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

This inspection was conducted on the following date(s): November 13,14, 15,
18, 19, 20, 21, 22, and 26, 2013

Concurrent Inspection 2013_215123_0020/H-H-001500-12,H-000634-13

During the course of the inspection, the inspector(s) spoke with the Directors of
Care (DOC), the Administrator, registered staff, the resident's Power of Attorney
(POA).

During the course of the inspection, the inspector(s) reviewed the home's
records including the policies and procedures and incident record. Reviewed
resident's records including progress notes, Physician's Order forms and
Quarterly Medication Review. Medication administration was also observed.

The following !nspectioh 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 did not ensure that any plan, policy, protocol, procedure, strategy or
system instituted or otherwise put in place is:

(b) complied with.

Resident # 002 record was reviewed and the documentation indicated that the
medication was discontinued by the physician. The following month, the resident's
Power of Attorney (POA) inquired about the resident taking the medication and was
informed that it was discontinued by the physician. The resident's POA was upset
about not being informed about the order.

The home's records including incident records and policies and procedures were
reviewed. |t was noted that the medication was discontinued by the physician as
above and that consent was not obtained. The family/POA was not informed. The
POA did not want medication stopped. The home's policy informed Consent Number
1-6 indicates that the health practitioner proposing a treatment must ensure that
consent has been obtained. One health practitioner, on behalf of all the caregivers
involved in a plan of treatment, can: propose the plan of treatment to the resident;
determine the resident's capacity to consent to the plan of treatment; obtain consent
or refusal from a capable resident or from an incapable resident's substitute decision
maker. The home's definition of plan of treatment includes: Providing for the
administration of various treatments or for the withholding, or the withdrawal of
treatment, in the light of the resident's condition.

The Director of Care was interviewed and reported that the medication was
discontinued by the physician as above and that the home's staff did not notify the
resident's POA as per the home's policy.

The home failed to ensure that any plan, policy, protocol, procedure, strategy or
system instituted or otherwise put in place is complied with. [s. 8. (1)]-

Page 4 ofide 5



Ministry of Health and Ministére de la Santé ef des

M Long-Term Care Soins de longue durée

4% : |

Lfr Oﬂtaﬂo 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

Issued on this 25th day of March, 2014
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