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Licensee/Titulaire de permis

OAKWOOD RETIREMENT COMMUNITIES INC.
325 Max Becker Drive, Suite 201, KITCHENER, ON, N2E-4H5

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

THE VILLAGE OF ERIN MEADOWS
2930 Erin Centre Boulevard, MISSISSAUGA, ON, LEM-7M4 -

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs -
iRENE PASEL (510)
e lnspectlon Summarleesume de i’mspectlon

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

This inspection was conducted on the following date(s): April 25, 28, 29, 30, 2014

During the course of the inspection, the inspector(s) spoke with General
Manager, Director of Nursing Care, Assistant Director of Nursing,
Neighbourhood Coordinators, Registered Nurses Registered Practical Nurses,
Personal Support Workers

During the course of the inspection, the inspector(s) observed activity in
neighbourhoods throughout the home, spoke with residents and family
members and conducted record reviews

The following Inspection Protocols were used during this inspection:
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Hospitalization and Change in Condition
Medication

Findings of Non-Compliance were found HUring this inspection.

fndt:ﬁcatzon of non complzance_;under respeot aux--_termes du paragraphe
3paragraph 1 of section 152 of the LTCHA. |I'article 152 de la LFSLD

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. (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).

Findings/Faits saillants :
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1. The licensee did not ensure that drugs were administered to residents in
accordance with the directions for use specified by the prescriber.

Incident A

* Medication incident report for an identified date in 2013, reported that Resident #1
received “existing insulin given on wrong time”. Resident #1 received 22 units of -
Novorapid insulin at 0800 which should not have been given until 1700 hours on the -
identified date.

* Internal email on an identifed date in 2013 from Assistant Director of Nursing
(ADON} to the Director of Nursing (DON)reported Resident #1 was administered the
wrong dose of morning insulin.

* Registered staff #1 confirmed during interview that insulin was not given as
prescribed.

Incident B

» Medication incident report dated August 2013 reported that Tylenol #2 was not given
four times daily as prescribed to Resident #3 on an identified date in 2013. The error
was discovered two days later when it was noticed during the narcotic count that there
were too many tablets left.

+ ADON and DON confirmed that two doses of Tylenol #2 were not administered to
resident #3 as prescribed. The resident was not reported to experience increased
pain.

Incident C .
« Medication incident report for a specified date in 2013 reported that resident #4 did ..
not receive three oral medications at noon as prescribed. The medications were
found crushed, in the blister pack by the evening nurse. There were no negative
outcomes for the resident.

 DON confirmed these medications were not given as prescribed. [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 drugs are-administered to residents as directed
by the prescriber, to be implemented voluntarily.
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Issued on this 21st day of May, 2014
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