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S & R NURSING HOMES LTD.
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Long-Term Care Home/Foyer de soins de longue durée

AFTON PARK PLACE LONG TERM CARE COMMUNITY
1200 AFTON DRIVE, SARNIA, ON, N7S-6L6

Name of Inspector(s)/Nom de 'inspecteur ou des inspecteurs
RHONDA KUKOLY (213)

Enspection Summarleesume de r mspectlon

The purpdse of th:s inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): October 16, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Care, and two Registered Practical Nurses

During the course of the inspection, the inspector{s) made observations and
reviewed health records and other relevant documentation

The following Inspection Protocols were used during this inspection:
Medication
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Findings of Non-Compliance were found during this inspection.

the Long—Te'rm Care Homes Act 2007
(LTCHA) was found. (A requarement

Act’in subsectlon 2(1) of the LTCHA”')::--;

The _'followmg constltutes wrltten
natification of non- comphance under -

_qu;réménté contalned in the }terhs-hsted-_;__
in the definition of ! requ:rement under this- [dans la définition ¢

fparagraph 1 of sectlon 152 of the LTCHAT'.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 135. Medication

incidents and adverse drug reactions
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Specifically failed to comply with the following:

s. 135. (1) Every licensee of a long-term care home shall ensure that every
medication incident involving a resident and every adverse drug reaction is,

(a) documented, together with a record of the immediate actions taken to
assess and maintain the resident’s health; and O. Reg. 79/10, s. 135 (1).

(b) reported to the resident, the resident’s substitute decision-maker, if any, the
Director of Nursing and Personal Care, the Medical Director, the prescriber of
the drug, the resident’s attending physician or the registered nurse in the
extended class attending the resident and the pharmacy service provider. O.
Reg. 79/10, s. 135 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that every medication incident involving a resident and
every adverse drug reaction is reported to the resident, the resident's SDM, if any, the
Director of Nursing and Personal Care, the Medical Director, the prescriber of the
drug, the resident’s attending physician or the registered nurse in the extended class
attending the resident and the pharmacy service provider as evidenced by:

1. A Resident received a medication which had not been prescribed by the physician.
The home did not notify this resident's Power of Attorney regarding this medication
incident.

2. A second Resident received a medication which had not been prescribed by the
physician. The home did not notify this resident's Power of Attorney regarding this
medication incident.

3. A third Resident received a medication which had not been prescribed by the
physician. The home did not notify this resident's Power of Attorney regarding this
medication incident.

4. The Director of Care confirmed that these medication incidents should have been
communicated with the Powers of Attorneys of these residents and were not. [s. 135.

(1)]
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Issued on this 21st day of October, 2013

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs

}gh oAda  Kike /\/
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