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Initial Comment
Complaint: 1L187022
Survey Completed

Violations cited:
295.5000 Medications

Section 295.5000 Medication Reminders,
Supervision of Self Med

This Regulation is not met as evidenced by:
Section 295.5000 Medication Reminders,
Supervision of Self-Medication, Medication
Administration and Storage

d) Medication administration refers to a licensed
health care professional employed by an
establishment engaging in administering routine
insulin and vitamin B-12 injections, oral
medications, topical treatments, eye and ear
drops, or nitroglycerin patches. Non-licensed staff
may not administer any medication. (Section 70
of the Act)

VIOLATION
TYPE 2

This Regulation is not met as evidenced by;
Based on record reviewed interview the
Establishment failed to ensure residents receive
the correct medication. This failure resulted in R1
not receiving their medication. This failure of
residents has the probability to affect all the
residents who receive medications
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Findings include,

During record review, the Individual Service Plan,
dated 05/19/24, identifies R1 who has lived at this
Establishment since 05/17/23. This Individual
Service Plan documents R1 as being diagnosed
with Dementia and is to receive her medications
by administeration, by a licensed team member.
An Establishment form titled 'Medication Variance
Report', dated 02/11/25 reveals on 02/11/25 R1
received medication that was not presribed for
her. A employee, E8, immediately noticed that
this was a medication error and discontinued the
medication administration. Then R1 began being
monitored for adverse reaction, no adverse
reaction was noted.

During an interview with E2, Nursing, E2 stated
that this incident happened on 02/11/25, R1
displayed no adverse reaction. The
Establishment policy was followed and E8 was
removed from being allowed to administer any
medication until this incident was investigated and
retraining was completed.
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