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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): November 27, 28, 29,
December 2, 2013.

During the course of the inspection, the inspector(s) spoke with Acting Director
of Care (Acting DOC), Administrator.

During the course of the inspection, the inspector(s) observed provisions of
care to residents, reviewed clinical records, staff record, drug analysis reports,
medication incident reports and meeting minutes related to medication
incidents.

The following Inspection Protocols were used during this inspection:
Medication

Findings of Non-Compliance were found during this inspection.

':""'ON COMPLIANCE l NON RESPECT DES EXIGENCES
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Non- compllance =quirements under 5Le non respect des emgences d
the:Long- ome 2007 -

(LICHA) s
undér"the"

Ce quu su;t constltue unavis. _ crit de

respect aux termes du paragrap

notaf catlon ]
-paragraph 1 (

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 131.
Administration of drugs

Specifically failed to comply with the following:

s. 131. (1) Every licensee of a long-term care home shall ensure that no drug is
used by or administered to a resident in the home unless the drug has been
prescribed for the resident. O. Reg. 79/10, s. 131 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that no drug is administered to a resident in the home
unless the drug has been prescribed for the resident. [s.131. (1)]

On an identified date, a Registered Nurse administered an identified medication to
resident #1 without the physician's order. Resident #1 was transferred to hospital for
assessment and management of his/her health condition and returned to the home
the same day. Record review and staff interview confirmed the registered staff
administered the medication to the wrong resident. [s. 131. (1)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that no drug is administered to a resident in the
home unless the drug has been prescribed for the resident, to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents

Specifically failed to comply with the following:

s. 107. (3) The licensee shall ensure that the Director is informed of the
following incidents in the home no later than one business day after the
occurrence of the incident, followed by the report required under subsection
(4):

5. A medication incident or adverse drug reaction in respect of which a resident
is taken to hospital. O. Reg. 79/10, s. 107 (3).

Findings/Faits saillants :

1. The licensee failed to inform the Director of an incident that occurred no later than
one business day after the occurrence involving resident #1. [s.107. (3)5]

A medication incident involving resident #1 occurred on an identified date and the
home reported the incident to the Director three business days later. [s. 107. (3) 5.]

WN #3: 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. (3) Every licensee shall ensure that,

(a) a quarterly review is undertaken of ali medication incidents and adverse
drug reactions that have occurred in the home since the time of the last review
in order to reduce and prevent medication incidents and adverse drug
reactions; O. Reg. 79/10, s. 135 (3).

(b) any changes and improvements identified in the review are implemented;
and O. Reg. 79/10, s. 135 (3).

(c) a written record is kept of everything provided for in clauses (a) and (b). O.
Reg. 79/10, s. 135 (3).

Findings/Faits saillants :

1. The licensee failed to ensure that a quarterly review is undertaken of all medication
incidents that have occurred in the home since the last review [s.135. (3)]

Record review and staff interview confirm that a total of 8 medication incidents
occurred during January, February and March 2013, a total of 16 medication incidents
occurred during April, May and June 2013, a total of 16 medication incidents occurred
during July, August and September 2013.

An interview with the Acting Director of Care revealed that the home does not conduct
quarterly reviews of medication incidents in the home and confirmed that the above
medication incidents had not been reviewed. [s. 135. (3)]
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Issued on this 5th day of December, 2013

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