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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 14, 15, and 16, 
2013 

During the course of the inspection, the inspector(s) spoke with The 
Administrator, the Director of Care, the Associate Director of Care, the 
Recreation Manager, Registered staff members, Personal Support Workers and 
the resident. 

During the course of the inspection, the inspector(s) Reviewed the medical 
records, the home's medication incident reports, and the home's policies and 
procedures. The linen on beds in three randomly selected residents' rooms and 
the two west linen closet were inspected. The home was toured and resident 
care observed. 

The following Inspection Protocols were used during this inspection: 
Medication 

Personal Support Services 

Findings of Non-Compliance were found during this inspection. 
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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. (1) Every licensee of a long-term care home shall ensure that no drug is 
used by or administered to a resident in the home unless the drug has been 
prescribed for the resident. 0. Reg. 79/10, s. 131 (1). 

s. 131. (2) The licensee shall ensure that drugs are administered to residents in 
accordance with the directions for use specified by the prescriber. 0. Reg. 
79/10, s. 131 (2). 

Findings/Faits saillants : 
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1. The licensee did not ensure that drugs administered to a resident in the home had 
been prescribed for the resident 

In April 2012, resident #111 was administered nine medications which had been 
prescribed for another resident.. These medications could potentially have a negative 
impact on the resident's health condition. This was confirmed through record review 
and interviews with the home's Director of Care and Associate Director of Care. 

In April 2012, resident #3 received a medication which was not prescribed for resident 
# 3 but prescribed for another resident. This was confirmed through medical record 
review and interview with the home's Director of Care. [s. 131. (1 )] 

2. The licensee did not ensure that drugs were administered to residents in 
accordance with the directions for use specified by the prescriber. 

In February 2012, resident #111 was ordered treatments for seven days. 
Documentation in the resident's Medication Administration Record does not include 
initials of staff documenting that the treatments were administered on four of the 
seven days. When the resident visited the specialist, the treatment had to be re­
ordered and repeated. This was confirmed through interview with the home's 
Director of Care. 

In May 2012, resident #2 received the wrong dose of a medication. The medication 
dosage was decreased instead of increased as per the doctors order on the home's 
Medical Directive. This was confirmed through record review and intel"View with the 
home's Director of Care. [s. 131. (2)] 
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