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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): February 6 and 7, 2014

H-000653-13
H-000136-14

During the course of the inspection, the inspector(s) spoke with Director of Care
(DOC), Assistant Director of Care (ADOC), Nurse Manager, Nurse Practitioner,
Registered nurse and resident.

During the course of the inspection, the inspector(s) reviewed residents clinical
records, home’s internal investigation notes, staff personnel file and home's
policy and procedure related to Medication Administration.

The following Inspection Protocols were used during this inspection:
Medication

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. 8. Policies, etc.,
to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure where the Act or this Regulation requires the licensee
of a long-term care home to have, institute or otherwise put in place any plan, policy,
protocol, procedure, strategy or system, the licensee is required to ensure that the
plan, policy, protocol, procedure, strategy or system is complied with.

According to the home's policy and procedure - "Prescribing Resident Orders" - V3-
1230 last revised on April 2013, prescriptions orders for the residents given by

hospitals are to be verified by the resident's attending physician in the nursing home
and the registered staff are responsible for first and second checks of all prescribing

orders for medication to ensure accuracy in the information and transcription of the
medications.

Resident #101 was admitted to the home from the hospital on an identified date in
2013. The nurse transcribed the medication lists from the hospital and contacted the
physician on call, who did not review the medications and ordered to continued the
medications from the hospital. As a result the resident received several medications
in error and duplication of some medications within two days that resulted in the
resident being admitted to hospital for further assessment. [s. 8. (1)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested lo prepare a written plan of correction for
achieving compliance to ensure where the Act or this Regulation requires the
licensee of a long-term care home to have, institute or otherwise put in place
any plan, policy, protocol, procedure, strategy or system, the licensee is
required to ensure that the plan, policy, protocol, procedure, strategy or system
is complied with, fo be implemented voluntarily.

WN #2: 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. (2) The licensee shall ensure that drugs are administered to residents in
accordance with the directions for use specified by the prescriber. O. Reg.
79/10, s. 131 (2).

Page 4 offde 6



Ministry of Health and Ministére de la Santé et des

My Long-Term Care Soins de longue durée

e I -

L/}r Q‘ﬂi&ﬂ@ Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

Findings/Faits saillants :

1. The licensee failed to ensure that drugs are administered to residents in
accordance with the directions for use specified by the prescribe.

A. Resident #101 was admitted to the home from the hospital on an identified date in
2013. The nurse transcribed the medication lists from the hospital and contacted the
physician on call, who did not review the medications and ordered o continued the
medications from the hospital. As a result the resident was administrated several
medications that were not in accordance with the direction for the use specified by the
prescriber.

B. Review of the home's internal investigation, resident physician orders and interview
with the Nurse Manager confirmed the following medications were not administered to
five different residents in accordance with the direction for use specified by the
prescirber by the Registered Practical Nurse (RPN) during two evening shifts.

i} According to resident #102's physician orders, the resident is to be administered a
specified medication at bedtime. The RPN failed to administer this medication to the
resident as per physician's orders and documented that the resident had refused,
however further investigation by the home revealed that the resident does not have
any history of refusing medications.

i) According to resident #103's physician orders, the resident is to be administered a
specified medication orally twice a day. The RPN failed to administer this medication
to the resident as per physician's orders and documenting that the medication was not
available. However, other registered staff on the unit found the full medication pouch
the following day.

i} According to resident #104's physician orders, the resident is to be administered a
specified medication once a day at bedtime. The RPN failed to administer this
medication to the resident as per physician's orders on two consecutive days,
documenting that the medication was given to the resident. However, other registered
staff on the unit found the full medication pouches the following day.

iv) According to resident #105's physician orders, the resident is to be administered
three different medications orally twice a day. The RPN failed to administer these
medications to the resident as per physician's orders and documenting that the
resident was not available, even though the resident was physically in the building
during the shift.

v) According to resident #106's physician orders, the resident is to be administered a
specific medication orally at bedtime. Review of the home's internal investigations
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and interview with the resident indicated that the resident requested the medication at
bedtime from the RPN, however the RPN refused the medication to the resident and
documented on the MAR to have administering the medication. [s. 131. (2)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that drugs are administered to residents in
accordance with the directions for use specified by the prescriber, to be
implemented voluntarily.

Issued on this 29th day of April, 2014

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

Al Newel
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