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INITIAL COMMENTS

The survey team entered the facility on 11/24/25 to
conduct a complaint investigation survey and exited on
11/25/25. Additional information was obtained on
11/26/25, 12/1/25, 12/2/25, 12/3/25, 12/5/25, and
12/8/25. The survey team returned to the facility on
12/9/25 to investigate a new intake and exited on
12/9/25. Therefore, the exit date was changed to
12/9/25. Event ID #1DC4A4-H1.

The following intakes were investigated: 2632571,
2636705, 2636556, 2672460, 2744074, 2681568, and
2683326.

3 of 17 allegations resulted in deficiency.
Quality of Care

CFR(s): 483.25

§ 483.25 Quiality of care

Quality of care is a fundamental principle that applies

to all treatment and care provided to facility

residents. Based on the comprehensive assessment of a
resident, the facility must ensure that residents

receive treatment and care in accordance with
professional standards of practice, the comprehensive
person-centered care plan, and the residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, and staff, Guardian, Nurse
Practitioner, Infectious Disease Physician interviews,
the facility failed to ensure Resident #24 attended a
scheduled infectious disease clinic appointment as
ordered, for 1 of 5 residents reviewed for professional
standards of care (Resident #24).

Findings included:

Record review of a hospital discharge summary dated
10/9/2025 revealed Resident #24 was prescribed
Biktarvy, an antiretroviral medication used to treat
human immunodeficiency virus (HIV), filled by the
hospital retail pharmacy prior to discharge, with

FO000

F0684

F684 — Quality of Care

Address how corrective action will be accomplished for
those residents found to have been affected by the
deficient practice.

Resident # 24 appointment was rescheduled for
12/12/2025, at Atrium Health Wake Forest Baptist
Infectious Disease High Point and the resident attended
the appointment.

Address how the facility will identify other residents
having the potential to be affected by the same
deficient practice

On 12/10/2025, the Regional Director of Nursing
reviewed the appointments for the month of December to
ensure current residents attended the appointment. If

an appointment was missed, the Regional Director of
Nursing reviewed the reason and confirmed that a new
appointment was rescheduled. Completed 12/10/2025

Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur.

12/23/2025

12/16/2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days

following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program

participation.
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disease clinic. The discharge summary further
documented a follow-up appointment scheduled for
11/12/2025.

Resident #24 was admitted to the facility on 10/9/2025
with cumulative diagnoses including a mental health
disorder and HIV infection.

Physician’s orders for Resident #24, dated 10/10/2025,
directed administration of Biktarvy 50-200-25
milligrams, one tablet orally daily.

Review of the care plan for Resident #24 initiated
10/14/2025 identified chronic disease management as a
focus area with interventions to administer medications
as ordered and monitor for complications related to

HIV.

The admission Minimum Data Set dated 10/15/2025
documented Resident #24 had moderate cognitive
impairment.

Interview with the Guardian for Resident #24 on
11/26/2025 at 11:03 AM revealed she was not notified of
the 11/12/2025 infectious disease clinic appointment.
The Guardian stated she did not receive a phone call or
message regarding the appointment and reported that,
prior to hospitalization from 10/4/2025 to 10/9/2025, a
mental health service employee typically accompanied
Resident #24 to appointments. The Guardian was
uncertain when the 11/12/2025 appointment was
cancelled.

Interview with the facility Transportation Coordinator

on 11/26/2025 at 11:57 AM revealed Resident #24’s
11/12/2025 appointment required accompaniment per
administrative policy. The Guardian was called several
times the week prior, but no response was received, and
no message could be left. The Transportation
Coordinator cancelled the appointment one to two days
prior and rescheduled it for 11/24/2025.

During a follow-up interview on 12/1/2025 at 8:02 AM,
the Transportation Coordinator acknowledged awareness
of the importance of the 11/12/2025 appointment and
stated she notified the Administrator, Unit Manager #1,
and Nurse Practitioner #1 of the rescheduling.

Interview with the Social Worker on 11/26/2025 at 1:19

PM revealed the Transportation Coordinator was
responsible for arranging Resident #24’s appointments.
The Social Worker confirmed the Guardian was sometimes
difficult to contact.

On 12/10/2025, the Regional Director of Nursing
educated the Transport Scheduler on reviewing all
consultations and transcribing the appointments
correctly on the calendar, ensuring residents do not
miss any appointments, and when an appointment is
missed it will need to be rescheduled as soon as the
provider is available. Education included notifying the
Director of Nursing, Representative Party, and Medical
Provider when an appointment is missed. Completed
12/10/2025.

Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained.

The Director of Nursing and/or designee will review all
consultations for new appointments, new orders, and
appointment schedules to ensure residents attend their
appointments weekly x 8 weeks.

Results of these audits will be reviewed at Quarterly
Quiality Assurance Meeting X 2 for further problem
resolution if needed. The Administrator will review the
results of weekly audits to ensure any issues
identified are corrected.

Compliance date 12/16/2025
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Review of the November Medication Administration Record
and notes written by Nurse #8 on 11/13/2025 at 1:23 PM
revealed Biktarvy was not administered.

Interview with Nurse #8 on 11/26/2025 at 12:40 PM
confirmed the medication was unavailable on the
medication cart beginning 11/13/2025. Nurse #8 reported
contacting the physician, who indicated Resident #24
needed to be seen at the infectious disease clinic

before the pharmacy would dispense additional
medication.

Review of a communication progress note dated
11/18/2025 at 9:36 AM by the Assistant Director of
Nursing (ADON) documented the Guardian was updated
regarding Resident #24’s HIV medication. The note
revealed the pharmacy would not dispense Biktarvy until
Resident #24 was seen at the clinic, and an appointment
was scheduled for the following week.

Interview with the ADON on 11/25/2025 at 6:24 PM
confirmed Resident #24 had run out of Biktarvy and
required a clinic visit for refill authorization. The
ADON stated the facility pharmacy ultimately obtained
Biktarvy after insurance was willing to pay for it

prior to the rescheduled clinic appointment.

Review of a progress note dated 11/18/2025 at 10:19 PM
by Nurse Practitioner #1 documented Resident #24 was
not receiving Biktarvy due to lack of insurance

coverage and refusal by the infectious disease provider
to refill without a recent clinic visit.

Interview with NP #1 on 11/26/2025 at 12:13 PM revealed
the ADON informed him of the lapse in medication. NP #1
confirmed the infectious disease physician declined to
refill until Resident #24 was seen. NP #1 acknowledged
awareness of multiple cancellations and rescheduling of
the clinic appointment. NP #1 stated the facility

pharmacy ultimately obtained Biktarvy, and Resident #24
resumed therapy on 11/22/2025.

Interview with the Guardian on 11/26/2025 at 11:03 AM
revealed she was notified on 11/17/2025 that the
11/12/2025 appointment was cancelled and rescheduled
for 11/24/2025. She was also informed Resident #24 was
not receiving Biktarvy pending clinic evaluation. The
Guardian arranged for a mental health service
representative to accompany Resident #24 to the
11/24/2025 appointment.

Interview with the Transportation Coordinator on
11/26/2025 at 11:57 AM revealed she believed the
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Continued from page 3 F0684
appointment was scheduled for 11/24/2025 and contacted
the Guardian accordingly. The Guardian arranged
accompaniment. However, the actual appointment was on
11/17/2025, which Resident #24 missed. The
Transportation Coordinator acknowledged recording the
wrong date. Resident #24 was subsequently placed on a
waiting list, with the next appointment scheduled for
2/2/2026.

Interview with the infectious disease Physician on
12/8/2025 at 1:03 PM confirmed the 11/12/2025
appointment was cancelled and rescheduled for
11/17/2025. Resident #24 did not attend the 11/17/2025
clinic appointment but did attend an orthopedic
appointment later that day. The Physician stated
Resident #24 was rescheduled for February 2026 and
reported her nursing staff was having difficulty
contacting the facility Transportation Coordinator to
arrange a sooner date. The Physician further stated
Resident #24 had uncontrolled HIV in October 2025 and
required follow-up viral load testing after initiation

of Biktarvy.

Interview with the Administrator on 12/1/2025 at 12:15
PM revealed she did not recall being informed by the
Transportation Coordinator that the 11/12/2025
appointment was cancelled. The Administrator stated her
expectation was that Resident #24 would attend
scheduled appointments and that the Transportation
Coordinator would accurately record appointment dates.

Pharmacy Srvcs/Procedures/Pharmacist/Records FO755
CFR(s): 483.45(a)(b)(1)-(3)
8483.45 Pharmacy Services

The facility must provide routine and emergency drugs
and biologicals to its residents, or obtain them under
an agreement described in §483.70(f). The facility may
permit unlicensed personnel to administer drugs if
State law permits, but only under the general
supervision of a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures that
assure the accurate acquiring, receiving, dispensing,
and administering of all drugs and biologicals) to meet
the needs of each resident.

8483.45(b) Service Consultation. The facility must
employ or obtain the services of a licensed pharmacist

F755 — Pharmacy Services/Procedures/Pharmacist/Records| 12/16/2025

Address how corrective action will be accomplished for
those residents found to have been affected by the

deficient practice.

Resident # 3 Ozempic was delivered on 11/26/2025 and
administered as prescribed. Resident # 13 Flonase was
delivered on 11/24/2025 and administered as prescribed.
Resident # 24 Biktarvy was delivered on 11/19/2025 and
administered as prescribed starting on 11/22/2025.

Address how the facility will identify other residents
having the potential to be affected by the same

deficient practice

On 12/9/2025, the pharmacy performed and medication
administration record and cart audit to ensure current
residents' medications were available. Medication that
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§483.45(b)(1) Provides consultation on all aspects of
the provision of pharmacy services in the facility.

8483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate reconciliation;
and

8483.45(b)(3) Determines that drug records are in order
and that an account of all controlled drugs is
maintained and periodically reconciled.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, and interviews with staff,
Interim Director of Nursing, Former Director of
Nursing, Assistant Director of Nursing, Medical
Director, Nurse Practitioner, Regional Director of
Clinical Services, Director of Pharmacy Operations,
Pharmacist, and Infectious Disease Physician, the
facility failed to provide services to ensure the
acquiring, dispensing, and administration of a
medication for 3 of 7 sampled residents whose
medications were reviewed (Resident #3, Resident #13,
Resident #24). The facility failed to ensure
uninterrupted access to prescribed antiretroviral
medication for Resident #24. The facility failed to

have a medication used to treat diabetes available for
administration to Resident #3. The facility failed to
have a nasal spray available on the correct medication
cart for Resident #13.

Findings included:

1. Documentation on a hospital discharge summary dated
10/9/2025 revealed Resident #24 had a prescription for
Biktarvy filled by a local retail pharmacy before

discharge and was to closely follow up with the

infectious disease clinic. Biktarvy is an

antiretroviral medication used to treat human
immunodeficiency virus (HIV). The same discharge
summary also documented Resident #24 had a follow-up
appointment scheduled for the infectious disease clinic
on 11/12/2025.

Resident #24 was admitted to the facility on 10/9/2025
with multiple diagnoses, including a mental health
disorder and human immunodeficiency virus infection
(HIV).

delivered on 12/10/2025. Completed 12/11/2025.

Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur.

On 12/10/2025, the Assistant Director of Nursing and/or
designee educated current licensed nurses and
medication aides, if medication is not available on the
medication cart the following steps are to be taken:

Review the emergency medication system to see if the
medication is available to administer. If medication is
not in the emergency medication system,

Call the pharmacy and see when the medication will be
delivered.

Inform the medical provider; if they give new orders,
they are to be implemented as ordered. Completed
12/15/2025

When medications are delivered from pharmacy it is your
responsibility to ensure medications are placed on the
correct cart for the medications to be administered.

Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained.

The Director of Nursing and/or designee will randomly
audit 5 residents’ medications for specialty medication
including Ozempic, Flonase, and Biktarvy along with
ensuring medications are on the cart per unit to ensure
they are available for administration as ordered 3x

week x 8 weeks. The Director of Nursing and/or designee
will review delivery of 10% of the residents to ensure
medications are on the correct cart 3x weekly x 8

weeks.

Results of these audits will be reviewed at Quarterly
Quiality Assurance Meeting X 2 for further problem
resolution if needed. The Administrator will review the
results of weekly audits to ensure any issues
identified are corrected.
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Resident #24 had a physician’s order initiated on
10/10/2025 for 50-200-25 milligrams of Biktarvy
(Bictegravir-Emtricitabine-Tenofovir) oral tablets to

be administered as one tablet by mouth one time a day
for HIV.

On 11/26/2025 at 11:57 AM, the Transportation
Coordinator reported during an interview that she had
been unable to contact Resident #24’s Guardian prior to
the scheduled infectious disease clinic appointment on
11/12/2025. The Transportation Coordinator further
explained that she cancelled the appointment on
11/12/2025 and rescheduled it for 11/24/2025.

Documentation on the November Medication Administration
Record (MAR) for Resident #24 revealed that Biktarvy

was not administered on 11/13/2025 by Nurse #8, with a
chart code that referenced the progress notes.

Documentation in a Medication Administration note dated
11/13/2025 at 1:23 PM written by Nurse #8 indicated the
ordered dose of Biktarvy was not administered to
Resident #24 and the Medical Doctor and Responsible
Party were aware.

Documentation on the November MAR for Resident #24
revealed that Biktarvy was not administered on
11/14/2025 by Nurse #8, with a chart code that
referenced the progress notes.

Documentation in a Medication Administration note dated
11/14/2025 at 10:49 AM, written by Nurse #8, explained
that Resident #24 did not have the medication Biktarvy
stocked on the medication cart. The Medical Doctor,

Unit Manager, and Assistant Director of Nursing (ADON)
were aware of the situation. Nurse #8 communicated
information regarding the last prescriber, awaited

further instruction, and documented that both the
Responsible Party and emergency contact had been
notified.

Nurse #8 was interviewed on 11/26/2025 at 12:40 PM.
During the interview, Nurse #8 reported that Resident
#24's supply of Biktarvy was depleted on 11/13/2025.
Nurse #8 stated she contacted the facility’s pharmacy;
however, the pharmacy was unable to provide a refill.
The pharmacy informed Nurse #8 that Resident #24 would
require a new prescription from the original

prescribing physician. Nurse #8 reported she provided
the Medical Director with the prescriber's name and
contact information obtained from the empty Biktarvy
medication container. Nurse #8 stated she assumed the
Medical Director would contact the prescriber to obtain
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stated she notified the Director of Nursing (DON),
ADON, the Administrator, and the Transportation
Coordinator that Resident #24 needed to secure another
prescription from the Infectious Disease clinic, where
the original prescription for Biktarvy was obtained.

Documentation on the November MAR for Resident #24
revealed that Biktarvy was not administered on
11/16/2025 by Nurse #3, as indicated by a chart code
that referenced the progress notes.

Documentation in a Medication Administration note dated
11/16/2025 at 9:28 AM, written by Nurse #3, indicated
the ordered dose of Biktarvy was not administered to
Resident #24, and the Medical Doctor and Responsible
Party were aware.

Nurse #3 did not respond to a request for an interview.

Documentation on the November MAR for Resident #24
revealed that Biktarvy was not administered on
11/17/2025, 11/18/2025, and 11/19/2025 by Nurse #8, as
indicated by a chart code that referenced the progress
notes.

Documentation in a Medication Administration note dated
11/17/2025 at 10:09 AM written by Nurse #8 indicated
Resident #24 was awaiting an appointment with the
infectious disease clinic for a refill of Biktarvy.

Documentation in the Medication Administration notes
dated 11/18/2025 at 8:14 AM and 11/19/2025 at 11:03 AM
written by Nurse #8 indicated Resident #24 did not have
Biktarvy on the medication cart.

The Medical Director, who was also the physician for
Resident #24, was interviewed on 11/25/2025 at 7:11 PM.
The Medical Director stated he was not involved with
resolving the issue of Resident #24 running out of
Biktarvy.

Documentation in a communication progress note dated
11/18/2025 at 9:36 AM written by the Assistant Director
of Nursing (ADON) revealed the following information.

It was discussed with Resident #24’s Guardian that his
HIV medication needed to be obtained from the facility
pharmacy and NP #1 was made aware Resident #24 was
missing doses of Biktarvy.

On 11/25/2025 at 6:24 PM, the ADON was interviewed and
reported that Biktarvy had initially been obtained for
Resident #24 through the hospital retail pharmacy. The
ADON explained that the facility was unable to secure
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the infectious disease clinic required Resident #24 to

be seen to issue a new prescription. The ADON confirmed
Resident #24 did not have Biktarvy available from
11/13/2025 until 11/22/2025.

On 11/26/2025 at 12:13 PM, NP #1 was interviewed and
stated that he was not actively working to obtain
Biktarvy for Resident #24 and was unaware of the lapse
in administration until the ADON approached him. The
ADON informed NP #1 that insurance would not cover the
medication through the facility pharmacy. NP #1
emphasized that Biktarvy was essential, had no
therapeutic alternatives, and should not be withheld.

NP #1 believed a referral was made to the infectious
disease clinic, later cancelled, and rescheduled,
attributing the delays to transportation issues. NP #1
indicated the matter was ultimately resolved.

On 12/1/2025 at 1:35 PM, the facility Pharmacist was
interviewed and reported that Resident #24’s initial
prescription for Biktarvy had been filled at the

hospital retail pharmacy upon admission on 10/9/2025. A
refill request was denied by the infectious disease

clinic provider because the resident had not been seen
recently. The Pharmacist explained that it was uncommon
for facility residents to obtain medications from

outside pharmacies, as tracking was unreliable. The
facility pharmacy could not dispense Biktarvy because
insurance coverage was denied. The Pharmacist submitted
three high-cost item forms to the (former) Director of
Nursing requesting facility payment for the medication,
but no response was received.

On 11/25/2025 at 6:48 PM, the Director of Pharmacy
Operations was interviewed and reported that the
facility pharmacy could not fill Biktarvy because
insurance had not approved coverage. The Director
explained that Biktarvy was classified as a high-cost
item requiring procurement from a specialty pharmacy,
with an out-of-pocket cost exceeding $5,000 for a
30-day supply. There were no alternative medications
available, and partial dispensing was not possible. On
11/18/2025, insurance approved coverage, and the
facility received the medication on 11/19/2025 at 9:35
PM.

Documentation on a packing slip for delivery of
Biktarvy for Resident #24 confirmed it was delivered to
the facility on 11/19/2025 at 9:35 PM and signed for by
Nurse #1.

Nurse #1 was interviewed 12/1/2025 at 11:28 AM. Nurse
#1 stated that she did not recall signing for the

345006
B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

Blumenthal Health and Rehabilitation Center 3724 Wireless Drive , Greensboro, North Carolina, 27455
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

FO755 Continued from page 7 FO755
SS=E subsequent refills through the same pharmacy because

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DC4A4-H1 Facility ID: 922978

If continuation sheet Page 8 of 20



PRINTED: 01/13/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES fé]é)Nﬁ'll?liolg,lg'FglilSﬁSlleERRlcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 345006 ' A. BUILDING 12/09/2025
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Blumenthal Health and Rehabilitation Center 3724 Wireless Drive , Greensboro, North Carolina, 27455
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

FO755 Continued from page 8 FO755
SS=E medication delivery from the pharmacy on 11/19/2025 at
9:35 PM. Nurse #1 said that usually she delivers the
medications from the pharmacy to the medications carts
for which the medication belongs so they can be put
away by the nurse or the medication aide on that cart.

Documentation on the November MAR revealed Medication
Aide #1 administered an ordered dose of Biktarvy to
Resident #24 on 11/20/2025.

Medication Aide #1 was interviewed on 11/25/2025 at
6:02 PM. Medication Aide #1 stated that she documented
the medication Biktarvy was administered to Resident
#24 by mistake on 11/20/2025. Medication Aide #1 stated
that everybody knew that the medication Biktarvy was
not available on the medication cart that week.

Documentation on the November MAR for Resident #24
revealed an ordered dose of Biktarvy was not
administered on 11/21/2025 by Nurse #8.

Documentation on the November MAR for Resident #24
revealed an ordered dose of Biktarvy was reinitiated
and administered on 11/22/2025 by Nurse #8.

On 11/26/2025 at 12:40 PM, Nurse #8 was interviewed and
confirmed that she removed the seal from the Biktarvy
bottle and administered the first ordered dose to

Resident #24 on 11/22/2025. Nurse #8 reported that the
Biktarvy bottle had not been present on the medication
cart for several days prior to 11/22/2025 and stated

that the bottle could not have been overlooked once

placed on the cart.

The Regional Director of Clinical Services was
interviewed on 11/26/2025 at 1:03 PM and described the
facility’s process for receiving medications from the
pharmacy. The pharmacy driver delivers medications to
the charge nurse, who signs for the delivery and
distributes the medications to the nurse or medication
aide responsible for the appropriate cart. The Regional
Director stated that Resident #24's Biktarvy should

have been delivered to the correct cart on the evening

of 11/19/2025.

On 12/1/2025 at 11:18 AM the facility’s Pharmacist was
interviewed and stated that the expectation was for
nurses to ensure medications delivered at night were
placed on the correct cart to prevent missed doses. The
Pharmacist confirmed that Resident #24's scheduled dose
of Biktarvy should have been administered at 9:00 AM on
11/20/2025.

The Former DON was interviewed on 11/25/2025 at 5:11 PM
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SS=E

Continued from page 9
and stated that Resident #24 did not receive Biktarvy

for approximately one week. The Former DON acknowledged

that Biktarvy was costly but necessary and reported

that NP #1 had indicated Resident #24 required the
medication. The Former DON stated he discussed payment
for Biktarvy with the Administrator, who allegedly

informed the Former DON that the facility would not pay

for the medication.

The Administrator was interviewed on 12/1/2025 at 12:15
PM and reported awareness that Resident #24 had
obtained Biktarvy from an outside source upon
admission. The Administrator stated she was not

notified when residents ran out of medications, as
nursing staff managed that process. The Administrator
denied ever refusing to pay for Biktarvy and denied
telling the Former DON that the facility would not pay.

On 12/1/2025 at 11:54 AM and again on 12/5/2025 at
12:32 PM the interim DON was interviewed. The DON
stated that Resident #24 was expected to receive
medications as prescribed. She explained that when
Resident #24 was running low on Biktarvy, nurses
submitted an electronic refill request to the pharmacy.
The pharmacy then sent a high-cost item form to the
Former DON, as Biktarvy could not have been dispensed
without facility payment approval. The DON reported
that the first high-cost item request for Resident

#24’s Biktarvy was submitted on 10/31/2025 and should
have been addressed at that time.

An infectious disease clinic physician was interviewed
on 12/8/2025 at 1:03 PM and the following information
was provided. The infectious disease clinic physician
was not the prescribing physician for the Biktarvy
while Resident #24 was in the hospital. The Infectious
disease clinic physician had seen Resident #24 in the
past, but the inpatient infectious disease team saw him
in the hospital. A prescription for Biktarvy was sent

to the hospital retail pharmacy by the hospitalist with
a denial for a refill. The physician reported that

there was no record of the long-term care facility
contacting the infectious disease clinic for a refill

or new prescription. The physician explained that
typically the facility provider would write orders for
Biktarvy, which would then be filled by the facility
pharmacy.

2. Record review revealed Resident # 3 was admitted to
the facility on 9/12/24 with a diagnosis of diabetes.

Review of physician orders revealed Resident # 3 was
ordered to receive Ozempic 1milligram subcutaneously
weekly on Wednesdays for Diabetes. According to the

FO755
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Pen-Injector which had 4 mg (milligrams)/3 ml
(milliliters). This order originated on 3/25/25 and
remained as a current order.

Review of Resident # 3's November MAR (Medication
Administration record) revealed the resident was
scheduled to receive the Ozempic on 11/5/25, 11/12/25,
and 11/19/25. The doses of 11/12/25 and 11/19/25 were
checked as administered and were the only documented
doses in November as of the record review date on
11/25/25. The dose of 11/5/25 was not checked as
administered by Nurse # 9 who signed a “9” rather than
a check mark, which indicated the medication was not
administered.

Nurse # 9 was interviewed on 11/5/25 at 1:40 PM and
reported the following information. Resident # 9's
Ozempic was not available for administration on 11/5/25
when it was due. She had called the pharmacy that day,
but it did not come in for administration while she was
there. She had passed along the information in report.

Interview with Resident # 3 on 11/25/25 at 1:50 PM
revealed during one of the weeks in November the
facility did not have the Ozempic to give him. He had
missed one week’s dose in November 2025. He did not
recall the specific week.

On 11/25/25 at 2:05 PM Nurse # 9 was accompanied as she
looked in storage for Resident # 3's Ozempic medication

to determine if it was currently available for the next

dose the resident was scheduled to receive, which was

due on 11/26/25 (Wednesday). After searching for the
Ozempic, Nurse #9 reported she could not find Resident

# 3's Ozempic supply for the next day’s scheduled dose

and she would call the pharmacy.

During a follow up interview with Nurse #9 on 11/25/25
at 2:50 PM, Nurse # 9 reported she had called the
pharmacy to request the Ozempic in order to ensure that
it would be available for administration the next day

and was told the pharmacy would send it but could not
send it till the next day. According to Nurse # 9 the
pharmacy had asked that the facility follow up with

them the next day also to make sure it was sent.

On 11/25/25 at 3:50 PM and again on 11/25/25 at 7:00 PM
the Pharmacy'’s Director of Operations was interviewed
via phone. Regarding the Ozempic dose not being
available on 11/5/25, the Pharmacy Director reported

the following information. Prior to 11/5/25 the

facility had last requested a refill on 9/11/25 and it

was sent. Prior to 9/11/25 the facility had been
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FO755 Continued from page 11 FO755
SS=E ordering Resident # 3's Ozempic consistently and may
have had enough till 11/5/25. Prior to 11/5/25 the
pharmacy had not received an electronic request for a
refill since 9/11/25. Resident # 3's Ozempic was sent

out on 11/5/25 on the late delivery which was at 10:29
PM on 11/5/25. That supply was for 28 days because one
pen had 4 milligrams in each pen and the resident was
ordered only to receive one milligram per week.
Therefore, the facility should still have Resident #

3's Ozempic dose available for the next scheduled dose
for the following day (11/26/25). Regarding why Nurse #

9 was told that the pharmacy could not fill the Ozempic
on 11/25/25 for the missing 11/26/25 dose, the Pharmacy
Director reported it was rejected in the pharmacy’s
system because it was too early to fill given the

facility should have a dose available. On 11/26/26 the
pharmacy would be able to refill it and would send it

on 11/26/25.

Further review of Resident # 3's record revealed on
11/25/26 at 6:09 PM orders were obtained from Nurse
Practitioner # 1 to hold Resident's Ozempic. There was
a notation by the order which noted, “awaiting
pharmacy, RP (responsible party notified and NP
notified.” There was no time limit to hold the Ozempic.
On the MAR a notation was placed by the Ozempic order
to hold from 11/25/25 at 6:09 PM to 11/26/25 at 6:08
PM. On 11/26/25 there was no documentation that
Resident # 3 received his Ozempic or any day following
that as of a review of the MAR on 12/1/25.

On 12/1/25 at 11:55 AM Nurse # 10 was interviewed via
phone and reported the following information. She had
cared for Resident # 3 on 11/26/26 (Wednesday) and she
did not give Resident # 3 his Ozempic because it was
not there. She called the pharmacy, and they said they
had already sent it. She did not routinely work at the
facility. She did not know who she had told but she was
sure she passed along the problem to someone.

During a follow up interview on 12/1/25 at 12:57 PM

with the Pharmacy’s Director of Operations the
Pharmacy’s Director reported the following. The

pharmacy had sent Resident # 3's Ozempic on 11/26/25 at
8:20 AM and the pharmacy'’s records showed it was
received by Nurse # 10 on 11/26/26 at 9:17 AM.

Therefore, from their records, the medication should

have been available to be given.

The Corporate Clinical Consultant, who was working as
the interim Director of Nursing, was interviewed via
phone on 12/1/25 at 1:24 PM and again at 1:58 PM and
reported the following information. The facility

records showed that the Ozempic was delivered to them
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FO755 Continued from page 12 FO755
SS=E on 11/26/25 at 9:17 AM. She had located the medication
that day and looked to see if a dose was administered
from it. She was unable to tell from looking at the pen
and needles which were supplied with the multidose pen.
There was one missing needle but no documentation that
it had been administered in the record since it had

been received. She had talked to the resident that day
and Resident # 3 reported he had not received his
11/26/25 dose of Ozempic.

Nurse Practitioner # 1 was interviewed on 12/1/25 at
9:15 AM and reported the following information. He
would not consider missing Ozempic a significant
medication error. During the interview, NP # 1 reviewed
the resident’s blood sugars and reported that they
appeared stable. In reviewing the record, he recalled
that the facility had asked for a hold for the Ozempic.
He also saw on 12/1/25 that it was never given. That to
him was “concerning.” NP # 1 further reported Ozempic
is a medication that is ramped up to avoid any
gastrointestinal side effects. With missed doses there
is sometimes a risk for gastrointestinal side effects,

but he (NP# 1) was not aware of any harm or side
effects to Resident # 3.

3. Record review revealed Resident # 13 was admitted to
the facility on 2/12/20. The resident had a diagnosis
of allergic rhinitis.

Review of current physician orders revealed an order,
which was initiated on 9/27/24, for Fluticasone
propionate nasal spray 50 micrograms/ACT (actuation)
one spray in both nostrils two times per day.

Review of Resident # 13's November MAR (Medication
Administration Record) revealed the following
information.

11/20/25 for the 9 PM dose-Nurse # 7 documented a check
mark indicating the Fluticasone was given. 11/21/25 for

the 9 AM dose-Nurse # 2 documented a check mark
indicating the Fluticasone was given.

11/21/25 for the 9 PM dose-Nurse # 7 documented a check
mark indicating the Fluticasone was given. 11/22/25 for

the 9 AM dose-Nurse # 6 documented a check mark
indicating the Fluticasone was given.

11/22/25 for the 9 PM dose-Nurse # 11 documented a
check mark indicating the Fluticasone was given.

11/23/25 for the 9 AM dose-Nurse # 2 documented a check
mark indicating the Fluticasone was given.
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FO755 Continued from page 13 FO755
SS=E 11/23/25 for the 9 PM dose-Nurse # 11 documented a
check mark indicating the Fluticasone was given.

11/24/25 for the 9 AM dose-MA # 2 documented a check
mark indicating the Fluticasone was given.

During an interview with Resident # 13 on 11/24 25 at
10:16 AM the resident reported her nose would run
especially in the morning and the facility did not have
her prescribed Flonase (Fluticasone). She had
complained of this for several weeks and was not given
a reason.

During a follow up interview on 11/25/25 at 3:15 PM
Resident # 13 was interviewed regarding with whom she
had discussed the problem of the missing Flonase
(Fluticasone). Resident # 13 reported she had discussed
it with Nurse 7, Medication Aide # 2, and Nurse # 3.

Medication Aide (MA) # 2 was interviewed on 11/24/25 at
3:05 PM about Resident # 13 reporting not receiving the
Fluticasone. MA # 2 reported he had not given the
Fluticasone because he could not find it. He was
observed to look through his medication cart and show
the surveyor that it was not available on the cart. MA

# 2 further reported the following information. He had
called the pharmacy about the missing medication. He
had not meant to sign that he had given it on the MAR.
That had been an unintentional mistake.

Interview with Nurse # 3 on 11/25/25 at 9:30 AM
revealed she covered (fulfilled the responsibilities
which a medication aide was not certified to do) on
11/24/25 for MA # 2. Resident # 13’s Fluticasone had
not been available from the pharmacy although it had
been ordered from the pharmacy.

Nurse # 7 was interviewed on 11/25/25 at 7:50 PM via
phone and reported the following information. She had
not administered the Fluticasone on 11/20/25 and
11/21/25 when she worked and the check mark indicating
it was given was an inadvertent error. She had ordered
the Fluticasone from the pharmacy and faxed them
several times about the missing medication, but it had
not been delivered.

Nurse # 2 was interviewed on 11/25/25 at 9:40 AM and
reported she did not recall any issues with Resident #
13 having a runny nose and her Fluticasone not being
available. According to Nurse # 2 it had been a busy
morning on 11/23/25 and she had gotten pulled to
another floor, but she thought she would have taken
care of it if it had been brought to her attention.
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SS=E

Continued from page 14

Nurse # 6 was interviewed on 11/24/25 at 7:35 PM via
phone and reported the following information. She had
been a supervisor on 11/22/25 and was trying to help an
agency nurse catch up on medications. She may have
inadvertently clicked that the Fluticasone was
administered on 11/22/25 while doing so but she had not
given the Fluticasone and did not know about it missing
from the pharmacy delivery.

An attempt was made to interview Nurse # 11 on 11/24/25
at 7:47 PM and the nurse could not be reached for
interview.

The facility’s Pharmacy Director of Operations was
interviewed on 11/25/25 at 3:50 PM and reported the
following information. The pharmacy records showed the
facility staff had requested the Fluticasone on

11/14/25 and 11/20/25 for Resident # 13. They had
already sent a 30-day supply of the Fluticasone on
11/1/25 and therefore it was too early to fill it. The
facility should have had the medication available when
they ordered it on 11/14/25 and 11/20/25. When the
facility requests a medication too early then in the
pharmacy system it will show as “pending” since the
pharmacy cannot fill it. On 11/24/25 the time between
refills was sufficient so that they did send it on

11/24/25. Therefore, their records showed they had sent
it on 11/2/25 and 11/24/25.

Unit Manager # 1 was interviewed on 11/25/25 at 1:30 PM
and reported the following information. She had located

a Fluticasone nasal spray for Resident # 13 in another
unit’s storage supply the previous day (11/24/25). It

had not been stored on the unit where Resident # 13
resided. When nurses received medications from the
pharmacy, they were told to take the medication to the
proper nurse if it is not a medication for one of their
residents.

The Regional Director of Clinical Services, who was

filling in for the interim Director of Nursing (DON),

on 11/25/25 was interviewed on 11/25/25 at 12:40 PM and
reported the following information. Resident # 13 was a
credible resident in the things she reported. Their

records showed that they had ordered the Fluticasone on
11/14/25 and it was sent on 11/20/25.

Residents are Free of Significant Med Errors
CFR(s): 483.45(f)(2)

The facility must ensure that its-

FO755

FO760

F760 — Residents are Free of Significant Med Errors

Address how corrective action will be accomplished for
those residents found to have been affected by the
deficient practice.

12/16/2025
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SS=E §483.45(f)(2) Residents are free of any significant
medication errors.
Resident # 24 Biktarvy was delivered on 11/19/2025 and
This REQUIREMENT is NOT MET as evidenced by: administered as prescribed starting on 11/22/2025.
Based on record review, and interviews with staff,
Nurse Practitioner, Medical Director, Pharmacist, Address how the facility will identify other residents
Interim Director of Nursing, Assistant Director of having the potential to be affected by the same
Nursing, Pharmacy Operations manager and Infectious deficient practice
Disease Clinic Physician, the facility failed to
prevent a significant medication error for 1 of 5
residents whose medications were reviewed (Resident On 12/10/2025, the Regional Director of Nursing
#24). The facility failed to administer prescribed reviewed current residents on antivirals to ensure
antiretroviral medication to Resident #24 when the medication was available for administration as ordered.
initial supply was exhausted and for two subsequent Completed 12/10/2025. On 12/9/2025, the pharmacy
scheduled administration times following delivery from performed and medication administration record and cart
the pharmacy. audit to ensure current residents' medications were
available. Medication that was not available was
Findings included: reordered on 12/9/2025 and delivered on 12/10/2025.
Completed 12/11/2025.
Record review of a hospital discharge summary dated
10/9/2025 revealed Resident #24 had not received
prescribed antiretroviral medications, resulting in an Address what measures will be put into place or
uncontrolled viral load and a CD4 count of less than systemic changes made to ensure that the deficient
200. An uncontrolled viral load with a CD4 count below practice will not recur.
200 indicates active damage to the immune system,
placing the resident at high risk for opportunistic
infections and progression to Acquired Immune On 12/10/2025, the Assistant Director of Nursing and/or
Deficiency Syndrome (AIDS), requiring urgent medical designee initiated education current licensed nurses
intervention. Resident #24 had a prescription for and medication aides, if a medication is not available
Biktarvy filled by the hospital retail pharmacy prior on the medication cart the following steps are to be
to discharge and was scheduled for close follow-up with taken:
the infectious disease clinic. Biktarvy is an
antiretroviral medication used in the treatment of
human immunodeficiency virus (HIV). Review the emergency medication system to see if the
medication is available to administer. If medication is
Resident #24 was admitted to the facility on 10/9/2025 not in the emergency medication system,
with cumulative diagnoses which included a mental
health disorder and human immunodeficiency virus
infection (HIV). Call the pharmacy and see when the medication will be
delivered.
Resident #24 had a physician’s order initiated on
10/10/2025 for 50-200-25 milligrams of Biktarvy Inform the medical provider; if they give new orders,
(Bictegravir-Emtricitabine-Tenofovir) oral tablets to they are to be implemented as ordered. Completed
be administered as one tablet by mouth one time a day 12/15/2025
for HIV.
Review of the November Medication Administration Record Indicate how the facility plans to monitor its
(MAR) revealed Biktarvy was not administered to performance to make sure that solutions are sustained.
Resident #24 on 11/13/2025 by Nurse #8, with
documentation directing to see the progress notes.
The Director of Nursing and/or designee will review
A Medication Administration note dated 11/13/2025 at current residents with antiviral orders to ensure they
1:23 PM, written by Nurse #8, indicated the ordered are available for administration as ordered 3x week x 8
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SS=E dose of Biktarvy was not administered to Resident #24 weeks.
and that the Medical Doctor and Responsible Party were
aware.

Results of these audits will be reviewed at Quarterly

Review of the November MAR further revealed Biktarvy Quiality Assurance Meeting X 2 for further problem
was not administered to Resident #24 on 11/14/2025 by resolution if needed. The Administrator will review the
Nurse #8, with documentation again directing to see the results of weekly audits to ensure any issues
progress notes. identified are corrected.

A Medication Administration note dated 11/14/2025 at
10:49 AM, written by Nurse #8, indicated Biktarvy was Compliance date 12/16/2025
not available on the medication cart. The Medical
Doctor, Unit Manager (#1), and Assistant Director of
Nursing (ADON) were aware. Nurse #8 documented
communication with the prescriber, awaited further
instruction, and notified the Responsible Party and
emergency contact.

During interview on 11/26/2025 at 12:40 PM, Nurse #8
stated Resident #24 ran out of Biktarvy on 11/13/2025.
Nurse #8 reported contacting the facility pharmacy,
which was unable to refill the medication, and

notifying the Medical Director, Unit Manager (#1), and
ADON.

During interview on 11/25/2025 at 7:11 PM, the Medical
Director, who was also Resident #24's physician, stated
he was not involved in resolving the lapse in

medication supply. The Medical Director stated
interruption of antiretroviral therapy could result in
mutation of the HIV virus and emphasized that only the
infectious disease clinic could interpret blood tests

to determine the consequences of the lapse in
administration.

Unit Manager #1 was interviewed on 11/25/2025 at 6:07

PM and revealed she was aware Resident #24 was admitted
from the hospital with a bottle of Biktarvy but was

unsure of the quantity of pills contained in the

bottle. Unit Manager #1 further stated she was aware

that once Resident #24 exhausted his supply, the

hospital retail pharmacy was unable to refill the

prescription, and the ADON subsequently addressed the
issue of obtaining the medication.

Review of the November MAR revealed documentation by
Nurse #2 of an administered dose of Biktarvy to

Resident #24 on 11/15/2025; however, during interview
on 11/25/2025 at 6:13 PM, Nurse #2 stated she did not
administer the medication and acknowledged she likely
documented the dose for the sake of completion without
actual administration.

Documentation on the November MAR for Resident #24

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DC4A4-H1 Facility ID: 922978 If continuation sheet Page 17 of 20



PRINTED: 01/13/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES fé]é)Nﬁ'll?liolg,lg'FglilSﬁSlleERRlcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 345006 ' A. BUILDING 12/09/2025
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Blumenthal Health and Rehabilitation Center 3724 Wireless Drive , Greensboro, North Carolina, 27455
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

FO760 Continued from page 17 FO760
SS=E revealed Biktarvy was not administered to Resident #24
on 11/16/2025 by Nurse #3, with a chart code to see the
progress notes.

Documentation in a Medication Administration note dated
11/16/2025 at 9:28 AM written by Nurse #3 indicated the
ordered dose of Biktarvy was not administered to
Resident #24 and the Medical Doctor and Responsible
Party were aware.

Nurse #3 did not respond to a request for an interview.

Further review of the November MAR revealed Biktarvy
was not administered on 11/17/2025, 11/18/2025, and
11/19/2025 by Nurse #8, with progress notes indicating
the medication was unavailable on the cart and that
Resident #24 was awaiting an infectious disease clinic
appointment for a refill.

A communication note dated 11/18/2025 written by the
ADON revealed the Guardian and NP #1 were informed that
Resident #24 was missing doses of Biktarvy.

During interview on 11/25/2025 at 6:24 PM, the ADON
confirmed the facility was unable to obtain Biktarvy
through the hospital retail pharmacy or the facility
pharmacy, and that Resident #24 did not have the
medication available from 11/13/2025 through
11/22/2025.

NP #1 was interviewed on 11/26/2025 at 12:13 PM and
revealed he was not actively working to obtain Biktarvy

and was unaware of the missed doses until informed by

the ADON. NP #1 stated the medication was necessary and
should not have been withheld under any circumstances.
NP #1 reported he was aware Biktarvy was a high-cost
medication that insurance was initially not paying for.

On 12/1/2025 at 1:35 PM, the facility Pharmacist was
interviewed and reported that Resident #24’s initial
prescription for Biktarvy had been filled at the

hospital retail pharmacy upon admission on 10/9/2025. A
refill request was denied by the infectious disease
clinic provider because the resident had not been seen
recently. The facility pharmacy could not dispense
Biktarvy because insurance coverage was denied. The
Pharmacist submitted three high-cost item forms to the
(former) Director of Nursing requesting facility
payment for the medication, but no response was
received. The Pharmacist stated that Resident #24
should not have missed doses and that any clinical
consequences of missed doses would need to be
determined by the infectious disease clinic.
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The Director of Pharmacy Operations confirmed on
11/25/2025 that the facility pharmacy could not fill

the prescription until insurance payment approval was
obtained on 11/18/2025, with delivery documented on
11/19/2025 at 9:35 PM.

Documentation on a packing slip for delivery of
Biktarvy for Resident #24 confirmed it was delivered to
the facility on 11/19/2025 at 9:35 PM and signed for by
Nurse #1.

Nurse #1 was interviewed 12/1/2025 at 11:28 AM. Nurse
#1 stated that she did not recall signing for the
medication delivery from the pharmacy on 11/19/2025 at
9:35 PM.

Documentation on the November MAR revealed Medication
Aide #1 administered an ordered dose of Biktarvy to
Resident #24 on 11/20/2025.

Medication Aide #1 was interviewed on 11/25/2025 at
6:02 PM. Medication Aide #1 stated that she documented
the medication Biktarvy was administered to Resident
#24 by mistake on 11/20/2025. Medication Aide #1 stated
everybody knew that the medication Biktarvy was not
available on the medication cart that week.

Documentation on the November MAR for Resident #24
revealed an ordered dose of Biktarvy was not
administered on 11/21/2025 by Nurse #8.

Documentation on the November MAR for Resident #24
revealed an ordered dose of Biktarvy was reinitiated
and administered on 11/22/2025 by Nurse #8.

Nurse #8 was interviewed on 11/26/2025 at 12:40 PM.
Nurse #8 confirmed she removed the seal from the
Biktarvy bottle and gave an ordered dose on 11/22/2025
to Resident #24. Nurse #8 stated the bottle of Biktarvy
was not on the medication cart for several days prior

to 11/22/2025, and that the bottle could not be
overlooked on the medication cart.

On 11/26/2025 at 12:13 PM NP #1 was interviewed and
explained that Resident #24 had a viral disorder
requiring Biktarvy, an antiretroviral medication that
suppresses viral replication. NP #1 stated that
interruption of Biktarvy allows the virus to replicate

and suppress the immune system, increasing
susceptibility to infection. NP #1 reported that the
administration of Biktarvy was never placed on hold and
should have been administered by 11/20/2025, or by
11/21/2025, at the latest. NP #1 stated that
administration of Resident #24's Biktarvy on 11/22/2025
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11/19/2025 represented an unacceptable delay and
indicated a breakdown in the process.

The facility’s Pharmacist was interviewed on 12/1/2025
at 11:18 AM. The Pharmacist stated that the expectation
was that when the facility received a delivery from the
pharmacy at night, the nurse would make sure the
medications make it to the correct medication cart so
that residents do not miss any doses at the scheduled
administration times. The Pharmacist confirmed the
scheduled dose of Biktarvy should have been
administered to Resident #24 at 9:00 AM on 11/20/2025.
The Pharmacist confirmed that only the physician from
the infectious disease clinic would be able to relay

the significance of Resident #24 missing doses of
Biktarvy.

On 12/1/2025 at 11:54 AM and again on 12/5/2025 at
12:32 PM the interim DON was interviewed. The DON
stated that Resident #24 was expected to receive
medications as prescribed. The DON reported the
pharmacy request for Resident #24’s Biktarvy to be paid
for by the facility was submitted on 10/31/2025 to the
former DON, and it should have been addressed at that
time.

An infectious disease clinic physician was interviewed
on 12/8/2025 at 1:03 PM and the following information
was provided. Biktarvy requires laboratory testing and
since Resident #24 had uncontrolled HIV in 10/2025, he
was due for a follow-up for viral load testing four

weeks after starting Biktarvy. Without recent

laboratory testing, the physician could not determine
whether Resident #24 experienced harm from the
interruption in therapy. The physician stated that
potential negative outcomes included increased risk of
death, opportunistic infections, and drug resistance.
The physician reported that a “safe” number of days to
miss Biktarvy was unknown leaving a potential for harm.
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