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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to ensure residents were free from any significant medication 
errors, affecting one (#1) of three residents out of 10 sample residents.Specifically, the facility failed to 
provide Resident #1 with the physician-prescribed medication for human immune deficiency virus (HIV) 
disease.Resident #1 was admitted to the facility on [DATE] with a physician's order to receive the HIV 
medication Biktarvy. Biktarvy consists of three components, bictegravir, emtricitabine & tenofovir 
alafenamide (tenofovir). On [DATE], the nurse who admitted Resident #1 transcribed the Biktarvy order as 
tenofovir alafenamide only. The nurse did not recall why the order was changed, and there was no evidence 
that the pharmacist or the medical director reviewed the order before it was changed.Resident #1 continued 
on tenofovir only from [DATE] until [DATE] when the prescription read to discontinue. On [DATE], neither the 
facility nursing staff, the facility pharmacist who performed a monthly medication review prior to the 
medication being discontinued, nor the medical director reordered the medication for Resident #1. 
Antiretroviral (ART) therapy for HIV is a lifelong medication. From [DATE] until [DATE], Resident #1 did not 
receive any HIV medications.On [DATE], Resident #1 went to a local hospital to undergo his approximately 
every six to nine month viral load blood test. (Viral load blood test for HIV is used to determine how well the 
ART is working) The viral load blood work documented Resident #1 had a viral load of 65,900. According to 
the hospital gerontologist, had Resident #1 received his HIV medications as ordered, his viral load numbers 
would be approximately zero, an undetectable level that meant the virus was suppressed, preventing 
disease progression and transmission.Also on [DATE], when Resident #1 went to the hospital for his 
bloodwork, his medication orders sent from the facility did not include Biktarvy as prescribed in February 
2025. The hospital physician wrote a medication order for Biktarvy on [DATE], and on [DATE], Resident #1 
began taking Biktarvy, the medication he should have been on since [DATE] for his HIV.The facility's failure 
to administer Biktarvy as ordered created the likelihood for serious resident harm. According to the hospital 
gerontologist, tenofovir was not sufficient to treat HIV on its own. Serious harm was also likely due to the 
resident's exposure since February 2025 to an incomplete medication regimen, which can create an even 
greater drug resistance to Biktarvy for HIV (meaning Resident #1 may develop a resistance to the HIV drug 
Biktarvy due to it not being administered since February 2025).Findings include:I. Findings of immediate 
jeopardyA. Failure to administer medications as orderedThe facility failed to accurately transcribe the 
physician's order for a compound anti-viral medication for HIV, which led to Resident #1 not receiving the 
correct combination medication from [DATE] until [DATE]. When the incorrect medication order expired on 
[DATE], the medical director and the facility pharmacist were not consulted, and the medication was not 
renewed. The resident did not receive any anti-viral medications in the compound for HIV from [DATE] to 
[DATE].B. Facility notice of immediate jeopardyOn [DATE] at 2:50 p.m., the nursing home administrator 
(NHA), the director of nursing (DON), and clinical resource #1 were notified of the facility's failure to prevent 
a significant medication error by not ensuring Resident #1 received his HIV medication as prescribed. The 
medication error created a situation of immediate jeopardy for serious harm. C. Facility plan to remove 
immediate jeopardyOn [DATE], the NHA, DON, and clinical resource #1 presented the following plan to 
address the immediate jeopardy situation. It read in pertinent part, Immediate Action Done: On [DATE], 
Resident #1's medication list was printed and reviewed with the facility physician for accuracy. On [DATE], 
the hospital's infectious disease office (for Resident #1) was contacted regarding follow-up appointment 
recommendations for lab monitoring. Beginning [DATE], the DON or designee will prioritize reviewing current 
residents who are receiving clinically significant medications such as insulin, anticoagulants, cancer agents, 
antivirals, and medications for multiple sclerosis or Parkinson's. This review will focus on order accuracy. 
Once those residents are completed, the DON/designee will review all remaining residents. This plan will be 
completed by [DATE]. On [DATE], the DON or designee reviewed all resident orders with a discontinuation 
date using the order listing report to ensure accuracy. This was completed on [DATE]. Plan: (Facility name) 
Medication policy was reviewed on [DATE] by the NHA, the DON, and the medical director. Beginning 
[DATE], new admission orders will be reviewed against the discharge orders to ensure transcription 
accuracy. Any discrepancies identified will be clarified with the attending physician. This process will be 
ongoing. Beginning [DATE], the primary physician will review new admission orders in conjunction with the 
history and physicals to ensure accuracy. This will be an ongoing process. Beginning [DATE], consultant 
pharmacists will complete a review of new admissions for clinically significant risk within 72 hours of 
admission. This review will include assessment of high-risk medications, potential interactions, 
contraindications, missing indications, and duplicate therapies. Any concerns identified will be communicated 
to the facility immediately. On [DATE], the licensed practical nurse (LPN) who may not have transcribed the 
original order correctly was re-educated via phone by the assistant director of nursing (ADON). Education 
included the facility's policy regarding medication administration and reconciliation guidelines of noting who 
medications were verified with and any changes made during reconciliation. Beginning [DATE], the staff 
development coordinator (SDC) or designee re-educated all licensed nurses on the facility's medication 
administration and reconciliation policy. Education included documenting who was verified for each 
medication, noting any changes made during reconciliation, completing a two-nurse verification of order 
accuracy, and clarifying when a long-term medication has a stop date. Education was completed by [DATE] 
for 43 of 57 licensed nurses through in-person or phone education. Any nurse who has not yet received (the) 
education will not work the floor until training is completed. Licensed nurses who have not worked within the 
last 60 days have been terminated. Licensed nurses on a leave of absence will be educated upon their 
return and prior to working on the floor. Eleven licensed nurses were unable to be reached by the SDC or 
designee and will not be scheduled (to work) until the required education is completed. Beginning [DATE], 
the SDC/designee will educate agency licensed nurses on the facility's policy regarding medication 
administration and reconciliation guidelines. Education was uploaded to the agency portal on [DATE]. The 
agency platform requires the agency nurse to complete training before they can confirm the shift. On [DATE], 
the regional director of clinical services notified the pharmacy account representative of the error. A meeting 
has been scheduled with (pharmacy name) for [DATE] to review the error in detail and establish an ongoing 
plan for medication monitoring.D. Removal of immediate jeopardyOn [DATE] at 2:11 p.m., the NHA and 
clinical resource #1 were notified that, based on the plan for removal of immediate jeopardy, the plan was 
accepted and the immediate jeopardy situation removed. However, deficient practice remained at a G scope 
and severity, isolated, actual harm. II. Professional referenceAccording to the [DATE] guidelines for the use 
of antiretroviral agents in adults and adolescents with HIV, retrieved on [DATE] from https://clinicalinfo.hiv.
gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/initiation-antiretroviral-therapy, The 
primary goals of antiretroviral therapy (ART) are to prevent HIV-associated morbidity and mortality and to 
prevent transmission of HIV to others. Durable viral suppression lowers the risk of both AIDS-defining and 
other HIV-related complications, improves immune function and overall health, and allows people with HIV to 
live a lifespan approaching that of people without HIV. High plasma viral load is a major risk factor for HIV 
transmission. The Panel on Antiretroviral Guidelines for Adults and Adolescents (the Panel) recommends 
ART for all people with HIV to reduce the morbidity and mortality associated with HIV infection (AI) and to 
prevent HIV transmission to sexual partners and infants. ART should be initiated as soon as possible after 
HIV diagnosis. The key to successfully maintaining viral suppression is continuous access to ART and full 
adherence to the prescribed regimen. Lack of adherence or intermittent access to ART can result in 
treatment failure and the emergence of drug resistance mutations that may compromise future treatment 
options.III. Facility policy and proceduresThe Administering Medication policy, revised 2019, was provided on 
[DATE] at 6:09 p.m. by the DON. It read in pertinent part, Medications are administered in a safe and timely 
manner, and as prescribed. The director of nursing services supervises and directs all personnel who 
administer medications and/or have related functions. Medications are administered in accordance with 
prescriber orders, including any required time frame.IV. Resident #1A. Resident statusResident #1, age less 
than 70, was admitted on [DATE]. According to the [DATE] computerized physician orders (CPO), diagnoses 
included human immune deficiency virus (HIV) disease, psychotic disorder with delusions, dementia, 
depression and pain.The [DATE] minimum data set (MDS) assessment revealed the resident had mild 
cognitive impairment with a brief interview for mental status (BIMS) score of 11 out of 15. He required set-up 
or clean-up assistance with eating, toileting, oral hygiene and dressing. He required supervision with 
showers. He did not reject care from staff. The medication, Biktarvy, was not documented on the MDS 
assessment. B. Resident #1's interviewResident #1 was interviewed on [DATE] at 3:00 p.m. Resident #1 
said he took whatever medication the nurses gave him at the facility. Resident #1 said he did not remember 
missing any medications, nor did he refuse any medications to his memory.C. Record reviewThe medication 
administration record (MAR) for Resident #1's HIV medication from [DATE] (Resident #1 was admitted on 
[DATE]) until [DATE] revealed:February 2025: Resident #1 received Tenofovir Alafenamide Fumarate, one 
oral tablet 25 mg (milligram) in the morning for HIV. The start date was [DATE]. The end date for the 
medication documented both [DATE] and [DATE]. The [DATE], [DATE], [DATE], [DATE], [DATE], [DATE], 
[DATE], [DATE], and [DATE] MARs (until [DATE]) revealed Resident #1 received Tenofovir Alafenamide 
Fumarate, one oral tablet 25 mg (milligram) in the morning for HIV. The end date for the medication was 
[DATE].-Resident #1 did not receive Tenofovir, or any HIV medications from [DATE] through [DATE].The 
comprehensive care plan, initiated on [DATE], revealed Resident #1 had a diagnosis of HIV and was at risk 
for complications manifested by a decreased white blood count, fatigue, fluid volume deficit, nutrition, 
impaired skin integrity, infection, pain, and weight loss. The planned intervention was to administer 
medications as ordered.On [DATE], Resident #1 went to the hospital for routine HIV blood work. The hospital 
laboratory documented that the virus was detected above maximum quantitative range. The viral load (VL) 
was documented at 65,900. (See the hospital gerontologist's interview below; the resident's VL should have 
read approximately zero). The hospital documented it was unclear how long the resident had been without 
antiretrovirals. The hospital records documented Resident #1 stated it had been a few days since he 
received his HIV medication, but his viral load suggested longer. Biktarvy did not appear on his medication 
list for the hospital when he came from the facility. The hospital gerontologist for Resident #1 wrote a 
prescription on [DATE] for the resident to resume the medication Biktarvy.While at the hospital on [DATE], 
Resident #1 had a CBC (complete blood count) with WBC (white blood count) comprehensive blood test to 
count the red cells, platelets, and total white blood cells. The results indicated low and out of range for 
Resident #1.On [DATE], Resident #1 began Biktarvy oral tablet 50-200-25 mg (milligrams) 
(Bictegravir-Emtricitabine-Tenofovir Alafenamide Fumarate), one tablet by mouth one time a day for HIV. 
These were the three compounds in the medication Biktarvy that Resident #1 was to have received upon his 
admission on [DATE]. The [DATE] CPO documented Resident #1's medication Biktarvy was revised on 
[DATE] with a start date of [DATE]. The [DATE] physician's assistant (PA) note documented that Resident #1 
had a history of HIV and had a history of being non-compliant with Biktarvy. However:-See above; the 
resident was not offered Biktarvy for approximately ten months, from the time of his admission into the facility 
in February 2025 until he received the medication on [DATE]. -See above; the MDS assessment 
documented that the resident did not reject care from staff, and the [DATE] and [DATE] MAR did not 
document any refusals of Biktarvy. -See below; interview with LPN #1 and LPN #2, on [DATE] at 10:20 a.m., 
revealed that Resident #1 was cooperative with care. Further, a [DATE] nursing progress note documented 
that the resident continued to take medications as ordered and was cooperative with care.V. Action taken 
after immediate jeopardy was identifiedThe [DATE] nursing progress note (during survey) documented that 
the ADON called and notified Resident #1's family member of a medication error involving Biktarvy that 
occurred upon admission in February 2025. The family member was informed that the error was identified 
during the resident's appointment at the hospital on [DATE] and that the correct medication had resumed 
since that time. The family member was also informed that corrective actions had been implemented to 
prevent recurrence of the error. VI. InterviewsThe hospital gerontologist was interviewed on [DATE] at 9:55 a.
m. via telephone. The hospital gerontologist said when Resident #1 came to the hospital on [DATE], his VL 
blood work was over 65,000, and it should have been around zero had he received Biktarvy. The hospital 
gerontologist said it was unlikely the reason for the high bloodwork numbers was because the medication 
was not working, but rather because Resident #1 had not received his medication. The hospital gerontologist 
said he had seen Resident #1 for almost two years, since [DATE]. The hospital gerontologist said if the 
resident missed only a few days, it would be okay, but Resident #1's medication was critical for him to take. 
The hospital gerontologist said when Resident #1 came to the hospital on [DATE], his medication list from 
the facility did not have Biktarvy on it.LPN #1 and LPN #2 were interviewed on [DATE] at 10:20 a.m. Both 
LPNs said recently in [DATE], Resident #1 went to a follow-up appointment at the hospital, and after that 
appointment, he started the medication (Biktarvy). LPN #1 said Resident #1 did not reject medications that 
the nurses provided. Both said the resident was cooperative with care. The DON was interviewed on [DATE] 
at 1:28 p.m. The DON said Resident #1 was admitted to the facility in February 2025 with a physician's order 
for a medication called Biktarvy. The DON said Biktarvy was made of three components bictegravir, 
emtricitabine and tenofovir alafenamide. The DON said she thought that when the LPN entered the 
medication, it was entered as only tenofovir. The DON said she did not know why it was ordered incorrectly, 
or if anyone else reviewed the medication order prior to it being changed. The DON said she did not know if 
the LPN did not transcribe the order correctly, or the pharmacy had. The DON said she spoke to the LPN 
today ([DATE]) about the day Resident #1 was admitted on [DATE]. The DON said the LPN did not 
remember what happened that long ago, or which provider or source was used to verify the medication. The 
DON said that the medication was not transcribed correctly, which was a medication error. The DON said 
after Resident #1 went to the hospital for his blood work on [DATE], the hospital gerontologist wrote an order 
for Biktarvy, and it was provided to Resident #1 starting on [DATE]. The DON said Resident #1 did not 
receive his correct medication from the date he was admitted on [DATE] until [DATE]. The facility's medical 
director (MD) was interviewed on [DATE] at 1:50 p.m. The MD said she did not know how it was that 
Resident #1 did not receive the medication he was supposed to receive 10 months ago for HIV. The MD said 
the situation was like Swiss cheese that had a lot of holes. The MD said the situation had a lot of holes as to 
why or who missed the medication's correct physician order. The MD said she could not say whether or not 
Resident #1 would be affected by not having received his HIV medication.On [DATE] at 11:22 a.m., the 
facility pharmacist was interviewed via the telephone. The facility pharmacist said she had begun on [DATE] 
as the facility pharmacist. The facility pharmacist said the process for a newly admitted resident to the facility 
was for the nurse on duty to call or notify the pharmacist consultant, who would verify the physician's orders. 
The facility pharmacist said after that, a pharmacist assigned to the facility would perform monthly reviews of 
a resident's medications. The facility pharmacist said when she read residents' medications, she kept a lot in 
balance, including fall risks, and then made recommendations. The facility pharmacist said she reviewed the 
medications for the residents in the facility in the first part of [DATE]. The facility pharmacist said she did not 
know why Resident #1's HIV medication was not reordered. The facility pharmacist said she would do a 
review of her work and then return the call with follow-up information about Resident #1's medication. 
-However, the facility pharmacist did not call back as of [DATE], the end of the survey.On [DATE] at 2:32 p.m.
, the hospital gerontologist wrote via email, Missed HIV medications cause (s) the HIV viral load to rise and 
the patient's immune system to worsen (as measured by the CD4 count). This increases the risk of 
infections, certain types of cancers, and even common conditions like heart disease. When someone misses 
medications regularly, they can also develop resistance to those medications. It's actually a little worse that 
(Resident #1) was on tenofovir alone (one of the three components in Biktarvy). Tenofovir by itself is not 
sufficient to treat HIV. Exposure to an incomplete regimen like this creates an even greater opportunity for 
drug resistance to develop (in addition to not fully treating the HIV). So, while Resident #1 was completely off 
medicines for only a short time ([DATE] to [DATE]), he was not being fully treated since February 2025. This 
mistake should have been caught by his clinicians and/or pharmacy, even if they were not very familiar with 
HIV treatment options.The NHA and the DON were interviewed together on [DATE] at 2:20 p.m. The NHA 
and the DON both said the situation with Resident #1 happened prior to their employment in the facility as 
NHA and DON. Both the NHA and the DON said they were aware of the critical nature of the situation with 
Resident #1. Both the NHA and the DON said the situation with the wrongly transcribed medication would 
not happen again with the new systems put in place during the survey.
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