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Apr 23, 24, 25, 26, 27, May 8, 2012 2012_083178_0015 Critical Incident 

Licensee/Titulaire de permis 

VILLA COLOMBO HOMES FOR THE AGED, INC. 
40 PLAYFAIR AVENUE TORONTO ON M6B-2P9 
Long-Term Care Home/Foyer de soins de longue duree 

VILLA COLOMBO HOMES FOR THE AGED INC. 
40 PLAYFAIR AVENUE TORONTO ON M6B-2P9 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

SUSAN LUI (178) 
Inspection Summary/Resume de !'inspection 

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

During the course of the inspection, the inspector(s) spoke with CEO, Acting Director of Resident Services, one 
Nursing Director, Registered staff. 

During the course of the inspection, the inspector(s) reviewed resident records, reviewed home policies for 
Medication Administration. 

The following Inspection Protocols were used during this inspection: 

Medication 

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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Legende 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 
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Non-compliance with requirements under the Long-Term Care Le non-respect des exigences de la Loi de 2007 sur les foyers de 
Homes Act, 2007 (L TCHA) was found. (A requirement under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
L TCHA includes the requirements contained in the items listed in loi comprend les exigences qui font partie des elements enumeres 
the definition of "requirement under this Act" in subsection 2(1) dans la definition de« exigence prevue par la presente loi », au 
of the L TCHA.) paragraphe 2(1) de la LFSLD. 

The following constitutes written notification of non-compliance 
under paragraph 1 of section 152 of the L TCHA. 

Ce qui suit constitue un avis ecrit de non-respect aux termes du 
paragraphe 1 de !'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to be followed, and records 

Specifically failed to comply with the following subsections: 

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or 
otherwise put in place any plan, policy, protocol, procedure, strategy or system, the licensee is required to 
ensure that the plan, policy, protocol, procedure, strategy or system, 
(a) is In compliance with and is implemented in accordance with applicable requirements under the Act; and 
(b) is complied with. 0. Reg. 79/10, s. 8 (1). 

Findings/Faits saillants : 

1. The licensee failed to ensure that the Change of Direction of Administration of Medication policy (Index Number 04-02 
-30) was complied with. 
This policy states that when a change of direction of a medication is made, a Change of Direction auxiliary label will be 
applied to the drug product. 
A Change of Direction auxiliary label was not applied to the medication bottle for an identified resident after a change in 
dosage was ordered on April 12, 2012. Staff interviews indicate that the Change of Direction label was not applied to the 
medication bottle by the nurse who processed the change in dosage order or by the RPN who administered the new 
dosage on the morning of Fri April 13, 2012. 
The RPN who administered the afternoon dose of the medication on Fri Apr 13, 2012 discarded the old bottle after 
administering the new dose, as the new bottle labeled with the new dose had arrived from pharmacy. 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance to ensure that the home's medication 
administration policies are followed by all staff, to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 131. Administration of drugs 

Specifically failed to comply with the following subsections: 

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 : 
1 . The Licensee has failed to ensure that drugs are administered to residents in accordance with the directions for use 
specified by the prescriber. 
On April 14, 15, ·and 16th 2012, an identified Registered Practical Nurse (RPN) administered the incorrect dosage of an 
anticonvulsant to an identified resident, resulting in a blood level of the anticonvulsant that was more than twice the 
therapeutic level. This caused the resident to become extremely drowsy, requiring admission to hospital. 
The resident has since recovered from the elevated blood anticonvulsant level, and has returned to the home. 
The RPN involved in the incident has been dismissed. 
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VPC- pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.B, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance to ensure that drugs are 
administered to residents in accordance with the directions for use specified by the prescriber, to be 
implemented voluntarily. 

Issued on this 8th day of May, 2012 

Signature of lnspector(s)ISignature de l'inspecteur ou des inspecteurs 

( I 7 a) 
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