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 A 000 Initial Comment  A 000

Annual Licensure Survey 

Facility Reported Incident IL201920

295.5000 c) 1) 2) 3) 4)

 

 A5000 Section 295.5000 Medication Reminders, 

Supervision of Self Med

This Regulation  is not met as evidenced by:

 A5000

TYPE 1 VIOLATION 

Section 295.5000 Medication Reminders, 

Supervision of Self-Medication, Medication 

Administration and Storage 

c) Supervision of self-administered medication 

means assisting the resident with 

self-administered medication using any 

combination of the following. Supervision of 

self-administered medication by unlicensed 

personnel shall be under the direction of a 

licensed health care professional. 

1) Reminding residents to take medication; 

2) Confirming that residents have obtained and 

are taking the dosage as prescribed; 

3) Reading the medication label to residents; 

4) Checking the self-administered medication 

dosage against the label of the medication; 

These requirements were not met as evidenced 

by:

Based on record review and interview, the 

establishment failed to provide the required 

supervision of self administered medications for 
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 A5000Continued From page 1 A5000

one of five sampled residents. (R1) This failure 

creates a substantial probability of severe harm 

(or death) to a resident. 

Findings include:

R1's current service plan notes that R1 requires 

staff to supervise and remind R1 of self 

administration of medications. 

Establishment Incident Report dated 5/18/26 

reads, "Medication Error: Date of error: 5/17/26. 

Care team member 1 (E6) called and reported to 

HWD (E2) that medication supervision was 

performed prior to breakfast. Care team member 

1 did document after task was completed. Care 

team member 2 (E4) escorted resident (R1) back 

to her apartment after breakfast and assisted with 

medication supervision again. Care team 

member 2 (E4) failed to check documentation, 

failed to verify correct date and time and handed 

resident (R1) the morning packet of medications 

dated 5/18/26. Resident (R1) did not inform care 

team member 2 (E4) of already taking her 

morning medications. Resident (R1) received 

double of the following medications: Calcium / D3 

600 - 10 mg Take 1 tablet PO BID, Levothyroxine 

50 MCg take 1 tablet PO daily, and Sertraline 50 

mg take 1 tablet PO daily. Care team member 1 

(E6) was instructed to monitor resident for any 

adverse effects x 3 days.Instructed to call POA to 

notify and also faxed MD on 5/17/26. Care team 

member 2 (E4) was in serviced on medication 

supervision policy and procedure. Placed on a 30 

day improvement plan for re-training. No adverse 

effects have been observed within the last 24 

hours. Continuing to monitor and pending MD 

response."

On 5/26/26 at 10:15 A.M., E2 (Health and 
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 A5000Continued From page 2 A5000

Wellness Director) confirmed that E4 failed to 

complete the required checks (Documentation 

and date and time on medication packets) prior to 

handing R1 her morning medications. E2 stated 

that this failure resulted in R1 taking double 

doses of her Calcium, Levothyroxine, and 

Sertraline on the morning of 5/17/26.
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