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INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): December 18-22, 2023
and January 2-4, 2024

The following intake(s) were inspected:
e Intake: #00097811 - related to use of glucagon for a resident
o Intake: #00100981 - Complaint regarding care /assessment of a resident

The following Inspection Protocols were used during this inspection:

Resident Care and Support Services
Medication Management
Infection Prevention and Control
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Responsive Behaviours

INSPECTION RESULTS

WRITTEN NOTIFICATION: Medication Management System

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.

Non-compliance with: O. Reg. 246/22, s. 123 (2)

Medication management system

s. 123 (2) The licensee shall ensure that written policies and protocols are developed
for the medication management system to ensure the accurate acquisition,
dispensing, receipt, storage, administration, and destruction and disposal of all
drugs used in the home.

The licensee failed to ensure that staff followed the home's Medication Pass policy
while administering medication to residents.

As per O. Reg. 246/22, s. 11 (1) (b), the licensee shall ensure that where the Act or
Regulations required the licensee of a long-term care home to have, institute, or
otherwise put in place any policy, the licensee was required to ensure that the
policy was complied with.

The home's Medication Pass policy stated that at all times during a medication pass,
no medications are to be left sitting on top of the cart while the cart is unattended.

Rationale and Summary
During a medication pass, Inspector #705769 observed staff leave resident
medications on top of the medication cart while it was unattended.
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By failing to follow the home's Medication Pass policy, there was risk of a
medication error.

Sources: interviews with staff, observation, and record review of the home's
Medication Pass policy.
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