Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

’P Oﬂtario 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
Health System Accountability and Hamilton Service Area Office Bureau régional de services de
Performance Division 119 King Street West, 11th Floor Hamilton
Performance Improvement and HAM*LTON, ON, L8P-4Y7 119, rue King OUeSt, 11iém étage
Compliance Branch Telephone: (905) 546-8294 HAMILTON, ON, L8P-4Y7

. Facsimile: (905) 546-8255 Téléphone: (305) 546-8294

Division de la responsabilisation et de la Télécopieur: (905) 546-8255

performance du systéme de santé
Direction de 'amélioration de la
performance et de la conformité

Public Copy/Copie du public

Report Date(s) / Inspection No/ Log#/ Type of Inspection /
Date(s) du Rapport  No de I'inspection Registre no Genre d’inspection
Jan 23, 30, 2013 2013 215308 0001 H-000323- Complaint

12, H-

000729-12

Licensee/Titulaire de permis

2063414 ONTARIO LIMITED AS GENERAL PARTNER OF 2063414 INVESTMENT
LP

302 Town Centre Blvd.,, Suite #200, TORONTO, ON, L3R-0E8

Long-Term Care Home/Foyer de soins de longue durée

LEISUREWORLD CAREGIVING CENTRE - BRAMPTON WOODS
9257 Goreway Drive, BRAMPTON, ON, L6P-0N5

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

Page 1 offde 5



Ministry of Health and - Ministére de la Santé et des
Long-Term Care Soins de longue durée

Z)' Oﬂtai’lo 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

The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): January 14, 15, and 16,
2013

During the course of the inspection, the inspector(s) spoke with The
Administrator, the Director of Care, the Associate Director of Care, the
Recreation Manager, Registered staff members, Personal Support Workers and
the resident.

During the course of the inspection, the inspector(s) Reviewed the medical
records, the home's medication incident reports, and the home's policies and
procedures. The linen on beds in three randomly selected residents’ rooms and
the two west linen closet were inspected. The home was toured and resident
care observed.

The following Inspection Protocols were used during this inspection:
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. 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).

s. 131. (2) The licensee shall ensure that drugs are administered to residents in

accordance with the directions for-use specified by the prescriber. 0. Reg.
7910, s. 131 (2).

Findings/Faits saillants : -
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1. The licensee did not ensure that drugs administered to a resident in the home had
been prescribed for the resident

In April 2012, resident #111 was administered nine medications which had been
prescribed for another resident.. These medications could potentially have a negative
impact on the resident's health condition. This was confirmed through record review
and interviews with the home's Director of Care and Associate Director of Care.

In April 2012, resident #3 received a medication which was not prescribed for resident
# 3 but prescribed for another resident. This was confirmed through medical record
review and interview with the home's Director of Care. [s. 131. (1)]

2. The licensee did not ensure that drugs were administered to residents in
accordance with the directions for use specified by the prescriber.

In February 2012, resident #111 was ordered treatments for seven days.
Documentation in the resident's Medication Administration Record does not include
initials of staff documenting that the treatments were administered on four of the
seven days. When the resident visited the specialist, the treatment had to be re-
ordered and repeated. This was confirmed through interview with the home's
Director of Care.

In May 2012, resident #2 received the wrong dose of a medication. The medication
dosage was decreased instead of increased as per the doctors order on the home's
Medical Directive. This was confirmed through record review and inferview. w1th the

home's Director of Care. [s. 131. (2)
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Issued on this 30th day of January, 2013

Signature of Inspector(s)lSignatur de I’inspeteur u des inspecteurs
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