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BOARD OF MANAGEMENT OF THE DISTRICT OF NIPISSING EAST
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Long-Term Care Home/Foyer de soins de longue durée

CASSELLHOLME
400 OLIVE STREET, NORTH BAY, ON, P1B-6J4

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
MELISSA CHISHO

S - .

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Manager of Clinical Standards,
Maintenance staff, Office staff, Registered Nursing staff, Personal Support Workers (PSW), Support Services staff, and
residents.

During the course of the inspection, the inspector(s) conducted a walk through of all resident care areas, reviewed
critical incident reports, observed care and services to residents, reviewed various policies and procedures and
reviewed maintenance schedules.

The following Inspection Protocols were used in part or in whole during this inspection:
Accommodation Services - Maintenance

Critical Incident Response
Falls Prevention
Medication

Personal Support Services

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re critical incidents
Specifically failed to comply with the following subsections:

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):

1. A resident who is missing for less than three hours and who returns to the home with no injury or adverse change
in condition.

2. An environmental hazard, including a breakdown or failure of the security system or a breakdown of major
equipment or a system in the home that affects the provision of care or the safety, security or well-being of residents
for a period greater than six hours.

3. A missing or unaccounted for controlled substance.

4. An injury in respect of which a person is taken to hospital.

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 sayants :

1. Inspector reviewed a critical incident report. A injury in which a resident was taken to hospital was reported to the Director

outside of the one business day time frame. The licensee failed to ensure the Director is notified within one business day of a
injury in which a resident was taken to hospital.

2. Inspector reviewed a critical incident report. A medication error in which a resident was sent to hospital was reported to the
director outside of the one business day time frame. The licensee failed to ensure the Director is notified within one business
day of a medication incident in which a resident is taken to hospital.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to
prepare a written plan of correction for achieving compliance ensuring reports made to the Director are completed
within the required time-frames, to be implemented voluntarily.

WN #2: 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 subsections:

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

(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 sayants :

1. Inspector reviewed the "Medication Review Report" completed following a medication incident involving a resident. Inspector
noted that the pharmacy service provider was not notified of the medication incident. The area of the form to complete when
the pharmacy service provider has been notified was blank. The licensee failed to ensure that every medication incident
involving a resident is reported to the pharmacy service provider.

Issued on this 9th day of September, 2011

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

(ot
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