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The purpose of this inspection was to conduct an other inspection related to a critical incident report.

During the course of the inspection, the inspector spoke with: The Director of Care and the Administrator of the
home related to the investigation that the home conducted and any outcomes identified.

During the course of the inspection, the inspector: conducted a review of the identified resident’s health file, a
review of the home’s investigation notes and a review of the home's policies and procedures related to
medication administration.

The following Inspection Protocols were used during this inspection:

Personal Support Services Inspection Protocol

Z] Findings of Non-Compliance were found during this inspection. The foliowing action was taken:

(1] WN

_ NON- COMPLIANGE / (Non-respectés)

_'.'Defm|trons!Défm|t|ons

_'-WN Wrrtten Nohf catlonslAws écn! i '

’ VPC Voluntary Plan of Correct;on!P!an de rec!ressementvo[ontaire o
"DR - Director Referral/Réglsseur envoys - S AT
CO-— “Compliance Order/Ordres de oonformfté S
.WAO Work and Activity Order/Ordres: travatx et actEvEtés

: The followmg constrtutes written nofifi catlon of aon- compllance under . i_e suivant conslituer un avls d’écnt de 3 exlgence prévue ie paragraphe 1
paragraph 1of sectron 152 of the LTCHA. . - S - -1 .de sectlon 152 de Ies foyers de soms de !ongue durée :
Non-compliance with quuirements under the Long Term Care Homes . - ] Non- respect avec [es exrgences sur Ee Lor de 2007 Ies foyers de soms de
Act, 2607 {LTCHA} was found. {A requirement under the LTCHA includes | fongue durée 3 frouvé. (Une exigence dans le lof comprend les exrgences
the requirements contained in the items listed in the definition of . - - .| ‘contenues dans les points énumérés dans la définilion de "exrgence

"requirement under this Act” In subsection 2(1) of the LTCHAL} " 7 -~ | prévie parla présente Ioi" au paragraphe 2(‘! jde !a 101

WN #1: The Licensee has failed to comply with O. Reg. 79/10 5.131(2)
The licensee shall ensure that drugs are administered to residents in accordance with the directions for use
specified by the prescriber.
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Findings:

1} An identified resident received an incorrect dose of insulin prior to the breakfast meal. The Physician's
order on the resident's health file indicated that the resident was to receive a specific dose of Insulin
prior to breakfast each morning. The resident was given an incorrect dose of insulin instead of the
prescribed dose. The Insulin was not administered in accordance with the directions for use specified

by the prescriber,
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