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Residential Care Services
Investigation Summary Report

Provider/Facility: THE CAMBRIDGE
License/Cert.#: 1716

Provider Type: Assisted Living Facility

Compliance Determination #: 30860 Intake ID: 100902
Investigator: Robin Rainville Region/Unit #: RCS Region 1 / Unit G
Investigation Date(s): 10/10/2023 through 10/16/2023
Complainant Contact Date(s):

A named resident was given one dose of the wrong medication.
Allegation(s):

Total residents: 22
Resident sample size: 2
Closed records sample size: 1

Investigation Methods:

Sample:

General facility environment
Residents
Dining
Resident rooms
Staff to resident interactions
Medication administration

Observations:

Nursing staff
Administrator
Residents
Family members

Interviews:

Narcotic logs
Medication Administration Records (MARS)
Hospital records
Resident characteristic roster
Medical records
Incident investigation
Facility policies
Personnel files

Record Reviews:

Record review showed the named resident became ill after receiving the wrong medication and
was sent to the hospital. Interviews and record review showed that the named staff member
failed to follow the facility's medication policy which caused the medication error. Failed practice
identified under WAC 388-78A-2210 reference statement of deficiencies dated 10/16/2023.

Investigation Summary:
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Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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Statement of Deficiencies License #: 1716

Completion Date

10/16/2023

THE CAMBRIDGEPlan of Correction

Licensee: CENTRAL COLUMBIA SENIOR LIVING

Compliance Determination # 30860

of 4Page 3

narcotic medication used to treat drug abuse) to Resident 1 on 10/02/2023 at 6:10 AM. The report
showed that the resident experienced changes in their vital signs, nausea, vomiting, respiratory
changes, cognitive changes, drowsiness, and weakness as a result of the error, and was taken to
the Emergency Room (ER). 

Review of the Federal Drug Administration medication guide for buprenorphine-naloxone dated
October 2019 showed that the adverse medication reactions to this medication included headache,
nausea, vomiting, pain, and/or numbness, swelling, burning and excess saliva in the mouth. The
guide indicated that the medication could cause serious and life-threatening problems and may
require emergency help if a person experienced feeling faint or dizzy, confusion, breathing issues or
severe sleepiness. The guide also showed a higher risk of death and coma if a person took this
medication with other medicines, such as benzodiazepines (such as Clonazepam).

In an interview on 10/11/2023 at 12:10 PM with Collateral Contact 1, Licensed Pharmacist, they
stated that buprenorphine-naloxone side effects include in order of prevalence: headache, pain,
nausea, vomiting, and abdominal pain.

On 10/10/2023 at 11:05 AM, Staff C, MT, stated that on 10/02/2023 at 7:25 AM, they found that
Resident 1’s 6:00 AM dose of their clonazepam was still in the medication card, which indicated to
them that Staff B had given the wrong medication to Resident 1. Staff C stated that at that same
time, a caregiver told them that Resident 1 was vomiting, short of breath, weak, dizzy and confused.
Staff C stated that Resident 1 had not been having any symptoms prior to that morning. Staff C
stated that they were directed by Resident 1’s doctor to send them to the ER.

Review of Resident 1’s progress note, dated 10/02/2023 at 6:20 AM, showed that the resident was
in the dining room having coffee and visiting with other residents after they had unknowingly
received the wrong medication. 

Review of Resident 1’s progress note, dated 10/02/2023 at 4:50 PM, showed that the resident
returned from the ER with diagnoses of  and 

 

Review of Resident 1’s progress note, dated 10/02/2023 at 11:15 PM, showed that Resident 1 had
been sleeping since they returned from the ER, had not eaten during the evening shift, was shaking
and unable to stand on their own.

Review of Resident 1’s progress note, dated 10/03/2023 at 6:36 AM, showed that Resident 1
refused their anxiety medication and was confused. 

Review of Resident 1’s progress note, dated /2023 at 11:54 AM, showed that morning
Resident 1 had not had anything to eat nor drink since their return from the ER
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