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

This inspection was conducted on the following date(s): January 13 and 14,
2014.

The Inspector conducted two inspections: H-000293-13 and H-000506-13.

During the course of the inspection, the inspector(s) spoke with Residents,

Family members, Personal Support Workers (PSW), Registered Nursing Staff,
Directors of Care (DOC) and the Administrator.

During the course of the inspection, the inspector(s) reviewed the residents
clinical records, policies and procedures, the critical incident investigation
notes, root cause analysis of medication incident, staff meeting minutes,
training records , medication incident report, and corporate correspondence.

The following Inspection Protocols were used during this inspection:
Medication

Prevention of Abuse, Neglect and Retaliation
Reporting and Complaints

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.
Plan of care

Specifically failed to comply with the following:

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan
of care reviewed and revised at least every six months and at any other time
when,

(a) a goal in the plan is met; 2007, c. 8, s. 6 (10).

(b) the resident’s care needs change or care set out in the plan is no longer
necessary; or 2007, c. 8, s. 6 (10).

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :
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1. The licensee did not ensure that the resident is reassessed and the plan of care
reviewed and revised at least every six months and at any other time when,

(b) the resident's care needs change or care set out in the plan is no longer
necessary.

Resident #001 returned from the hospital on June 25, 2013 and the physician had
ordered a new medication (Warfarin). In addition, the physician ordered an
International Normalized Ratio (INR) blood test to ensure the medications where
maintained in a therapeutic range.

The Resident Assessment Instrument - Minimum Data Set (RAI-MDS) for June 27,
2013 identified changes in resident status related to a new high risk medication and
the necessary laboratory testing. These changes were not transcribed into the written
plan of care dated July 1, 2013. The Director of Care and registered staff confirmed
this information was not updated in the revised plan of care. The resident received the
wrong dosage of medication for twenty-three days before the medication error was
identified, the INR testing was not performed weekly. The resident developed a right
chest wall and intra-abdominal bleed, which required admission to the hospital. [s. 6.

(10) (b)]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that residents are reassessed and the plan of
care reviewed and revised at least every six months and at any other time when
the residents care needs change or care set out in the plan is no longer
necessary, to 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).
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Findings/Faits saillants :

1. The licensee did not ensure that the new drug administered to resident was in
accordance with the directions for use specified by the prescriber.

The physician ordered Warfarin 0.5 mg orally once daily on June 25, 2013. The
Warfarin order was sent to the pharmacy service provider and when the Medication
Administration Record (MAR) returned to the home it was documented as Warfarin 5
mg. The registered staff did not complete checks on the new MAR to ensure the
Warfarin was documented as specified by the prescriber and prior to administration of
the new medication, therefore the resident received the wrong dosage from June 25,
2013 to July 18, 2013 (23 days). The resident was transferred to the hospital on July
19, 2013. The resident was admitted to the hospital with a diagnosis of a
supratherapeutic INR, which was greater than 10, and a major bleed.

Registered staff and the Director of Care confirmed that registered staff are expected
to do three checks of the physicians orders and new MAR when a new medication is
ordered and when a resident returns from the hospital. Based on the review of the
MAR sheets, and confirmed with the Director of Care, there were no MAR checks
completed. [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 new drugs administered fo residents are in
accordance with the directions for use as specified by the prescriber, to be
implemented voluntarily.
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WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 134. Residents’
drug regimes

Every licensee of a long-term care home shall ensure that,

(a) when a resident is taking any drug or combination of drugs, including
psychotropic drugs, there is monitoring and documentation of the resident’s
response and the effectiveness of the drugs appropriate to the risk level of the
drugs; _

(b) appropriate actions are taken in response to any medication incident
involving a resident and any adverse drug reaction to a drug or combination of
drugs, including psychotropic drugs; and

(c) there is, at least quarterly, a documented reassessment of each resident’s
drug regime. O. Reg. 79/10, s. 134.

Findings/Faits saillants :

1. On June 25, 2013 the physician ordered an INR check on Thursday this week and
next week, then check on Monday weekly. .

There were no laboratory requisitions made out and no INR blood tests done after
Thursday, June 27, 2013, until the resident was admitted to the hospital on July 19,
2013. The Director of Care confirmed the INR was documented to be done on June
27, 2013, however staff did not complete the process to ensure the INR was then
done weekly. Registered staff confirmed they did not complete the procedures as per
the Medication Management - Anticoagulant Medications and INR policy, Number: V3-
140 (a) dated April 2013. The resident was admitted to the hospital with a diagnosis of
supratherapeutic INR of greater than 10 and a major bleed. [s. 134. (a)]

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 when a resident is taking any drug or
combination of drugs, including psychotropic drugs, there is monitoring and
documentation of the resident's response and the effectiveness of the drugs
appropriate to the risk level of the drugs, to be implemented volunftarily.
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