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2012_064167_0007 Complaint

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care and staff
on the unit related to log # H-000451-12.

During the course of the inspection, the inspector(s) conducted a review of the nursing staffing patterns for the
home, conducted a tour of dining rooms and lounges and reviewed the home's investigation notes, the home's
policies and procedures related to medication administration and medication incident profocols.

PLEASE NOTE: A dietary inspection related to this complaint was conducted simultaneously with this
inspection. Please refer to report for Inspection # 2012_122156_0010.

The following Inspection Protocols were used during this inspection:
Medication

Sufficient Staffing

Findings of Non-Compliance were found during this inspection.

_NON-COMPLIANCE | NON-RESPECTDESEXIGENCES
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Specifically failed to comply with the following subsections:

s. 17. (1) Every licensee of a fong-term care home shall ensure that the home is equipped with a resident-staff
communication and response system that,

{a) can be easily seen, accessed and used by residents, staff and visitors at all times;

{b) is on at all times;

{c) allows calls to be cancelled only at the point of activation;

{d) is available at each bed, toilet, bath and shower location used by residents;

{e) is available in every area accessible by residents;

{f clearly indicates when activated where the signal is coming from; and

{g) in the case of a system that uses sound to alert staff, is properly calibrated so that the level of sound is
audible to staff. O. Reg. 79/10, s. 17 (1).

Findings/Faits saillants :

1. The licensee did not ensure that the home was equipped with a resident-staif communication and response system
that is available in every area accessible to residents.

a) It was noted during a tour of the lounge areas in the home that the first, second and third floor resident lounge areas
on the east wing were not equipped with a resident-staff communication and response system.

b) It was noted during a tour of the home that the dining room on second floor west does not have a call system that is
accessible. The call bell is located in the bathroom that is adjacent to the dining room but this bathroom is kept locked
and is only accessible to staff.

c) It was also noted that the dining room in the west wing on the lower level does not have a call system accessible. The
only caft bell is [ocated in a resident bathroom that is across the hall from the dining room.

Discussions with the Administrator and the Director of Care confirmed that there is no other call system accessible to
residents in these areas. [s. 17 (1)(e)]

WN #3: 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. (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. O, Req. 79/10, s. 131 {1).

Findings/Faits saillants :

1. The licensee did not ensure that no drug was used or administered to a resident in the home unless the drug has
been prescribed for the resident.

During the medication pass, an identified resident took medication that was crushed and placed in food belonging to a co
-resident. This medication was not prescribed for the identified resident and had been prescribed for the co-resident. The
registered staff member had placed the medication in the co-resident's food and had turned away and when they turned
around again they observed that the identified resident had put the co-resident's medication in their mouth. The staff
member immediately asked the identified resident to spit out the medication which they did. The registered staff member
then notified the physician and the Power of Attorney for the identified resident related to the incident. No il effects were
suffered by either resident. [r. 131. (1}]
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