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Licensee: King Nursing Home Limited
Long Term Care Home and City: King Nursing Home, Bolton

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): November 5 - 8, 2024

The following intake(s) were inspected:
o Intake: #00128271 - Related to unexpected death of a resident

The following Inspection Protocols were used during this inspection:

Food, Nutrition and Hydration
Medication Management
Infection Prevention and Control

INSPECTION RESULTS

WRITTEN NOTIFICATION: Administration of drugs

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1L
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Non-compliance with: O. Reg. 246/22, s. 140 (2)

Administration of drugs

s. 140 (2) The licensee shall ensure that drugs are administered to residents in
accordance with the directions for use specified by the prescriber. O. Reg. 246/22, s.
140 (2).

The licensee has failed to ensure that drugs prescribed for a resident was
administered in accordance with the directions for use specified by the prescriber.

Rational and summary:
A resident had an as-needed prescription for a medication. However, the medication
was not administered on multiple occasions when the resident needed it.

The home's Nurse Practitioner stated that the resident should have received the
medication.

Sources: Resident's review of medical records, interview with Nurse Practitioner and
other staff.



