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The purpose of this inspection was to conduct a Critical Incident System 
inspection. 

This inspection was conducted on the following date(s): on April 15 and 16, 
2013, on site at the Long-Term Care Home 

It is noted that 2 Critical incident inspections were conducted during this 
inspection : Log # 0-000106-13 and Log # 0-0002~-1 ~ _ !\~-

1 
~ _ 

During the course of the inspection, the inspector(s) spoke with the home's 
Administrator, Director of Care (DOC), Assistant Director of Care, Clinical Care 
Coordinator, a Registered Nurse (RN), several Registered Practical Nurses 
(RPN), several Personal Support Workers and to several residents. 

During the course of the inspection, the inspector(s) reviewed the health care 
records of several identified residents; observed resident care and services; 
reviewed several Critical Incident Reports. 

The following Inspection Protocols were used during this inspection: 
Critical Incident Response 

Medication 

Prevention of Abuse, Neglect and Retaliation 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/ NON - RESPECT DES EXIGENCES 
Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR _; Aiguillage au directeur 
CO - Ordre de conformite 
WAO-.Ordres: travaux et acUvites 
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Non-compliance with requirements under 
the Long-Term Care Homes Act, 2007 
(L TCHA) was found. (A requirement 
under the L TCHA includes the 
requirements contained in the items listed 
in the definition of "requirement under this 
Act" in subsection 2(1) of the LTCHA.) 

Le non-respect des exigences de la Loi de 
2007 sur les foyersde soins d~ longue 
duree (LFSkD) 9 ete constate. (Une 
exigence de la loi comprend les exigences 
qui font partie des elements enumeres 
dans la definition de « exigence prevue 
par la presente loi », au paragraphe 2(1) 
de la LFSLD. 

The following constitutes written Ce qyi suitconstitue un avis ecritde non-
nqtificationofnon-cornpliance under respect aox termes du paragraphe 1 de 
p$ragraph 1 of section 152 of the L TCHA~ !'article 152 de la LFSLD. 

WN #1: 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. 0. Reg. 79/10, s. 134. 

Findings/Faits saillants : 
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1. The licensee failed to comply with O.Reg 79/10 s. 134 (a) in that when a resident is 
taking any drug or combination of drugs; including psychotropic drugs, there was no 
monitoring and documentation of the resident's response and the effectiveness of the 
drugs appropriate to the risk level of the drugs. 

Resident #3 is known to have responsive behaviours. Resident #3 has medical orders 
for a psychotropic medication to be given twice daily, as needed (pm), when the 
resident is agitated. On a specified day in March 2013, Medication Administration 
Records (MAR) as well as progress notes document that Resident #3 received the 
prescribed psychotropic pm medication in early evening. The MAR and progress 
notes also indicate that Resident #3 also received their regularly prescribed 
psychotropic medication 3 hours later. There is no documentation as to the reason 
why the psychotropic pm medication was administered nor it's effect on the resident's 
behaviours. As well, there is no documentation as to the resident's response after the 
administration of the night time psychotropic medication, this a few hours after the 
administration of the pm medication. 

On April 16, 2013, interviewed unit registered staff stated to the Inspector that the 
home's policy is to document the reasons why a pm medication is given as well as it's 
effectiveness. The home's DOC confirmed the home's medication administration 
documentation practices related to pm medication. The DOC also stated that it was an 
agency RPN who was working on the identified day in March 2013. The DOC and the 
home's Administrator confirmed that the agency RPN had received orientation and 
training regarding the home's medication documentation practices. [s. 134. (a)] 
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