervisor when he was notified that Resident 1 missed doses of the Kisqali medication. Physician 1
stated it was a mistake, and it was not okay for Resident 1 to have missed a cycle of Kisqali.
Physician 1 stated missing cycles of Kisqali could impact the trajectory of care for Resident 1 and
may have changed the progression of Resident 1's metastatic cancer. During a review of the facility's
policy and procedures (P&P) titled, Skilled Nursing Facility Outside Medical Referrals, dated
6/15/2026, the P&P indicated, 1. Consultations. E. Nurse receiving paperwork on return of Resident
will: 1. Review consultation. 2. Inform physician of consultation report and/or recommendation 3. G.
Nurse will note and carry out orders. During a review of the facility's policy and procedures (P&P)
titled, Transcribing Physician Orders, dated 12/26/2025, the P&P indicated, The facility will ensure
that all orders .shall be noted and carried out promptly. Nursing staff will: Note orders in the
Electronic Health Record.
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