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I, Natalie Moroney, of the City of London, in the County of Middlesex, MAKE OATH AND 
SAY: 

1. I am a witness to the Public Inquiry into the Safety and Security of Residents in the 

Long-Term Care Homes System (the "Inquiry"). I have firsthand knowledge of the 

matters to which I hereinafter depose. When I do not have firsthand knowledge, I have 

identified the source of my information and belief and believe it to be true. 

2. I am a registered nurse (RN), having graduated from nursing school at St. Clair College 

in 2005. Before then, I was a registered practical nurse (RPN), having graduated with 

that designation from St. Clair College in 1998. 

3. I spent years working in L TC homes throughout Southwestern Ontario prior to joining 

the Ministry of Health and Long-Term Care (MHL TC). I haveworked as a charge nurse, 

an Associate Director of Care (ADOC), a Resident Assessment Instrument (RAI) 
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Coordinator, and a Director of Care (DOC). Between 2006 and 2008, I worked at 

Meadow Park London (MP) first as the ADOC and later as the DOC. 

4. In December 2014, I began working as an Inspector in the London Service Area Office 

(SAO). In that capacity, I was responsible for conducting both Critical Incident, 

Complaint and Follow Up (CCF) Inspections and Resident Quality Inspections (RQls) in · 

all 149 L TC homes in the London SAO area. Due to a recent re-organization, there ~re 

now 90 homes in the London SAO area. 

5. I have conducted inspections in L TC homes where I previously worked and this has not 

raised a concern for me. It is common for inspectors to have previously worked in a L TC 

and for inspectors to return to working in L TC homes that they previously inspected. 

However, if a particular inspector felt uncomfortable going to a home based on his/her 

pre-existing relationship with that home, he/she could voice that concern to 

management. 

THE ROLE OF INSPECTORS AND CONDUCTING INSPECTIONS 

6. The Inspector's role is to determine whether a L TC home licensee has complied with the 

Long-Term Care Homes Act, 2007 (L TCHA) and 0 . Reg. 79/10 (Regulation) . When I go 

into a LTC home for an Inspection , I am looking for compliance, not non-compliance. My 

role is to gather facts by interviews, observations and record review to determine 

compliance. 

7. W~en preparing for ail Inspection, I prepare an Inspection plan. In preparing the plan, I 

consider which persons I will need to speak to in the home, formulate questions about 
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the issues raised in the intake, and look at the home's compliance history (COGNOS 

reports) to determine if there are any Compliance Orders that need to be followed-up on . 

Depending on the nature of the Inspection, I might look at the last completed ROI or last 

CCF inspection, to consider possible "trending" that may be noted on the intake - e.g . 

whether there have been multiple complaints/Critical Incident (Cl) Reports noted 

regarding a specific resident 

8. It is the role of the L TC home licensee to manage their staff and handle staff discipline. 

The inspector's role is .to determine if the L TC home licensee is in compliance with the 

legislation or regulation . For example, if the inspector is looking into a medication 

incident, the inspector would look at facts as to whether .the L TC home licensee 

complied with the legislative requirements; reporting, analysis and actions taken. 

would not be inspecting whether the home was managing its staff properly or how that 

the staff member who made the error had been disciplined. That is up to the L TC home. 

Management and discipline of staff at a L TC home is not regulated under the L TCHA. 

However, a licensee's failure to do so may trigger non-compliance if the licensee was 

not meeting the obligation to protect residents from abuse or neglect. 

9. If I was inspecting on a Cl Report regarding missing narcotics, which indicated the home 

suspected a specific staff member of theft, I would focus on th~ risk to residents, 

whether the home complied with the medication storage requirements of the regulation , 

and whether the home took appropriate actions under the circumstances , such as 

having the police investigate or ensuring the suspected staff member was not providing 
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incompetent or improper care to a resident and that the resident was assessed and had 

been administered their medication according to the order prescribed. 

10. Before making a finding of non-compliance, I must have evidence to support the finding 

under the L TCHA. The evidence to support non-compliance could come from record 

reviews, interviews and observations conducted by Inspectors during Inspections. 

THE ELIZABETH WETTLAUFER INSPECTIONS AT MP 

(A) Assignment to the London SAO Inspections 

11. On October 5, 2016, I was in the London SAO when I was asked to meet with the 

Inspection Team Lead (ITL) and Peggy Skipper, the London SAO manager, along with 

another Inspector, Rhonda Kukoly . During this meeting, we were told that the Director, 

Karen Simpson, had received an email from the Ontario Long-Term Care Association 

(OL TCA) advising her that a RN, Elizabeth Wettlaufer (EW) had confessed to killing a 

number of victims in several L TC homes, including Caressant Care Woodstock (CCW) 

and Telfer Place (TP). 

12. Rhonda was assigned as the lead Inspector to the EW-related Inspection at CCW. I 

was the lead Inspector assigned to the EW Inspection at MP. Lisa Vink, from the 

Hamilton SAO, was the lead Inspector assigned for the EW Inspection at Telfer Place 

(TP) . 

13.0n October 5, 2016, Rhonda and I were told to go to CCW to pick up some 

documentation directly from the home's Administrator concerning EW's employment 
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history and records for any residents who were mentioned in the email Karen had 

received. I understood that we were only to speak with the Administrator at that time 

because we needed to avoid interfering with the ongoing police investigation. 

14. When we arrived at CCW, we were told the Administrator was not there because she 

had retired the week before. We then contacted our manager to confirm that we could 

speak with the DOG. Once we were advised we could do so, we met with the DOC, 

Helen Crombez, to request the documents. She was upset and had not yet had a 

chance to prepare the materials that had been requested. I understand that Peggy 

returned to CCW the following day to retrieve the requested documents. 

15. Later that evening, I received a phone-call from Rhonda. She told me that Peggy told 

her that there was confirmation of another EW victim who lived at Meadow Park (MP) 

and advised us to go there the next day. 

16. On October 6, 2018, Rhonda and I went to MP and spoke to the Administrator, Nicole 

Ross, and retrieved documents from that home relating to EW's employment and the 

resident she had confessed to killing in that home. It was on this day that we learned 

that the victim at MP was Arpad Horvath. 

(B) Off-Site Preparation for the Inspections 

17. Rhonda and Lisa worked together to prepare for the inspections in the home. I was not 

available during that time. I understand that both Karen and Peggy provided direction on 

and reviewed the Inspection Plans. I reviewed the inspection plan for MP when I 
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returned to the office. Attached as Exhibit "A" to my affidavit is the Inspection Plan for 

the EW Inspection at MP [L TCI00040179]. 

18. The EW Inspection Plan was similar to what we would prepare for a regular Cl 

Inspection, with some important differences. For example, we would not typically have 

access to an employee's HR file or a resident's healthcare records outside the home; 

because inspections are unannounced, we would only typically review these records 

once on-site in the home. It was also unusual to be under direction to speak only to the 

Administrator at the beginning of the Inspection. We could only speak to the 

Administrator and no one else at the beginning due to the ongoing police investigation. 

In most Inspections, we would speak to anyone required at any time, particularly the 

DOC, who is typically very informative. Another important difference is that I would not 

be able to interview EW during this inspection to discuss any of the incidents that had 

occurred during her employment. 

19. Before going on-site at MP for the EW-related Inspection, my co-Inspector, Neil Kikuta 

and I reviewed EW's HR file from MP. Her HR file included a positive reference letter 

from CCW. I was surprised to see th is glorifying reference since, having spoken to 

Rhonda, I knew there were issues at CCW regarding EW's .performance, absenteeism, 

difficulty with co-workers, and medication incidents. Nothing else in EW's HR file from 

MP stood out or was alarming . She had completed her mandatory training , signed 

consents, had her CNO certificate, and had her criminal records check completed . I do 

not recall at the time of the Inspection seeing anything in the HR file that showed that 

MP was aware that EW had been terminated from CCW. 
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20. Prior to attending at MP for the on-site portion of the Inspection, we also reviewed MP's 

compliance history. We did this to look into whether there was any previous compliance 

history in relation to EW. Nothing stood out to me from that review. 

(C) The On-Site Inspection Process 

21. Neil and I attended MP on October 28, 2016 to start the on-site portion of the EW 

Inspection. We approached this Inspection like all others. We went into the Inspection 

looking for compliance. We would only have findings of non-compliance if we had facts 

to support those findings under the L TCHA. 

22. Due to the ongoing police investigation, we would only interview staff once we were 

advised that it was okay to do so by Karen , who was in contact with the police. It took 

longer to complete staff interviews than in any other Inspection as we had to coordinate 

with legal counsel for the staff, who wanted legal to be present during staff interviews. 

23. During the course of the EW Inspection at MP, we completed concurrent Inspections for 

Cls and complaint intakes. There were 14 total Cls and complaints intakes, two of these 

had been received shortly before we commenced our EW inspection and the remainder 

came in during the time we were conducting the Inspection. 

24. When we first arrived at MP, Neil and I requested access to Arpad Horvath's electronic 

healthcare records through Point Click Care and the electronic medication 

administration records (EMAR), and to MP's education and training records. At that 
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time, we were still under direction to only speak to the Administrator and so we did not 

begin staff interviews right away. 

25.A key focus of the EW Inspection was on ·the Medication Inspection Protocol (IP). We 

had been directed to complete the Medication IP in its entirety, which was not typical for 

Inspections. This included observing medication administration and drug storage, and 

reviewing the home's records in relation to medication administration and medication 

errors. We also planned to conduct interviews with registered staff responsible for 

medication administration, but knew this could not happen until we received the go 

ahead from Karen Simpson to avoid interference with the police investigation. 

26. We spent the first day in the home on October. 28, 2016, observing two of the home's 

four medication rooms: the Oxford-Elgin and the Kent medication rooms. We later 

completed observations of the home's other medication rooms. 

27. Due to our instructions not to speak with anyone but the Administrator at first, we began 

our interviews on November 3, 2016. Karen and Peggy were available to answer our 

questions as needed. We had regular meetings with them throughou~ the Inspection. 

(D) Inspection Findings 

28. Based on record reviews, our observations of the medication rooms, and interviews with 

frontline nursing staff and the Director of Care (DOC) at MP, we found the following 

concerns with the medication requirements of the Regulation: medication management 

system - requirements for written policies and protocols (s.114(3)(a)); purchasing and 

handling of drugs (s.122(1 )); packaging of drugs (s.126); medication was not stored in 
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double-locked medication carts (s.129(1)(b)); monthly audit of daily count sheets of 

controlled substances (s.130(3)); administration of drugs (s.131 (1 )); only authorized 

persons can administer drugs (s.131 (3)); appropriate signatures and documentation for 

narcotics and other medication (s.133); actions taken in response to medication 

incidents (s.134(b)); and failure to comply with the home's drug destruction policy 

(s.8(1 )(b)) 

29. Given the extent of our concerns relating to medication requirements, we issued a 

Compliance Order (CO) on February 6, 2017 before the Inspection had been completed 

and while the police investigation was ongoing. Karen provided direction to us on when 

to issue the Order and how to draft the Order to cover the wide range of issues and to 

make it understandable to the L TC home licensee so that they could comply with it. We 

issued the entire CO under the umbrella of s. 114 (medication management) instead of 

as separate COs under the various requirements of the Regulation. Attached as Exhibit 

"B" to my affidavit is the CO issued on February 6, 2017 [L TCI00040984]. 

30. In addition to the CO relating to medication management, when the Inspection was 

completed, we also issued eight Written Notifications (WNs) of non-compliance, seven 

of which were accompanied by Voluntary Plans of Correction (VPCs). The last WN was 

issued along with the CO that had originally been issued on February 6, 2017. Attached 

as Exhibit "C" to my affidavit is the Licensee Copy of the Inspection Report for the EW 

Inspection at MP [L TCI00040987]. 

31. We made the following specific findings during the EW Inspection at MP: 
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a) WN#1 & VPC - Failing to comply with s. 19 L TCHA, which states the licensee shall 

protect residents from abuse by anyone and ensure they are not n·eglected by the 

licensee or staff. This finding, which was based on our review of progress notes, 

related to staff inaction in caring for the resident over the course of approximately 

six weeks in the summer of 2014, relating to an in-dwelling catheter. During that 

time, there was a lack of record keeping by the staff regarding output of the 

resident; a failure to follow recommended treatment or follow up with the physician 

to clarify the size of the catheter required ; and an overall lack of pain assessment 

despite the resident's apparently obvious signs of pain. 

b) WN#2 & VPC - Failing to comply with s. 24 LTCHA (namely s.24(1)(2.)), which 

states a person who has reasonable grounds tq suspect abuse of a resident has 

occurred , by anyone, that results in harm or a risk of harm to a resident shall 

immediately report the suspicion, and the information upon which it is based, to the 

Director. 

This finding was based on our record reviews and interviews. We found that EW 

and the home's management had failed to report three different allegations of 

suspected abuse of residents to the Director. The first involved an incident when 

EW documented in progress notes that a visitor of a resident had pushed and 

yelled at another resident in the home. Her notes indicated that management was 

aware of the incident. 

The second incident involved the alleged abuse of Arpad Horvath . According to 

EW's progress notes, she had observed Mr. Horvath tied to the bed rail by his 
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jogging pant string, the string was wrapped around the bed rail three times, and 

was tied in a tight knot. Mr. Horvath was unable to use his left hand and unable to 

turn to his left side. Her notes indicated that she had told the home's manager on 

call .about the incident, as it was unusual. Neil and I concluded from these facts 

that it was unlikely that Mr. Horvath had tied himself to the bed rail. 

The third incident, which again was found in EW's progress notes, involved her 

observations that one resident had sexually touched another resident. Her notes 

again indicated that management was aware of the incident. 

We discovered through Interviews with the DOC who had worked in the home in 

2014 that the DOC had been aware of the incident involving sexual touching . She 

believed that a Cl Report had been filed as required . The DOC, Administrator and 

Co-DOC told us that they could not recall the incident regarding the visitor who 

pushed and yelled at a resident, and the Administrator confirmed there were no 

records in relation to this incident. Neither the Administrator nor the DOC was 

aware of the incident regarding Arpad Horvath. 

c) WN#3 &VPC - Failing to comply with s. 52(2) 0 . Reg. 79/10, which states the 

licensee shall ensure that when a resident's pain is not relieved by initial 

interventions, the resident is assessed using a clinically appropriate assessment 

instrument. This finding was issued in relation to observations and record reviews 

for a resident admitted to the home in June 15, 2016 with chronic obstructive 

pulmonary disease (COPD) and cancer, among other chronic conditions. The 

review of the resident's health records showed the licensee fai led to ensure the 
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residents pain was not relieved by initial interventions and failed to assess the 

resident using clinically appropriate assessment instruments. 

d) WN#4 & VPC - Failing to comply with s. 101 0 . Reg . 79/10, which states the 

licensee shall ensure that every complaint made to the licensee or a staff member 

concerning the care of a resident or operation of the home is investigated and 

resolved where possible, and a response provided within 10 business days and, 

where the complaint alleges harm or risk of harm to residents, the investigation 

shall commence immediately. A documented record of the complaint shall be kept 

and reviewed and analyzed for trends quarterly. This finding was issued in relation 

to the home's failure to ensure complaints are investigated within the required time 

period , that an investigation was commenced where appropriate, failure to retain a 

written record of complaints for the period for 2014 and 2015, and its failure to 

ensure that the records were reviewed and analyzed for trends quarterly. 

e) WN#5 & VPC - Failing to comply with s. 116(3) and (5) 0. Reg. 79/10, which states 

the licensee shall ensure that the annual evaluation of the medication 

management system shall include a review of the quarterly evaluations from the 

previous year; is done using an assessment instrument designed for that purpose; 

identifies changes to improve the system in accordance with evidence-based 

practices; that a written record is kept of the results of the annual evaluation and 

any changes implemented. This finding was based on record reviews, interviews 

with staff, and observations. We determined that the home had not completed an 

annual review of its medication management programs in 2014 or 2015 and that 



13 

audit procedures had not been conducted , implemented, or evaluated. Interviews 

with registered staff, the DOC, Administrator, and Policy Consultant showed that 

the home's policies and procedures relating to medication management were not 

well understood. 

f) WN#6 & VPC - Failing to comply with s. 123 0 . Reg. 79/10, which states the 

licensee, who maintains an emergency drug supply, shall ensure that a written 

policy is in place to address the location of the emergency drug supply and that 

there is an evaluation done at least annually by the Medical Director, the Pharmacy 

Service Provider, the Director of Nursing, and the Administrator of the use of drugs 

kept in the emergency drug supply. This finding was based on observations of the 

medication supply interviews with staff, and a review of relevant documentation, 

including the Professional Advisory Committee meetings' minut~s , which revealed 

that the home had failed to address the emergency drug supply location in the 

home to ensure there was an annual evaluation of the emergency drug supply, and 

to ensure any changes needed were implemented. 

g) WN#7 & VPC - Failing to comply with s. 134 0. Reg . 79/10, which states the 

licensee shall ensure that appropriate actions are taken when a resident is taking 

any drug or combination of drugs, including psychotropic drugs, and that there is 

monitoring and documentation of the resident's response and the effectiveness of 

the drugs appropriate to the risk level of the drugs. This finding was based on 

observations of the medication rooms, of medication administration , and a review 

of resident care records, policies and drug records. Based on this, we determined 
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that the home had not taken appropriate steps to ensure that residents who were 

taking drugs, including psychotropic drugs, were monitored and their response to 

drugs documented. 

h) WN#8 - Failing to comply withs. 114 0 . Reg. 79/10, which states the licensee shall 

develop an interdisciplinary medication management system that provides safe 

medication management and optimizes effective drug therapy outcomes for 

residents. 

This finding , which was the subject of the CO issued February 6, 2017 

(L TCI00040984), was based on observations of multiple problems with the home's 

medication management system. We found that the licensee failed to ensure: 

that the written policies and protocols related to the medication management 

system were developed, implemented, evaluated, and updated in accordance 

with evidence-based practices; 

- That the policies and procedures regarding medication management were 

clearly understood and implemented by staff; 

That no drug was acquired or received, stored, or kept by a resident as 

outlined in the Regulation; 

That the drugs remain in originally labelled containers or as provided by the 

pharmacy service provider or government of Ontario until administered or 

destroyed; 

That control led substances are stored in a separate locked area within a 

locked medication cart; 
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That steps were taken to ensure security of the drug supply, including monthly 

audits, and immediate action is taken if discrepancies ar~ noted; 

- That no drug is administered to a resident unless it is prescribed for the 

resident; 

That no person administers a drug to a resident unless permitted by the 

Regulation; and 

That the drug record is established, maintained and kept in the home for at 

least two years and information is recorded in accordance with the Regulation. 

(E) Application of the Judgement Matrix to the Non Compliance Findings 

32. Based on our findings of non-compliance, Neil and I completed the Judgement Matrix . 

(JM), as is done in all Inspections with findings of non-compliance. The Judgement 

Matrix is the tool used to help determine the type of action (WN, VPC, CO or DR) to 

take. The Judgement Matrix is a tool for applying section 299 of the Regulation, which 

requires Inspectors to consider (and only consider) the severity of the non-compliance, 

the scope of the non-compliance, and the compliance history of the home when deciding 

which enforcement mechanism to use where non-compliance is found. When an 

Inspector applies the Judgement Matrix it will lead to a suggested action, Inspectors can 

depart from the suggested action in accordance with the Judgment Matrix Policy 

provided that the variance is documented. 

33. The JM default action for six of the eight findings of non-compliance was a CO. We 

chose to vary five of the default actions to a VPC. The Judgement Matrix Decision Tool 

for the EW Inspection at MP is attached to my affidavit as Exhibit "D". [L TCI00041001]. 
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34. In deciding to depart from the default action suggested by the JM, we were guided by 

the fact that the findings came from events that occurred in 2014 when EW was working 

in the home. 

35. With respect to the finding for s. 19 L TCHA , we felt it was appropriate in these 

circumstances to vary the default action of a CO to a VPC. The non-compliance relating 

to the neglect of a resident's catheter and pain occurred in 2014 and the home had no 

history of related non-compliance. Our decision to vary this to a VPC was also 

influenced by the fact that a CO was issued in a concurrent Inspection in 2016 that Neil 

had completed in relation to fa iling to comply with s. 50 of the Regulation requiring a 

licensee to ensure that a resident at risk of altered skin integrity receive a skin 

assessment. Attached as Exhibit "E" to my affidavit are the Inspection Report and 

Orders Report issued in relation to that concurrent Inspection [L TCI00041363; 

LTCI00041371]. 

36. We similarly chose to vary the default action of a CO to a VPC for the finding with 

respect to s. 24 L TCHA. Based on our review of residents ' progress notes from the 

summer of 2014, we learned that EW had witnessed three different incidents of abuse, 

including one where Arpad Horvath was found tied by his jogging pant string to the 

bed rail. Her notes showed that she had informed management of these allegations, but, 

with the exception of one incident, neither the Co-DOC, DOC nor the Administrator was 

aware of the alleged abuse. 
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37. In completing the JM for the s. 24 L TCHA finding for the Arpad Horvath incident, we 

determined that the severity of non-compliance was minimal harm or potential for actual 

harm to the residents. The progress notes indicated that EW assessed Arpad Horvath 

and determined he had no redness. 

38. We determined that the severity level for the s. 24 L TCHA finding was Level 2 - minimal 

harm or potential for actual harm. We asked for the internal investigation notes in 

relation to the incidents that EW had recorded about the three residents, we interviewed 

staff and the home's management regarding training for prevention of abuse and neglect 

and they understood their reporting obligations. We reviewed the CSC server to see if 

these incident reports were submitted to the Director for these three incidents and they 

was not. We looked at the resident health care records and reviewed EW documentation 

notes. We were not able to interview EW to confirm if what she had recorded in the 

progress notes about reporting the incidents to the home's management was true , and 

the residents involved in these incidents were no longer in the home. We were advised 

by Karen not to contact the families to ensure that we were not interfering with the 

ongoing police investigation. I also found in a concurrent inspection that took place in 

2016 (Inspection number 2016_254610_0035), that the licensee prevention of abuse 

and neglect did not contain an explanation of the duty found in s. 24 to make mandatory 

reports as required by the L TCHA. 

39. We varied the default action of a CO to a VPC for the findings related to dealing with 

complaints under s. 101 0. Reg 79/10. Our decision to vary the action taken to a VPC 

was based on the fact that the findings were related to 2014 and 2015. We also 
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inspected for complaints that the home received 2016 in a concurrent inspection and the 

home was in compliance with s.101 0. Reg 79/10. 

40. The last findings we varied from the default action of a CO to a VPC were those under s. 

116 0. Reg. 79/10 (annual evaluation of the medication system) and s. 123 0. Reg. 

79/10 (emergency drug supply). The non-compliance under s. 116 stemmed from the 

home's failure to complete annual reviews for 2014 and 2015, and having no audit 

procedures in place. As for the non-compliance under s. 123, we found no 

documentation showing there had been an evaluation of the emergency drug supply in 

2014 or 2015. We reduced the default action to a VPC because, in both cases, the 

home did not have· a history of non-compliance with these provisions and the non

compliance was also addressed under the various findings included in the CO issued in 

relation to s. 114. 

(F) Follow Up Inspection 

41.1 was not involved with the Follow Up Inspection conducted at MP in July 2017. This 

Follow Up Inspection was for both the CO issued regarding s. 114 0. Reg. 79/10 (re 

medication management) and s. 50 0. Reg. 79/10 (re skin and wound assessments). 

This Inspection was conducted concurrently with MP's RQI and Neil was one of the 

assigned Inspectors. I understand that both COs were re-issued following that 

Inspection. Attached as Exhibit "F" to my affidavit is the Order Report. [L TCI00037911]. 
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PERSONAL IMPACT 

42. Since I found out about the offences, I have been impacted on a number of levels. I am 

upset for the residents that were living at MP when EW was employed at the home, 

some of whom were living there when I worked there and who I know. I also feel that 

the nursing profession has been disgraced and I am upset that all nurses are being 

perceived as serial killers. I have also been told when I go into homes to inspect that 

homes feel their staff will not report medication incidents because the MHL TC is looking 

more closely at medication incidents and it will lead to non-compliance which will impact 

the staff's performance. Everyone deserves to live and die with dignity and receive care 

that is respectful and safe. We are all human beings, we deserve to be happy, and not 

suffer. 

SWORN BEFORE ME at the City of London,) 
on July 241h, 2018 ) 

) 
) 

~~- ! ·~ 
~fofTakil19AifidaVitS Natalie Moroney 
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Howwill the 'information be gathe(ed, e,g., through interviews, observations, record reviews? 
Notes: 

~~ 'J M Who. can provide t~e information .... resident, SOM, staff (encourage to .interview from ·unre~ulated c.are 
L_erov1d~rs1 then registered staff then manager etc")? 

LOIP- Otr~slte Preparation for On-site lnquily/ Inspection Plan~ August, 2013 dtaft 1. 
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Who are the most ;:ippropriate inspectors to conduct the inspection and how many? 
Notes: · · 

What? 
What poten_tial questions need to be developed to clarify what happened and when? What IP(s) should be 
used or legislation referenced? 
Notes: 

Where? 
Where can the information be found, e.g., resident room, specific unit, records? 
Notes: 

When? 
When is the most appropriate time to gather the information e.g., on a weekend, on a specific shift., or during 
regular business hours? · 
Notes: 

PHASE 1 Initiated October 6, 20·1s (Collection of materials) 

Inspectors #213 Rhonda l<ukoly and #610 Natalie Moroney arrived at the home on· October 6, 2016 and met 
with the Administrator Nicole Ross and the· Director of Care (DOC) Deborah Cqrrah~Bartlett to obt;;iin the 
following list of materials. The DOC began working in the home on September 30, 2016. ·· 

Documents provided by Meadow Park London Administrator, Nicole Ross· to ln.spectors #213 Rhonda 
Kukoly and #610 Natalie Moroney on October 6, 2016. 

Documents provided by London Service Area Manager, Peggy Skipper to the Woodstock Police Services .on 
October 61 2016. 

Documents provided by Meadow Park London Administrator, Nicole Ross to Inspector #213 Rhonda Kukoly 
on Octoqer 13, 2016, 

Employee file 
Application for employment/Employment Reference check/resume 
Date of Hire April 22, 2014 
Employee file .cllecklist 
Employee offense declaration form 
Employee reference check 
Letter of co.nflnnation ofprevlous Qri1ploymen.t from Caressant Care Woodstock 
· Gopy of first aid certificate · 
Employee file checkli~t 
Staff/volunteer C·onsent for Influenza Vaccine 
General orientation plan and documents 
Copy of acknowledgment for receiving a copy residents rights and zero abuse tolerance 
~onfidentiality agreement · 
Termination checklist · 
Hours worked 
Date of Resignation September 26, 20·14 (due to illness requiring treatment) 

Gop.y ·of critical incident for missing narcotics and pertaining documents including 
Classic Care Pharmacy shipping report 
Copy of drLtg r~cq_rd--'-bo_o-'-k _ _ __ _ 

----------··--·--------~ 
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r 
, Staff statements 
Action Summary list of deceased residents 

· Time schedule from April 20, 2014 to· October 4, 2014 
Clinical record·of resident Arpad Horvath 

PHASE 2 To be initiated Oct 28, 2016 

This phase of the inspection wfll be conducted to gather information and begin the process of insp·ection for 
a review of: · 

1. The following Inspection Protocols, in· whole or part: Medication, Training <;lhd Orientation, 
Reporting and Compfaint.s, Sufficient Staffing and Critical Incident Response 

2. An initial review of any medication errors/incidents made or'. identified by the' identified employee (RN 
EW) - did ;:iny incidents ·require reporting to the Director and if so were they r~ported to the Dlrector 
as requited in the leg.islation 

~. A review of the identified employee (RN EW) file lnch.~ding: date of hire. reference checks, orientation 
and training records, any disciplinary actions or perfqrmance issues and performance reviews, dates 
and type of employment, reason left employment and ariy other relevant informatlon 

4. To obtain contact inform~tion, as available, for any management staff no longerwith the organization 
who was employed at the tinie home at the time tha't the employee (RN EW) was at the home 

5. To obtain a copy of the copy of the· contract wi~h the Pharmacy Service Provider who was in place at 
the time that the employee was at -the home (RN EW) 

The in~pection will be completed related to the time period of Aprll 2014 to Octoper 2014. 
The employee identified incudes: RN Elizabeth Wettlaufer 
Identified resident f ncludes: Arpad Horvath 

Request a print-ouUcopy of the list of residents who transferred to hospital with dates. 

Who? 

- Administrator 
- Director of Care . 

·_Registered staff- 3 in total who are responsible fo"r all or a portion of the medication management system 
- Pharn1acy service provider if needed to collect further information necessary to complete·the Medication IP 

lnspectron to be com..pleted by 2 nursing inspectors 

What? 

****"Home IP's only to b~ usetj - due to phase 2 being a review of systems and process in plac:e.tn 
the hom,e 

Medication lns.pectiorf Protoco·t 
Complete the Medication IP, in its entirety according to the procedure as outlined 

Training a·nd Orientation lnspectio'n Protocol 
Complete relevant sections of this· IP with fhe DOC and/or staff educator and 3 registered staff in the home. 

Part A according to the ·procedure .. as outlined for the questions below: 
Question #1 - staff training before pertorming duties specifically related to BOR, Mission Statement, Abuse 

.. polic.>y, Mandatory Reporting, Whistleblowing Protections, all other actions relevant to the e.mpk>yees 
I responsibilities, .an_~~.!):Y_.9th_er areas provided_fo_r_in_th_e_r_e~L_1l_a_tio_n_s _____ _________ ~ 
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Question #2 - staffing training before preforming dutie$ related to complaints 
·Question #4 ·- annual retraining as reql,,lired 
Question #5 - reassessment of' staff training needs 
Question #6 - training needs were addressed 
Question #7 - additional training for direct care staff abUs!=l recognition .and behaviours 
Question #9 - annual training for all direct care staff 
QuE;istion #1 O - training n~lated to behaviours and persons with dementia 
If ANC i$ identified iri Part A - move to the appropriate questions in Part B 

Critical lncide11~e Respc;>nse IP 
Complete relevant sections of this IP with the Administrator and DOC and a during a review of all home 

I 
identified incidents involved the identified RN (EVV) and any'home identified medication incidences fofthe 

I identified residents 

Complete this IP ·according to the procedure outlined specifioally for: 
Part B 
Question #3, parts 3 and o - reporting of missing or unaccounted for controlled substances and niedication 

I 
inclde·nt for wt1ich resident was taken to hospital --II • 

. Part C (if appropriate) 
I Question #5 - follow up report to the Director within 1 O d 
Ques~ion #6 - report to b~ completed for those jnvolvecl 
Question #7 - report to include actions taken by the home 
Question #8 - report to include analysis and FU action 
Question #9. - report to in<;:lude information regarding author of repprt and if inspector notified and when 
Question #1 O - if serious incideriUinjury was SOM notified 

Sufficient Staffing_ IP 
Complete with the DOC and/or staff educator in the L TCH 
Complete according to the proc;eclure as outlined for the questions. below: 
Complete Part A 
Question #1 - Certification of Nurses . 

. Question # .30 - Staff Qualifications (General) 

Reporting am;I Complaints IP 
Complete with the Adrninistratol· and DOC and 3 registered staff in the home, . 
Cqmplete entire IP acc.orcling to ·the pro_cedure as outiined for any complainfa the home received regarding 
the identified employee (RN EW) or 3 complaints received regarding medications or the care of residents 

Where? 

In clinical records of identified records related to home identified medication incidents only 
Interviewed to be conducted via telephone and face to face 
Training records 
Employe.e files (RN EW) 
CIS system 
Meeting Minutes 
Medication Error Forms 
Risk Manage.m.ent forms 
Policies and Procedures . 
Meqication roorn . 

~ln_te_r_n_al_i_nv_e_s_ti~g_at_io~n_. _fil_e __ s_a_n_d_n_o_te_s_~~~~~~~~~~~~~~~~~~~~~~~~~-:_l 
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Complaints log and files and records 

When? 

Regular business hours. 

····· ···- ......... , · ..... ·-· ... . ·-· .. :i ... •. . ..... .. ,. ............... . . .. ..... .... . .... . . -·· . 
::. .::.: '.. ~. . .. . .... 

-- ····-··· ····- .... . . . ·• · . .. . ..... ............... . . 
t---''--·-· _,_·· ··~· - · - · --· - · -'-' -" ·-· -·. - · ------"----"'----"--'--'-~----'-----~·· ~· . ~-· ~- ·~'----,...-·· '. ·:· ·~ .. • ·.:· :· C'.'.'. ;;;; ... ;· .. ·; · .. 

----·- -----.. ·------·----··· 

t----------,-,-~.,.--.,...,.-----------~-~--~...,..---,--~~-----~ 
· Rey_ieY,., the License_e?s compJian.ce HistQ_r:y· io tl:le :I,, tcH . · · ....... : .... 

i 

. ._ (If nofln IQS, refer to Compliance Hi$fory. worklhiidocum~i:Jt). . -

f k;· ~ .. ;.2;1~,·; t l~1~f~~~~~~i~~}~ .: f ~r~i~~~l1f: ~r~~~i·i~l.:~;,·;,t~· f~if~i~j\ 
July 5~ 2016 

July 5, 2016 

July 5, 2016 

Julys, 2016 

Feb 9, 2016 

Feb 9, 2016 

Fel:> ·9, 2016 

s,6 1 (9) plan of care did not 
provide clear direction for 
dressinQ .and transferrinQ 

WN. VPC· 

s, 6 (10) (b) plan of care not 
updated to reflect chang·e in 
c~re needs for dressing qnd oraJ WN, VPC 
care 
r. .221 (2) failed to ensure all 
staff reGeived annual training on WN, VPC 
the preve,ntion of ab1,1se and 
neglect 
r. 101 ( 1) 1 Lic~n$ee failed to 
inve$tigate and keep records of WN, VPC 
complaints 
r . 49:Post fall ass.essment not 
completed. 
r . 8. Polii;:ies of the hpme not 
complied with specifically related 
to post falls antj bathin~, 
s. 6. Plan of care not. based on 
residents needs a_nd 
preferences, 

WN, VPC 

WN, VPC 

WN, VPC 

Feb. 16116 LTCHA,s.6(2) plan of care re: r:io WN, VPC 
. pain· manaQement interventions 1 · 

Feb. ·16/16 Cl No Findings 

i 2016_ 4576~0_0026 
! 

2016_457630_0027 

2016_457630_0024 

2016_457630_0028& 
2016_ 457630_0027 & 
2016 457630 0026 

--1-- - -----< 

2016_2£2523_0010 

2016_262523_0010 

I 2016_262523_0010 

02-4680-15 
2016-216144-0014 
034179-15 ' 
2016-216144-0016 

1--~---~1-~--~----~--~+----~-----t --~-1--~---~ 

002706-16 
I 2016-215144,001 e Feb. 16/16 

Feb. 17/16 . 034~90- 15 

Complaint No Findings 

No Findinqs Cl 
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.. 
·-···-~····-· 

2016-216144-0015 
,_ ........... 

Feb. 1.7/16 
r. 231 Resident records re: not 

WN,VPC 
001552-16 

kept up to date 2016-216144-0di 7 .. 
·---~ 

r.8(1)(b) Policies not complied ' 
Feb.17/16. WN, VPC 

001552-16 
with ·re: admission checklist '2016-2.16144-0017. I Feb. 17~;--

----·············· 
LTCHA,s.3(1)(4) Bill of Rights 001552-16 
re: insulin not administered as WN, VPC 

2016-216144-0017 
prescribed 
LTCHA, 2007, c.8 s. 5 steam 

Feb. 9/16 RO! 
table aod hot beverage machine VPC 2016_457630~0003 
accessible to residents in dining 
rooms ·-

Feb. 9/16 RQl LTCHA, 2007, c.8 s. 6 (1) (2) (7) 
No clear directio1:1 for PASO; no 
pain asses.sment or pain plan of 

VPC 2016_457630_0003 care; plan of care not.based on 
vision needs; care not provided I for continence·& repositioning 

Feb~·9T16 RQI O.Reg 79/10, s. 8 (1) (b) policy 
not complied with for plan of VPC 2016_457630_0003 
care update; food temperature 
monitoring, weiQht !!l ... ~mitoring 

Feb. 9/16 RQI O.Reg 79/10, s. 17 (1) {a) call 
bell did not engage in resjdent VPC 2016_ 457630_ 0003 
bathroom -~-·· 

0.Reg 79/10, s .. 52 (2) chrorilc 
- .... 

F~b. ~/16 ROI 
VPC 2016~457630_0003 

pain not reassessed ----·- - · .. 
Feb. 9/16 RQI 0 .°Re·g 79/1 O, $. 7~ (1) cold 

foods not within acceptable VPC 2016_457630 -0003 
temp --- -··- ........ ~ 

Feb. 9/16 'RQI O.Reg 79/10, s .. 90 (1) . 
preventative maintenance VPC 2016_457630_0003 

--- proQram 11..91.ft.JllY implemente.d ,, ____ 
F.eb. 9/16 RQI O.Reg 79/10, s-. 9 (1) (2) 

bathroom unlocked & WN 2016_457630_0003 
unsltper\lised .. 

I 
,, ___ 

Od 9, 2015 No. non-c.ornplianqe 20~18615~00_?.0 

I 
_,.,..._. 

Oct 9, 2015 
Follow Up on Ord~r; no non 

2015_418615_0029 
corn~liance ·--·· t . ---

July 28,2015 
O,Reg 79/10, s, 15(1) bedrail WN,CO 

i015_418615_0019 
Complied 

assessment not done reissued Oct 13/15 .. - -No r:on_-compliance 
-·-- --··· -··· ···-· -1 

July 28; 2015 2015 41'8615 0020 ' 

261s: 2111.37 :cfo24 ·-.. 
July 3, 2015 No ANO identified 2015_~17137_0025 

2015 217137 0026 
··-···-- -~---- --------·-- . 

Q, Reg, 79/10, ?'.33(1) 
Complied 

May 5, 2015 Re: not receiving two baths per WN,CO '2015_217137 -0020 
May a1115 

week -·-----· - .. 
L TCHA, 2007, ·s.o. 2007, c.8; 

I May 5, 2015 s.33(1)1 'L iv rel~ted to PHI being WN, VPC 2015_217137_0020 
accessible -- ··-··-- - - --· 
LTCHA,.2007,_S.b. 2007, April 16, 2015 WN,VPC 2015 418615 0003 .. I ·--·· ··-·· -·-· -· " 
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I .s.6(1 )(c) No clear directions in 

I April 16, 2.0'!5 

care plan re bedr9ils 
O.Reg 79/10,s.8(1)(b) policy re 

WN,VPC. 2015_418615_0003 bedrails not compiled With · 

April 16, 2015 O.Reg 79/10, s.15(.1) bedrail 
WN, C.O 2015_418615_0003 Reissued assessment not qone 

a .Reg 79/10, s'.50 weel<ly skin ~416515 0009 

···---· 

I April 2, 2015 and wound assessments not WN 
done 
O,Reg 79/10, s.53 (4)b- related 

April 1, 2015 to no documented strateg.ies to WN, VPC 12015_ 416515_0008 
aodress responsive behaviours 

April 1, 201.5 O.Reg 79/10, s.71 - relafed to WN 2015_4165j5_0007 rrienu items· not available 
LTCHA. 2007, S.O. 2007, c.8. 
_s.15 - related to home's i 

April 1, 2015 WN 2015_416515_0007 furnishings kept in good state of I 
I 

repair -
March 31, No non - compliance 2015_416515_0006 2015 

0.Reg 79/1 o, s.46 related to 
March 31 , new employee ·scheduled to 

WN 2015_ 416515_0005· 2015 work and not having current 
registration certificate with CNO 

I 

L TOHA, 2007, S.0. 2007, c.'8. s. ! 

15. (2) (a)(c}related to home, 
Complied Feb. 3/15 ROI furn1shings and equipment not in WN&CO 2015_217137_0011 

goad state of repair ard not kept 
May -8/15 

clean & sanitary 

Feb. 3/15 ROI 
O. Reg. 79/10, s.33(1) Not 
receivinci two baths per weel< WN&CO 

I 
2015_2171(37_0011 Reissued 

L TCHA, 2001, c.8. s. 229.(4) 
IPAC program not all ·staff Complied Feb. 3/15 ROI participating in re : hand hyg(ene WN&CO 2015_217137_0011 
and unlabeled/improperly stored May 8/15 

personal care items I 

0 . Reg·. 79/10, s .68(2)(e)(i) 
---·-·-----·! 

Feb. 3/15 RQI weights ana re.oweighs not WN&.CO 2015_217137_0011 
completed .. 
L TCHA, 2007,··c:a.ss Safe & 

. .... .... -..... 

Secure Home re: doors not 
Feb. 3/15 ROI locked, ha~ardous substances WN& VPC 2015~217137_0011 

accessible and call bells not 
accessible 
L TCHA, 2007, S.o-:-200~··---- -

Feb. 3/15 RQI c.8.s3(1)4 & s.3(1)11 re: Bill of WN &VPC 2015_217137_0011 Rights related to grooming and 
i .PHI accessible ·---- -------·-· 

I Feb. 3/15 RQI 

L TCHA, 2007, S.O. 2007, 
c.8.6(7) - falls prevention care WN & \/PC 201'5~2171·37 _0011 
not provided as spetified in the 

I plan 
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0. Reg. 79/10, s. 8(1)(a)(b) 
Feb. 3/15 ROI reweighs, missing clothing <:!ncl 

abuse policies not complied _with 
WN&VPC 201-5_217137 _0011 

Feb. 3/15 RQ/ 
O; Reg. 79/10, s.31(3)(4) related 
to sufficient staffing and staffing WN & VPC 2015_,217137_0011 
plan_ evaluation 

-··--····--······--·-· 
d . Reg. 79/101 s.49(2) not 

Feb. 3/15 RQI completih_g post-fall WN &VPC 2015_217-137_0011 
assessments 

·-·····- ······-·· 
F~b. 3/15 ROI 0. Reg. 79/10, s.71(4) menu WN &'vPC 20·15_217137 _0011 items not available 

0. Reg. 79/10, s.72(3)(a) foods 

Feb. 3/15 RQI not prepared and stored to WN & VPC 2015_2171-37_0011 preserve appearance and food 
quality -· 
0. Reg. 79/10, -s.73(1)9·- hot 

Feb. 3/15 ROI providing assistive devices t9 WN 2015_217137_0011 
assist with eating 
0 . Reg. 79/10, s.89(1)(b)(c) 

.. 

Feb. 3/15 ROI related to insufficient linens and WN&VPC 2015_217137_0011 
linens not in good state of repair -
0. Reg. 79/101 s.97(1 )(a) not 

Feb. 3/15 RQI notifying SOM re: incident of WN 2015_217137_0011 
.. apuse 

Feb. 3/15 RQI 0. Reg. 79/101 s.112.7.:.. using 
WN·& VPC 2015~217137_0011 prohibitive restralninq devices ... . ........... ~~··----

Feb. 3/15 RQI 0. Reg. 79/101 s.12(2)(e) not WN & VPC 2015~217137_0011 providing_easy chairs 
2014_229213_0070 

Nov. 4. 2014 No non-compliance 2014_229213_0071 
2D14 229213 0072 

Oct. 9, 2014 No non-compliance 2014_303563_0040 
---~·-·--

Oct. 8-, 2014 No no_~~.l]_'!-~~ce 2014 -303553 0039 ---· -·· 
0 . Reg 79/10, s. 8.(1)(b) policy 

May 23, 2014 not complied with regarding WN, VPC 2014-261522-12 
taking food temperatures . 

April 02, 2014 s. 3. (1) Bill of Rights related to WN, VPC _2014-25.5516-·13 
~-~---·· 

being properly· clothed ................... 
s. 6. (1) Plan of Care related to 

April 02, 2014 p"lal'J did no_t set out clear WN, VPV 2014-255516M13 
directions 

-s. a. < 1) Policies-not toll owed · 
- ·-····---····· 

April 02, 2014 
related to sanitary condition of WN, VPC 2014-.25~516-13 
medication storage areas ahd 
assessments related to falls 
s: 15. (2) related to home, 

April 02\ 2014 furnishings and equipment not in WN, VPC 2014-255516-13 
good state of repair 
s. 48. (1) Interdisciplinary 

April 02_, 2014 Programs related to Falls WN. VPC 2014-255516-13 Program not being 
interdisclplin~ . -··----·- .. - · I ···-···- ··· 

LQIP- -Off~sitf' Preparation for On-site Inquiry I lnspectiori Plan - August. 2013 draft 

L TCI00040179 



·' 

(2) Skin and Wound ·---· s, 50. 
related to assessment not done 

I Aprjf 02,2014 using clil")ically appropria~e tool WN, VPC 2014-255516-13 
and weekly assessm·ents not 
don~ ---- ·- -······- · ·t---------··~····-·····-· 
s. 91 related to hazardous 

April 02, 2014 substc:i.nces being accessible WN, VPC 2014-255516-13 
due to unlocked door 
s. 221 . (·I) Training related to 

April 02, 2014 staff training for falls not being WN, VPC 2014-255516-13 
done 
s. 229. (2) Infection Prevention 

April' 02, 2014 and Control program not being WN, VPC 2014-255516-13 interdisciplinary and not followed 
by all staff 

April 02, 2014 s.3. related to 2 windows . WN 2014-2sss10-13 opene.d areater than 15cm 
s. 17. ('1) Comrnunicatfon 

April 02, 2014 S'ystern related.to call bells not . WN 2014-255516-13 
within reach i - -

' 
April 02, 2014 s. '129. Safe storage of drugs 

WN 2014-255516-13 related to e~pired medication I 

0 . Reg. 79/10, s. 131(3) relat~d ' ' 

January 24·, to medications left unattended 
and admrhistr~tion delegated to WN & VPC 2014_217137_0003 2014 ' 
an unregulated health care I 
provider ! 

January 24, 0 . Reg. 79/10,. s.135(1 )(b) 

2014 related to n9t informing POA of a WN 2014 -217137 -0003 
medication incident ,_ .. _, .......... .._.... .. 

Deceml;ler2, 0 . Reg. 79/10, s. 112 (7) - WN& VPC 2013_303563_0006 2013 _!'J_ohibited devices (sheets) ··--·- .. _ 
December2, 0. Reg. 79/10, s. 53 (4) - WN& VPC 2013_;303563:_ 0006 2013 Responsive Behaviours I ....... ,,, __ - ~- . ..._ .......... _ 
December 2, r.24- 24 Hour .A;dmission Care WN 2013 _303593_0006 2013 Plan ··- · .. -·. ··---· ... _ ··--·-·-·-·-···-----

L TCHA. 2007, S,0 . 2007-, c.8, s. 

October 31, 15 (2) (a)~home furnishings are 

2013 kept clean and sanitary and WN & VPC 2013 - 183135 -0064 
good state of repair-m~ ln kitchen I cleanliness 

October 31, 0. Reg. 79/10, s 72(3)-(a)~Food WN & VRC 2013_ 183135_ 0064 ! 
2013 Quality i 

·-····-----· 

·I 
LTOHA, 2007, S.O. 2007, c:8. 

October 31, s.6(7)-not providing care '8S per WN&VPC 2013_ 183135 0064 2013 the· plan re· snack and r.ecreation I -
activities 
LTCHA, 2001,·S.O. 20.07, 

··--
Octob~r 31, c.8. 

s.6( 1) ( c )-:snack list did not WN&VPC 2013_ 183135 _0064 2013 
_ _e!'OVide clear g.!r._~~tion . ·-_ . . . . . . .. -··---
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This is Exhibit "B" 
t~ the Affidavit of NATALIE MORONEY, 
Sworn before me this 24th 
Day of July, 2018 



f');.,: t > vr- Ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux t~rmes de !'article 153 et/ou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de l'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, LO. 2007, chap. 8 

Long-Term Care Homes Division 
Long-Term Care Inspections Branch 

Division des foyers de soins de longue dun~e 
Inspection de soins de longue dun~e 

Licensee Copy/Copie du titulaire de permis 

Name of Inspector (ID #) I 
Norn de l'inspecteur (No): 

Inspection No. I 
No de !'inspection : 

Log No./ 
Registre no : 

Type of Inspection I 
Genre d'inspection : 

Report Date( s) I 
Date( s) du Rapport : 

Licensee I 
Titulaire de permis : 

LTC Home I 
Foyer de SLD : 

Name of Administrator I 
Norn de l'administratrice ou 
de l'administrateur : 

NATALIE MORONEY (610) 

2016_254610_0033 

029630-16 

Critical Incident System 

Feb 6, 2017 

MEADOW PARK (LONDON) INC 
689 YONGE STREET, MIDLAND, ON, L4R-2E1 

MEADOW PARK (LONDON) INC. 
1210 SOUTH DALE ROAD EAST, LONDON, ON, N6E-184 

Nicole Ross 

To MEADOW PARK (LONDON) INC, you are hereby required to comply with the following order(s) 
by the date( s) set out below: 
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Order# I 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 
de I' article 154 de la Loi de 2007 sur /es foyers 
de soins de longue dun~e. LO. 2007, chap. 8 

Ordre no : 901 
Order Type I 
Genre d'ordre: Compliance Orders, s. 153. (1) (a) 

Pursuant to I Aux termes de : 

0. Reg 79/10, s. 114. (1) Every licensee of a long-term care home shall develop an 
interdisciplinary medication management system that provides safe medication management 
and optimizes effective drug therapy outcomes for residents. 0 . Reg. 79/10, s. 114 (1 ). 

Order I Ordre : 

To achieve compliance with 0 . Reg. 79/10, s. 114 (1 ), the licensee shall develop an 
interdisciplinary medication management system that provides safe medication management 
0. Reg. 79/10, s. 114 ( 1 ). The licensee is also required to: 

1. Educate and train all registered staff on safe storage of controlled substances in double 
locked storage areas or in a separate locked area within the locked medication cart. 

2. Educate and train all registered staff that drugs must remain in the original labelled 
container or package provided by the pharmacy service provider or the Government of 
Ontario until administered to a resident or destroyed. 

3. Educate all registered staff regarding the policy and procedures for unused or wasted 
medication for storage; and implement the procedure on administering medications from 
properly labelled vials, packages, strip pouches, and blister packs dispensed from the home's 
pharmacy service provider. 

4. Develop a procedure to ensure expired medications are removed from the medication 
carts. Evaluate the implementation of the procedure to ensure it is followed by all registered 
staff. 

5. Educate and train all staff to ensure that only staff that are authorized to administer 
medications fulfill that function. 

6. Educate and train all registered staff regarding the policy and procedure for maintaining a 
drug record. 

7. Implement a system for establishing accurate and up-to-date drug records that include the 
following information for every drug that is ordered and received in the home: 

a. documentation for every drug that is ordered and re_ceived in the home; 
b. the signature of the person placing the order; 
c. the name, strength and quantity of the drug; 
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d. the name of the place from which the drug is ordered; 
e. the name of the resident for whom the drug is prescribed, where applicable; 
f. the prescription number, where applicable; 
g. the date the drug is received in the home; and 
h. the signature of the person acknowledging receipt of the drug on behalf of the home. 

Maintain and keep a drug record for every drug that is ordered and received in the home 
within the home for at least two years. 

8. Educate and train all registered staff on the procedure in the home for the recording of the 
daily count sheets for controlled substances. 

9. Conduct monthly audits of the daily count sheets for controlled substances. Evaluate the 
information gathered through the monthly audits to determine if there are any discrepancies 
and take immediate action if any discrepancies are discovered. Document the actions taken. 

10. Educate and train all staff on the licensee's policy and the legislative requirements for 
drug destruction of a controlled substance. This education will include training for all 
registered staff with respect to the licensee's drug destruction and disposal policy and how to 
complete the documentation record to ensure the following information is documented: the 
date of removal of the drug from the drug storage area; the name of the resident for whom the 
drug was prescribed; the prescription number of the drug, the drug's name, strength and 
quantity, the reason for destruction; the date when the drug was destroyed; the names of the 
members of the team who destroyed the drug and the manner of destruction of the drug. 

11. Educate and train all registered staff on the policies and procedures for ordering, re
ordering, and receiving all medication for residents. 

12. Implement the licensee's policy on Administration of Medication and conduct audits at 
least monthly to ensure that medication that is ordered and prescribed for a resident is 
administered to that resident only. 

13. Educate and train all registered staff on the medication incident reporting system, 
including what needs to be reported and documented, when and to whom reporting must be 
done, and the actions to be taken when a medication incident is identified. 

14. Develop and implement a system to ensure that an evaluation is conducted of all 
medication incidents and that appropriate actions are taken when concerns are identified. 

Grounds I Motifs: 

1. The Severity of Risk was potential for risk or risk for actual harm and the scope was 
widespread. There was previous compliance history: 

• 0 . Reg. 79/10, s. 129 issued on April 2, 2014, a Written Notification was received; 
• 0. Reg. 79/10, s. 131 (3) issued on January 24, 2014, a Written Notification and Voluntary 
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Plan of Correction was received; and 
• 0. Reg. 79/10, s. 8(1) (b) issued on February 9, 2016, February 3, 2015, April 16, 2015, and 
May 24, 2014 a Written Notification and Voluntary Plan of Correction was received. 

The licensee of the long-term care home failed to develop an interdisciplinary medication 
management system that provided safe medication management, as evidenced by: 

1. The licensee failed to comply with 0 . Reg. 79/10, s. 114(3)(a), by failing to ensure that 
written policies and protocols were developed, implemented, evaluated and updated in 
accordance with evidence based practices and, if there were none, in accordance with 
prevailing practices. 

2. The licensee failed to comply with 0. Reg. 79/10, s. 122(1 ), by failing to ensure that no 
drug is acquired, received or stored by or in the home or kept by a resident unless the drug 
(a) has been prescribed for a resident or obtained for the purposes of the emergency drug 
supply, or (b) has been provided by, or through an arrangement made by, the pharmacy 
service provider or the Government of Ontario. 

3. The licensee failed to comply with 0 . Reg. 79/10, s.126, by failing to ensure that drugs 
remain in the original labelled container or package pr:ovided by the pharmacy service 
provider or the Government of Ontario until administered to a res ident or destroyed. 

4. The licensee failed to comply with 0 . Reg. 79/10, s 129 (1) (b), by fa iling to ensure that 
controlled substances were stored in a separate, double-locked stationary cupboard in the 
locked area or stored in a separate locked area within the locked medication cart. 

5. The licensee failed to comply with 0 . Reg. 79/10, s. 130 (3), by failing to ensure that a 
monthly audit was undertaken of the daily count sheets of controlled substances to determine 
if there were any discrepancies, and that immediate action was taken if any discrepancies 
were discovered. 

6. The licensee failed to comply with 0 . Reg. 79/10, s. 131 (1 ), by fail ing to ensure that no 
drug was administered to residents unless the drug was prescribed for the resident. 

7. The licensee failed to comply with 0. Reg. 79/10, s. 131 (3), by failing to ensure that no 
person administers a drug to a resident in the home unless that person is a physician, dentist, 
registered nurse, a registered practical nurse or a nursing student. 

8. The licensee failed to comply with 0 . Reg. 79/10, s. 133, by failing to ensure that a drug 
record was established, maintained and kept in the home for at least two years, in which was 
recorded the following information in respect of every drug that was ordered and received in 
the home: 

1. The date the drug was ordered 
2. The signature of the person placing the order 
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3. The name, strength and quantity of the drug 
4. The name of the place from which the drug was ordered 
5. The name of the resident for whom the drug was prescribed, where applicable 
6. The prescription number, where applicable 
7. The date the drug was received in the home 
8. The signature of the person acknowledging receipt of the drug on behalf of the home 
9. Where applicable, the information required under subsection 136(4). 

9. The licensee failed to comply with 0 . Reg. 79/10, s. 8(1 )(b), by failing to ensure that a plan, 
policy, protocol, procedure, strategy or system that is required by the Long-Term Care Homes 
Act, 2007 or O.Reg. 79/10, was complied with. 

10. The licensee failed to comply with 0 . Reg. 79/1 0, s. 134(b), by fail ing to ensure that 
appropriate actions were 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. 

Between October 31, 2016, and January 12, 2017, inspectors reviewed the licensee's current 
policies, the pol icies and procedures of the home's pharmacy service provider Silver Fox 
Pharmacy that are utilized by the licensee, drug records related to ordering and receiving 
medication, and the Electronic Medication Administration Record (eMAR); and interviewed 
staff of the licensee and representatives of the pharmacy service provider. On October 31, 
2016, and November 1, 2, 9, and 18, 2016, inspectors #658 and #610 completed 
observations of the medication rooms, medication carts, medication administration, drug 
destruction of controlled substances and non-controlled drug substances, documentation 
related to signage of ordering and receiving medication from pharmacy, documentation for 
medication administration on the Electronic Medication Administration Record (eMAR), and 
signage of controlled substances by the registered staff. From the record reviews, interviews, 
and observations, non-compliance with the following requ irements was identified. 

1. The licensee has fai led to ensure the written policies and protocols related to the 
medication management system were developed, implemented, evaluated and updated in 
accordance with evidence-based practices and, if there were none, in accordance with 
prevailing practices. 0. Reg. 79/10, s. 114 (3)(a). 

Interviews were conducted in the home on October 28 and 31 , and November 3, 9, 15, 17, 
18, and 30, 2016. Responses to questions posed to the Administrator#101 , Director of Care 
(DOC) #102, Silver Fox Pharmacy Consultant #109 and registered staff in the home and the 
inspectors' observations showed that the policies and procedures related to the management 
of the medication program were not clearly understood by staff interviewed, and not 
implemented in a consistent manner by all staff. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that Silver 
Fox Pharmacy's policy on the drug destruction of controlled substances was a 
recommendation to the licensee. However, on November 15, 2016, the Administrator #101 
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told the inspectors that the medication management program policies and procedures 
developed by Silver Fox Pharmacy are the policies and procedures for the home. The 
Administrator #101 also said that the licensee expected that staff would follow Silver Fox 
Pharmacy's policies and procedures, and that staff had been trained and told to follow Silver 
Fox Pharmacy's policies and procedures. This training was provided to registered staff by 
Silver Fox Pharmacy on August 22, and 23, 2016. Despite this, the licensee has a number of 
other policies and procedures that were developed by the licensee related to the 
management of the home's medication program that are currently in force and available to all 
staff. 

On January 23, 2017, Silver Fox Pharmacy Consultant #109 told the inspectors that the Silver · 
Fox Pharmacy has been a service provider in long-term care homes since June 2016. The 
Pharmacy Consultant #109 said that the policies and procedures provided by Silver Fox 
Pharmacy have been developed, implemented, evaluated, and updated in accordance with 
evidence best practices, and if there were none in accordance with prevailing practices, and 
that the policies and procedures provided by Silver Fox Pharmacy are based on requirements 
in the Long-Term Care Homes Act, 2007, and that they are based on prevailing practices from 
the College of Nurses of Ontario, and the Ontario College of Pharmacists. 

A Silver Fox Pharmacy's policy on the disposal and destruction of non-controlled substances 
that is based on evidence-based and prevailing practices and that is utilized by the licensee 
was not implemented. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy 
titled "Documentation and Storage of Medications Disposal of Non-Controlled Medications", 
Policy 5.6, dated June 2016 as the policy of the home. Silver Fox Pharmacy Consultant #109 
told the inspectors that this policy is based on prevailing practices within the industry. This 
policy states in part: 

•The following medications should be placed in buckets, transdermal patches, medications 
removed from the blister packets and med strips. Inhalers, liquid, nasal, eye and ear 
preparations are opened and dumped. Vials, cartridges, and ampules are opened and 
emptied. Creams and ointments are opened and dumped. 

• An annual schedule of medication destruction pick up dates was provided to the homes at 
the beginning of each calendar year. 

• Medications awaiting destruction must be stored in a secure, designated area within the 
home, separate from medications that were to be administered to the residents. 

•The Medication Destruction Form should be signed and dated by both of the staff members 
who participated in the medication destruction. 

• The Medication Destruction Form must be retained in the home by the Director of Care for a 
minimum of 2 years. 
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The licensee also utilized Silver Fox Pharmacy's policy titled "Safe Storage of Medication", 
Policy 5.1 dated June 2016. Silver Fox Pharmacy Consultant #109 told the inspectors that 
this policy is based on prevailing practices within the industry. This policy states in part that: 

·Unused or wasted medication should be stored away from active medication in a locked 
area until it can be returned to Silver Fox Pharmacy. 

The licensee also has a policy that is developed for drug disposal. The licensee's current 
policy titled "Residents Rights, Care and Services - Medication Management- Drug 
Disposal" with a revised date of 2013-10-07 states in part: 

• All medications which are discontinued, unused, expired, recalled, deteriorated, unlabeled 
and in containers with worn, illegible, damaged, incomplete or missing labels shall be 
removed from general stock and stored in a safe and secure system awaiting drug 
destruction. 

• Drug disposal shall be documented on the Surplus Prescribed Drug Form after destruction 
has occurred. 

•The Surplus Prescribed Drug Form will be completed in full detailing the following 
information: date of destruction or removal of the drug, prescription number of the drug, 
Pharmacy name, Resident's name, drug name, strength and quantity, reason for destruction 
or removal. 

• The Director of Care will retain a copy of the Surplus Prescribed Drug Form for a two (2) 
year period. 

The licensee's current policy titled "Residents Rights, Care and Services - Medication 
Management - Drug Disposal" is not the same as Silver Fox Pharmacy's policy titled 
"Documentation and Storage of Medications Disposal of Non-Controlled Medications". 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that 
according to its drug destruction policy, the non-controlled substances were to be denatured 
to an extent where consumption or use was improbable; and that all drug components and 
anything considered a medication would be going into the buckets for destruction even though 
syringes were not something recommended to be placed in these buckets. 

On November 1 and 2, 2016, inspectors #610 and #658 observed the medication rooms and 
medication carts of the four home medication storage areas and noted the following: 

•In the Kent medication cart there was one insulin pen with a pharmacy label that was 
illegible, and did not have any resident identifying information. In the Oxford medication cart 
there was one insulin pen with a pharmacy label that was illegible and damaged, and also a 
second insulin pen label that was illegible, and had incomplete information. As a result, it was 
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not possible to identify which resident these three insulin pens were prescribed to . . 

• In the top drawer of the Kent medication cart, there was a bottle of Soflax, which had an 
expiry date of August 2016. 

·In the Lambton medication cart, there was a bottle of Soflax, which had an expiry date of 
September 2016. 

• Underneath the Oxford medication room sink there was a white bucket being used as a drug 
destruction container labelled "MPLN BLUE," and inside the bucket there was disposed pills, 
inhalers, glass vials, insulin cartridges, and a syringe. The lid to the white bucket was not 
securely fasten.ed and the inspectors were able to remove the lid from the bucket. Resident 
personal health information (PH I) was found in this bucket with disposed medication. 

• Under the Wildwood medication room sink, the inspectors found medications (including 
expired medications that had not been administered to residents on the date and time as per 
the directions from the prescriber), that were opened and left in medication cups, as well as 
unopened resident strip medication packages. 

• In the Lambton medication room there was medication in a brown box on the floor next to 
several white garbage bags that contained residents' medication packages with the residents' 
PHI. 

• In the Lambton medication room there was a white bucket being used as a drug destruction 
container, and inside the bucket there were resident identifiers, and the lid to the bucket was 
not securely fastened as the inspectors were able to remove the lid from the bucket. 

Silver Fox Pharmacy Medication System Audit Reports regarding .the medication 
management system in the home, showed that audits were completed by Silver Fox 
Pharmacy for the months of September, November, and December2016. The audits 
identified, among other things, that the licensee had not ensured the Silver Fox Pharmacy's 
policies and procedures were followed and implemented for medication drug destruction for 
non-controlled drug-substances; and that medication audits of carts had not been completed 
to ensure the removal of expired medication. 

The Director of Care #102 said that Silver Fox Pharmacy had brought to her attention that the 
drug destruction records (which would include the Medication Destruction Form referred to in 
Silver Fox Pharmacy's Policy) were not being kept or completed correctly by the registered 
staff for destruction of non-controlled drug substances. 

On November 15, 2016, the Administrator #101 acknowledged to the inspectors that the 
licensee's expectation was that all unlabeled or expired medications, or containers with worn, 
illegible, damaged, incomplete or missing labels would be destroyed and replaced. The 
Administrator #101 stated that the drug destruction of medications would be completed per 
the policy of the home, and that syringes would be disposed of in a sharps container. The 
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Administrator #101 acknowledged that the licensee should have been following Silver Fox 
Pharmacy's policy and procedure for the medication destruction of non-controlled drug 
substances and had not. 

The licensee failed to ensure that Silver Fox Pharmacy's policy on the disposal and 
destruction of non-controlled substances that is based on evidence-based and prevailing 
practices, was implemented as medications were not put in buckets, medications awaiting 
destruction were not stored in a secure, designated area within the home separate from 
medications to be administered to residents, unused or wasted medication was not stored 
away from active medication. 

B. Silver Fox Pharmacy's policy on the management of narcotics and controlled substances 
which is based on evidence-based practices and prevailing practices, and utilized by the 
licensee, was not implemented. 

The ·licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy 
titled "Documentation and Storage of Medication Controlled Substance Documentation", 
Policy 5.3 dated June 2016 as the policy of the home. Silver Fox Pharmacy Consultant #109 
told the inspectors that this policy is based on prevailing practices within the industry. This 
policy states in part that Counts must be done at every shift change with two staff members 
on the Controlled Substance Shift Count Record. Both staff members must be present and 
complete the count together. 

• An audit of the daily controlled substances count sheet is to be completed by the staff at the 
home on a monthly basis. 

•All discrepancies must be reported immediately to the Director of Care. 

The licensee also has a policy that it developed for the management of narcotics and 
controlled substances. The licensee's current policy titled "Medication Management Narcotics 
and Controlled Substances" with a revised date of 2013-10-07 states in part: 

•A count of narcotics shall be completed by the off going and incoming registered staff 
member at change of shift and whenever an exchange of medication keys takes place. 

• All Narcotic counts shall be documented in permanent ball point ink. 

The licensee's current policy titled "Medication Management Narcotics and Controlled 
Substances" is not the same as Silver Fox Pharmacy's policy titled "Documentation and 
Storage of Medication Controlled Substance Documentation". A review of the Controlled 
Substance Shift Count sheets provided by Silver Fox Pharmacy with a date range of October 
24, 2016 to November 11, 2016, showed that on October 24, 25, 26, 27, and 30, and 
November 2, 3, 4, and 6, 2016, that two staff had not counted and verified the controlled 
substances of every shift. On these spetified dates, registered staff had failed to complete the 
signage on the Controlled Substance Shift Count sheets. The counting and verifying by two 

Page 9 of/de 22 

LTCI00040984 



f')h f "> //r Ontario 

Ministry of Health and 
Long· Term Care 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O_ 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins cle longue dun~e. L.O. 2007, chap. 8 

staff of controlled substances at every shift change was not completed as required by Silver 
Fox Pharmacy's policy, which is the policy of the home. 

On November 7, 2016, the Administrator #101 told the inspectors that the licensee's 
expectation was that two registered staff would sign off on each shiff when completing the 
narcotic count. 

The Silver Fox Pharmacy Consultant #109 said that they provide education to staff as well as 
all documents for drug record or administration of controlled substances. But if that didn't 
happen, their role as the pharmacy service provider in relation to the medication management 
system as a whole, is to notify management and try to coordinate a plan to minimize the 
recurrence of any errors. · 

The Staff Educator #103 said that the registered nursing staff received education related to 
Silver Fox Pharmacy's policies and procedures on August 22, and 23, 2016. 

The licensee failed to ensure that Silver Fox Pharmacy's policy on the management of 
narcotics and controlled substances that is based on evidence-based and prevailing practices 
and that is utilized by the licensee was implemented as two staff had not counted, verified and 
documented on the count sheets for controlled substances at every shift change. 

2. The licensee has failed to ensure that no drug is acquired, received or stored by or in the 
home or kept by a resident unless the drug (a) has been prescribed for a resident or obtained 
for the purposes of the emergency drug supply, or (b) has been provided by, or through an 
arrangement made by, the pharmacy service provider or the Government of Ontario. 0 . Reg. 
79/10, s. 122(1). 

On November 1, 2016, at 1020 hours, the inspectors observed the Kent medication ·room and 
medication cart and noted that in the locked box in the medication cart there were two bottles 
of Tylenol #1. Neither bottle of Tylenol #1 had labels or packaging information provided by the 
pharmacy. Instead, the two bottles had a piece of tape on the lid on which the residenf s first 
name and quantity of medication were hand written. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 was shown pictures of.the two 
bottles of Tylenol #1. Silver Fox Pharmacy Consultant #109 stated that they did not believe 
those bottles were provided by Silver Fox Pharmacy, and that they understood, according to 
the Act, that medications only came from the pharmacy service provider or the Government of 
Ontatio Pharmacy. 

On November 9, 2016, DOC #102 told the inspectors, when asked about the labeling on the 
Tylenol #1 bottles, that the home does not receive medications from Silver Fox Pharmac"y 
without labeling. 
The licensee failed to ensure that no drug is acquired, received or stored by or in the home or 
kept by a resident unless the drug (a) has been prescribed for a resident or obtained for the 
purposes of the emergency drug supply, or (b) has been provided by, or through an 
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arrangement made by, the pharmacy service provider or the Government of Ontario 
Pharmacy. 

3. The licensee has failed to ensure that drugs remain in the original labelled container or 
package provided by the pharmacy service provider or the Government of Ontario until 
administered to a resident or destroyed. 0 . Reg. 79/10, s. 126. 

On October 31 , 2016, at approximately 1430 hours, inspectors #610 and #658 obs~rved the 
medication cart in the Oxford medication room and noted that there were medications in 
medication cups for three residents in the fourth drawer. As the medications were in 
medication cups, they were not in the original labelled package provided by the pharmacy. 
The only information identifying the medications were the top of the strip packages provided 
by the pharmacy including: the residents' name, and date and t ime of administration which 
was for 1200 hours on October 31, 2016. There was no identifying information connecting the 
resident to the medications in the cups to identify who was to receive the medications. As a 
result, the medications were in the medication cups for approximately 2.5 hours, and not in 
their original labelled packaging provided by the pharmacy. 

On November 1, 2016, the inspectors observed the Oxford medication cart and noted that 
there was one insulin pen with a pharmacy label that was illegible and damaged, and also a 
second insulin pen label that was illegible and had incomplete information. It was not possible 
to identify which residents these two insulin pens were prescribed for. 

On November 1, 2016, at 1020 hours, the inspectors observed the Kent medication room and 
medication cart and noted the following: 

•There was one insulin pen with a pharmacy label that was illegible and d id not have any 
resident identifying information. There was also an insulin pen with a Silver Fox Pharmacy 
label that was worn off and the resident's name and "NR'"were hand-written with ink. It was 
not possible to identify which residents these insulin pens were prescribed for. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy 
titled "Safe Storage of Medication", Policy 5.1 dated June 2016. This policy states in part: 

.•All medication should remain in the original Silver Fox container until they are administered 
to an individual; and 

• Unused or wasted medication should be stored away from active medication in a locked 
area until it can be returned to Silver Fox Pharmacy. 

The licensee also has a pol icy that it developed pertaining to the packaging and labeling of 
medications. The licensee's current Policy titled "Administration of Medications" with a 
revised date of 2015-07 -24 states in part: · 

•Administer medication only from properly labelled vials, packages, strip pouches, and blister 
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packs dispensed from pharmacy. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 said that the expectation of 
labeling and packaging of medications was that anything that came from the pharmacy 
service provider would not be altered, and that if a medication had an illegible label, the 
medication would be removed and would not be used for administration. 

Silver Fox Pharmacy Medication System Audit Reports regarding the medication 
management system in the home showed that audits were completed by Silver Fox Pharmacy 
for the months of September, November, and December2016. The audits identified, among 
other things, that labeling of insulin cartridges and medication did not have the pharmacy 
labels for resident identifiers and prescribed orders. 

On November 15, 2016, Administrator #101 acknowledged that missing or illegible labels 
should be replaced on unlabeled and expired medications, or on containers w ith worn, 
illegible, damaged, incomplete, or missing labels. 

The licensee failed to ensure that drugs remained in the original labeled container or package 
provided by the pharmacy service provider until administered to a resident or destroyed. 

4. The licensee has failed to ensure that controlled substances were stored in a separate 
locked area within the locked medication cart. 0 . Reg. 79/10, s. 129 (1 )(b). 

On October 31, 2016, at approximately 1430 hours, the inspectors observed the medication 
room and medication cart for the Oxford (Pink) home area. The inspectors observed 
controlled substances within the locked medication cart in the fourth drawer with non
controlled medications. Specifically, the inspectors observed the following controlled 
substances: two Hydromorphone 1 milliliter (ml) ampules left in a medication cup that had 
been opened and used for a resident, with a clear substance remaining in both ampules. 
Upon further review, the medication cart contained a separate locked area in the bottom 
drawer but these controlled substances were not in that separate locked area. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy 
titled "Documentation and Storage of Medication Controlled Substance Documentation", 
Policy 5.3 dated June 2016. This policy states in part that: 

• "Every controlled substance in the home must be stored separately from other items and 
must be double locked." · 

The licensee's current policy titled "Medication Management-Drug Storage" with a revised 
date of 2013-10-07 states in part that: 

• Staff are to ensure that all narcotics are stored in a double locked, permanently affixed 
compartment within the general medication cart and or medication room . 
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On October 31, 2016, due to the immediate risk presented by the opened and unsecured 
Hydromorphone ampules, the inspectors asked Administrator#101 to observe the controlled 
substances that were in the fourth drawer of the medication cart. Adm ini'strator #101 observed 
the fourth drawer of the medication cart and told the inspectors that the opened and 
unsecured Hydromorphone ampules were not stored in accordance with the licensee's policy 
on the storage of narcotics. 

After the inspectors brought the unsecured Hydromorphone ampules to the attention of 
Administrator #101, a medication incident report was completed. 

On November 9, 2016, Registered Practical Nurse (RPN) # 107 told the inspectors that she 
completed a medication incident report dated November 2, 2016, regarding the opened and 
unsecured controlled narcotic Hydromorphone ampules that were observed by the inspectors 
on October 31, 2016. RPN #107 said that the process for using and discarding a controlled 
substance was to: 

• Withdraw the amount required for the resident; · 

• Leave any remaining unused medication in the ampule; 

• Co-sign with the second nurse; and 

• Discard the ampule with the unused medication into the sharps container. 

The medication incident report dated November 2, 2016, related to the incident that occurred 
on October 31, 2016, showed that the RPN #107 received re-education on the licensee's drug 
disposal policy, a quiz on the medication practice standard from the College of Nurses of 
Ontario, and a written warning from the Director of Care #102. 

The licensee failed to ensure that controlled substances were stored in a separate, double
locked area within the locked medication cart. 

5. The licensee has failed to ensure that st1;7ps were taken to ensure the security of the drug 
supply, including that a monthly audit was undertaken of the daily count sheets of controlled 
substances to determine if there were any discrepancies, and that immediate action was 
taken if any discrepancies were discovered. 0 . Reg. 79/10, s.130. 3. 

Silver Fox Pharmacy completed its own audits for September, November, and December, 
2016, regarding the medication management system in the home. These audits showed that 
the licensee had not completed audits of the daily count sheets for controlled substances to 
verify counts and to resolve any discrepancies immediately. 

On January 12, 2017, the DOC #102 told inspector #658 that they have a tool to audit the 
controlled substances, that this audit process was the responsibility of the DOC, and had not 
been implemented. 
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The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy 
titled "Documentation and Storage of Medication Controlled Substance Documentation", 
Policy 5.3 dated June 2016. This policy states in part: 

·Counts must be done at every shift change with two staff members on the Controlled 
Substance Shift Count Record. Both staff members must be present and complete the count 
together. 

• An audit of the daily controlled substances count sheet is to be completed by the staff at the 
home on a monthly basis. 

•All discrepancies must be reported immediately to the Director of Care. 

The DOC #102 told the inspectors that the licensee had not completed monthly audits of the 
controlled substances as per the homes policy for August 2016, to January 12, 2017, and that 
the licensee's expectation is that monthly audits are completed and that any discrepancies 
are addressed immediately. 

On November 9, 2016, the Administrator #101 told the inspectors that the licensee's 
expectation was that two registered staff would sign off on each narcotic count completed at 
every shift change. 

A review of the Controlled Substance Shift Count sheets provided by Silver Fox Pharmacy 
with a date range of October 24, 2016 to November 11, 2016, showed that on October 24, 25, 
26, 27, and 30, and November 2, 3, 4, and 6, 2016, that two staff had not counted and verified 
the controlled substances of every shift. On these specified dates, registered staff had not 
signed the Controlled Substance Shift Count sheets. In an interview with the DOC #102 said 
they were aware of the results of the missing signatures on the controlled substance records 
by the pharmacy audits and staff informing her. 

The licensee failed to ensure that a monthly audit was undertaken of the daily count sheets of 
controlled substances to determine if there were any discrepancies, and that immediate action 
was taken if any discrepancies were discovered. 

6. The licensee has failed to ensure that no drug was administered to residents unless the 
drug was prescribed for the resident. 0 . Reg. 79/10, s. 131 (1 ). 

On November 16, 2016, a Controlled Substance Administration Record for resident-was 
reviewed in the Oxford medication room. The record showed that resident .. receiVed 
Hydromorphone HCI 1 milligram (mg) tablet by mouth every four hours as needed. Record 
review of resident-electronic medication administration record indicated that they had 
an order for Hydromorphone HCI 1 mg tablet by mouth every six hours as needed. The 
Controlled Substance Administration Record for r~sident ndicated that the sam.e 
medication that was ordered, purchased, and prescribed for residen was borrowed and 
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administered to resident-four times in two days. 

The Controlled Substance Administration Record for resident .. showed that on October 
27, 2016, resident .. was given one dose of Hydromorphone HCL 1 mg, and on October 
28, 2016, three more doses of Hydromorphone HCL 1 mg were administered to resident_ 
from resident medication card. 

On November 17, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that if staff 
ran out of medications, they would access the emergency drug supply first, and then contact 
the on-call pharmacist. Silver Fox Pharmacy Consultant #109 further explained that borrowing 
medication (giving a resident the medication. that was prescribed for another resident) was not 
a practice they recommended and that the medication for residen~should have been 
reordered as required. 

The Silver Fox Pharmacy Emergency Pharmacy Procedures Policy 3.9 states: 

•"Silver Fox Pharmacy provided 24/7/365 emergency medication service outside of their 
business hours". 

The licensee's current policy titled "Administration of Medication", with a revised date of 2015-
07 -24 states in part that staff are to: 

•Apply the "rights" of medication administration, including the right resident. 

On November 17, 2016, Director of Care (DOC) #102 told the inspectors that the licensee's 
. expectation was that residents would only be administered medications that were ordered and 
prescribed for that resident, and dispensed to that resident by the home's pharmacy service 
provider. 

The licensee failed to ensure that resident-was administered only the medication that 
was prescribed for resident lllllll:'hen resident -was administered medication that had 
been prescribed for resident -

7. The licensee has failed to ensure that no person administered a drug to a resident in the 
home unless that person was a physician, dentist, registered nurse or a registered practical 
nurse or a nursing student 0. Reg. 79/10, s. 131 (3). 

On October 31, 2016, at approximately 1145 hours, RPN #118 was observed pouring a 
medication called "Resource 2.0" that was prescribed for resident .. The RPN proceeded 
to the dining room and gave the Resource 2.0 to Personal Support Worker (PSW) #125. The 
RPN then walked back to the Kent medication cart, and the inspectors observed PSW #125 
administer the Resource 2.0 to resident .. 

The licensee's current policy titled "Medication Administration Record," with a revised date of 
2015-07-24 states: 
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·"All medications shall be administered only by those authorized under.the Health 
Professionals Act and their respective regulatory colleges". 

On November 18, 2016, RPN #118 told the inspectors that the Resource 2.0 was on the 
Electronic Medication Administration Record (eMAR) and registered staff signed for the 
Resource 2.0 as ordered and prescribed for the resident. 

The Administrator #101 told the inspectors that their understanding was that whoever 
dispensed the medication administered the medication, and acknowledged that Resource 2.0 
was a medication that should not be administered by PSWs. 

The licensee failed to ensure that no person administers a drug to a resident in the home 
unless that p·erson was a physician, dentist, registered nurse or a registered a practical nurse. 

8. The licensee has failed to ensure that a drug record was established, maintained and kept 
in the home for at least two years, in which the following information was recorded, in respect 
of every drug that was ordered and received in the home: 

1. The date the drug was ordered. 
2. The signature of the person placing the order. 
3. The name, strength and quantity of the drug. 
4. The name of the place from which the drug was ordered. 
5. The name of the resident for whom the drug was prescribed, where applicable. 
6. The prescription number, where applicable. 
7. The date the drug was received in the home. 
8. The signature of the person acknowledging receipt of the drug on behalf of the home. 
9. Where applicable, the information required under subsection 136 (4). 0 . Reg. 79/10, s. 
133. 

On November 2, 2016, the inspectors reviewed the drug record book in the Oxford medication 
room, which showed that resident-,ad Hydromorphone 12 milligr~g) re-ordered for 
them on October 19, 2016. The medication was received for resident-on October 27, 
2016, per the medication label on the medication card in the controlled medication bin in the 
medication cart. The resident was administered the medication on October 28, 29, 30, 31, and 
November 1, 2, and 3, 2016. For this medication received for resident ~on October 27, 
2016, the drug record book did not include the prescription number, the quantity of tablets, or 
the signature of the person acknowledging receipt of the drug on behalf of the home. 

The inspectors reviewed the Oxford drug record book with a date range from October 1 to 
October 31 , 2016. The drug record book showed that a total of 122 drug re-orders were 
made during this time period. Also showed 116 of the 122 drug re-orders were not completed 
in their entirety as the drug record for each of. these 116 re-orders did not show the quantity of 
the drug that was ordered, the prescription number for the drug that was ordered, the date the 
drug was received in the home, or the signature of the person acknowledging receipt of the 
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drug on behalf of the home. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy 
titled "Drug Record", Policy 3.3 dated June 2016. This policy states in part that: 

• The Drug Record (DR) was intended to be a record of all medications that were ordered and 
received by the home. 

• Once the new or repeated medication had been received at the home, the person checking 
it in will sign, date, record the new prescription number and the quantity received. Any staff 
member may check the DR to verify that the medication had been received within the home. 

Silver Fox Pharmacy Medication System Audit Reports regarding the medication 
management system in the home for audits that were completed by Silver Fox Pharmacy for 
the months of September, November, and December2016 identified, among other things, that 
the drug record book was not being maintained and drug records were not kept; and that the 
drug record book was not being signed properly for ordering and re-ordering and receiving of 
medication by staff. 

The Administrator #101 told the inspectors that when the medication was delivered to the 
home from the pharmacy, it was the expectation that staff would be signing in the delivered 
medications in the drug record book. · 

The licensee failed to ensure that the following information was recorded in the drug record in 
respect of every drug that was ordered and received in the home, in accordance with o_ Reg. 
79/10, s. 133: 

3. The quantity of the drug; 
6. The prescription number; 
7. The date the drug was received in the home; and 
8. The signature of the person acknowledging receipt of the drug on behalf of the home. 

9. The licensee failed to ensure that a plan, policy, protocol, procedure, strategy or system 
that ·is required by the Long-Term Care Homes Act, 2007 or O.Reg. 79/10 was complied with. 
O.Reg. 79/10, s. 8(1) (b). 

The licensee is required by 0 . Reg. 79/1 O, s. 136( 1) tQ have a written drug destruction and 
disposal policy. 0. Reg. 79/10, s. 136(4) states that the written drug destruction and disposal 
policy must provide that where a drug that was to be destroyed was a controlled substance, 
the applicable team members document the following in the drug record: the date of removal 
of the drug from the drug storage area; the name of the resident for whom the drug was 
prescribed, where applicable; the prescription number of the drug, where applicable; the 
drug's name, strength and quantity; the reason for destruction; the date when the drug was 
destroyed; the names of the persons who destroyed the drug; and the manner of destruction 
of the drug. 

Page 17 of/de 22 

L TCI00040984 



('~ t > vr Ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 cle la Loi de 2007 sur /es foyers 
de soins de longue dun~e. LO. 2007, chap. 8 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy 
titled "Documentation and Storage of Medication Disposal of Controlled Medications," Policy 
5. 7 dated June 2016]. This policy states in part that: 

• With two registered staff members present, the remaining quantity of medication is circled on 
the controlled substance administration record and documented in the appropriate space. A 
diagonal line should be drawn through the remaining spaces on the count sheet space; the 
reason for the destruction should be documented on the count sheet. The form is to then be 
signed in the appropriate space by two registered staff. 

The inspectors reviewed the controlled substance administration records for five residents 
with dates ranging from September, to October 2016 and identified that all of the sheets were 
incomplete. Review of all five residents' controlled substance administration records showed 
that the reason for the drug destruction, the two registered staff signatures signed for when 
controlled substances were removed, the quantity removed, and the removal dates were not 
documented. Four out of the five controlled substance administration records did not have the 
remaining quantity of the medication circled, and two of the five records did not have a 
diagonal line drawn through the remaining spaces as directed by Silver Fox Pharmacy's 
policy. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that they 
believed that staff were educated on how to use the controlled substance administration 
record for destruction and that it would have been covered during the education provided by 
Silver Fox Pharmacy to registered staff in the home on August 22, and 23, 2016. 

On November 15, 2016, the Administrator #101 told the inspectors that it was an expectation 
that the home would be following the policy from Silver Fox Pharmacy related to drug 
destruction of a controlled substance. 

The licensee failed to comply with the drug destruction and disposal policy requ ired by 0 . Reg 
79/10, s. 136( 1) by failing to ensure that where a controlled substance was destroyed the 
applicable team members documented the information required bys. 0 . Reg. 79/10, s. 
136(4). 

10. The licensee failed to comply with 0. Reg. 79/10, s. 134(b), ensuring that appropriate 
actions were 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. 

Resident ~as admitted to the home on June 15, 2016, per the census record in Point 
Click Care (PCC). Review of the resident's diagnosis showed that the resident had Chronic 
Obstructive Pulmonary Disease (COPD), Benign Hypertension, Thyrotoxicosis, and Anxiety 
disorder. 

The_resident's pain assessment in PCC completed on June 15, 2016, showed that the 
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resident was receiving pain medication for Cancer and COPD. 
November 8, 2016. 

deceased on 

Review of the electronic administration medication record (eMAR) for October 7, 2016, 
showed that resident-was to receive Hydromorphone HCI Solution at 0800 hours and 
1100 hours. 

The progress notes in PCC for resident-dated October 7, 2016, created by RPN #1 17 
read: "HYDROmorphone HCI Solution 2 MG/ML Inject 0.5 ml subcutaneously two times a day 
for dyspnea via butterfly at 08:00 and 11 :00 (0.5ml=1 mg), not given past the administration 
time". The progress notes in PCC dated October 7, 2016 showed that resident #004 had not 
received the 1100 hours medication ordered and prescribed. 

Further review of the eMAR and PCC showed that there was no further action taken to 
respond to the omission of medication, and the resident had not been reassessed for pain 
management. 

On November 18, 2016, RPN #117 told the inspectors that they did not give the medication to 
resident-on October 7, 2016 as prescribed, had not completed a medication incident 
report and that there was no further action taken to assess the resident's pain as a result of 
the omission of medication. 

On November 17, 2016, DOC #102 told the inspectors that she was not aware of the 
medication incident for resident-and that a medication incident report should have been 
completed and had not been completed. 

The licensee failed to ensure that app~te actions were taken in response to the 
medication incident involving resident - (610) 

This order must be complied with by I Vous 
devez vous conformer a cet ordre d'ici le : Apr 06, 2017 
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REVIEW/APPEAL INFORMATION 
TAKE NOTICE: 

The Licensee has the right to request a review by the Director of this (these) Order(s) and to request 
that the Director stay this (these) Order(s) in accordance with section 163 of the Long-Term Care 
Homes Act, 2007. 

The request for review by the Director must be made in writing and be served on the Director within 
28 days from the day the order was served on the Licensee. 

The written request for review must include, 

(a) the portions of the order in respect of which the review is requested; 
(b) any submissions that the Licensee wishes the Director to consider; and 
(c) an address for services for the Licensee. · 

The written request for review must be served personally, by registered mail or by fax upon: 

Director 
c/o Appeals Coordinator 
Long-Term Care Inspections Branch 
Ministry of Health and Long-Term Care 
1075 Bay Street, 11th Floor 
TORONTO, ON 
M5S-2B1 
Fax: 416-327-7603 

When service is made by registered mail, it is deemed to be made on the fifth day after the day of 
mailing and when service is made by fax, it is deemed to be made on the first business day after the 

· day the fax is sent. If the Licensee is not served with written notice of the Director's decision within 
28 days of receipt of the Licensee's request for review, this(these) Order(s) is(are) deemed to be 
confirmed by the Director and the Licensee is deemed to have been served with a copy of that 
decision on the expiry of the 28 day period. 

The Licensee has the right to· appeal the Director's decision on a request for review of an Inspector's 
Order(s) to the Health Services Appeal and Review Board (HSARB) in accordance with section 164 
of the Long-Term Care Homes Act, 2007. The HSARB is an independent tribunal not connected with 
the Ministry. They are established by legislation to review matters concerning health care services. If 
the Licensee decides to request a hearing, the Licensee must, within 28 days of being served with 
the notice of the Director's decision, give a written notice of appeal to both: 

Page 20 of/de 22 

LTCI00040984 



f'):.:: 
t > //r Ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, LO. 2007, chap. 8 

Health Services Appeal and Review Board and the Director 

Attention Registrar 
151 Bloor Street West 
9th Floor 
Toronto, ON M5S 2T5 

Director 
c/o Appeals Coordinator 
Long-Term Care Inspections Branch 
Ministry of Health and Long-Term Care 
1075 Bay Street, 11th Floor 
TORONTO, ON 
M5S-2B1 
Fax: 416-327-7603 

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide instructions 
regarding the appeal process. The Licensee may learn 
more about the HSARB on the website www.hsarb.on.ca. 

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL 

PRENDRE AVIS 

En vertu de !'article 163 de la Loi de 2007 sur les foyers de soins de longue duree, le titulaire de 
permis peut demander au directeur de reexaminer l'ordre ou les ordres qu'il a donne et d'en 
suspendre !'execution. 

La demande de reexamen doit etre presentee par ecrit et est signifiee au directeur dans les 28 jours 
qui suivent la signification de l'ordre au titulaire de permis. 

La demands de reexamen doit contenir ce qui suit : 

a) les parties de l'ordre qui font l'objet de la demande de reexamen; 
b) les observations que le titulaire de permis souhaite que le directeur examine; 
c) l'adresse du titulaire de permis aux fins de signification. 

La demande ecrite est signifiee en personne ou envoyee par courrier recommande ou par 
telecopieur au : 

Directeur 
a/s Coordinateur des appels 
Inspection de soins de longue duree 
Ministere de la Sante et des Soins de longue duree 
1075, rue Bay, 11 e etage 
Ontario, ON 
M5S-2B1 
Fax: 416-327-7603 
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Ministry of Health and 
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Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de I' article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, LO. 2007, chap. 8 

Les demandes envoyees par courrier recommande sont reputees avoir ete signifiees le cinquieme 
jour suivant l'envoi et, en cas de transmission par telecopieur, la signification est reputes faite le jour 
ouvrable suivant l'envoi. Si le titulaire de permis ne rec;oit pas d'avis ecrit de la decision du directeur 
dans les 28 jours suivant la signification de la demande de reexamen, l'ordre ou les ordres sont 
reputes confirmes par le directeur. Dans ce cas, le titulaire de permis est repute avoir rec;u une copie 
de la decision avant !'expiration du delai de 28 jours. 

En vertu de I' article 164 de la Loi. de 2007 sur les foyers de soins de longue duree, le titulaire de 
perm is a le droit d'interjeter appel, aupres de la Commission d'appel et de revision des services de 
sante, de la decision rendue par le directeur au sujet d'une demande de reexamen d'un ordre ou 
d'ordres donnes par un inspecteur. La Commission est un tribunal independant du ministere. II a ete 
etabli en vertu de la loi et ii a pour mandat de trancher des litiges concernant les services de sante. 
Le titulaire de perm is qui decide de demander une audience doit, dans les 28 jours qui suivent celui 
ou lui a ete signifie l'avis de decision du directeur, faire parvenir un avis d'appel ecrit aux deux 
endroits suivants : 

A !'attention du registraire · 
Commission d'appel et de revision.des 
services de sante 
151 , rue Bloor Quest, 9e etage 
Toronto (Ontario) MSS 2T5 

Directeur 
a/s Coordinateur des appels 
Inspection de soins de longue duree 
Ministere de la Sante et des Soins de longue duree 
1075, rue Bay, 11 e etage 
Ontario, ON 
M5S-281 
Fax: 416-327-7603 

La Commission accusera reception des avis d'appel et transmettra des instructions sur la fac;on de 
proceder pour interjeter appel. Les titulaires de perm is peuvent se renseigner sur la Commission 
d 'appel et de revision des services de sante en consultant son site Web, au www.hsarb.on.ca. 

Issued on this 6th day of February, 2017 

Signature of Inspector I 
Signature de l'inspecteur: 

Name of Inspector I 
Norn de l'inspecteur: 

Service Area Office I 
Bureau regional de services : 
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Soins de longue duree ('~ t > vr Ontario Inspection Report under 

the Long-Term Care 
Homes Act, 2007 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

Long-Term Care Homes Division 
Long-Term Care Inspections Branch 

Division des foyers de soins de 
longue duree 
Inspection de soins de longue dun~e 

London Service Area Office 
130 Dufferin Avenue 4th floor 
LONDON ON N6A 5R2 
Telephone: (51 9) 873-1200 
Facsimile: (51 9) 873-1300 

Bureau regional de services de 
London 
130 avenue Dufferin 4eme etage 
LONDON ON N6A 5R2 
Telephone: (519) 873-1200 
Telecopieur: (519) 873-1300 

Licensee Copy/Copie du titulaire de permis 

Report Date( s) I 
Date(s) du Rapport 

Feb 6, Aug 15, 2017 

Inspection No I 
No de !'inspection 

2016_254610_0033 

Licensee/Titulaire de permis 

MEADOW PARK (LONDON) INC 
689 YONGE STREET MIDLAND ON L4R 2E1 

Log#/ 
No de registre 

029630-16 

Long-Term Care Home/Foyer de soins de tongue dun~e 

MEADOW PARK (LONDON) INC. 
1210 SOUTHDALE ROAD EAST LONDON ON N6E 184 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 
NATALIE MORONEY (610), NEIL KIKUTA (658), RHONDA KUKOLY (213) 

Type of Inspection/ 
Genre d'inspection 
Critical Incident 
System · 

Inspection Summary/Resume de !'inspection 

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

This inspection was conducted on the following date(s): October 28, 31, November 1, 2, 3, 8, 9, 
15, 16, 17, 18, 30, December 1, 2, 5, 6, 7, 8, 16, 19, 21, 22, 2016, and January 5, 6, 10, 11, 12, 13, 
16, 17, 18, 20, 25, 27, 30, 31, February 1, 2, 8, 10, 13, 14, 15, 16, 22, and 23, 2017. 

This Critical Incident was inspected related to M~dication, Reporting and Complaints, Critical 
Incidents, Hospitalization and Change in Condition.Medication, Training and Orientation, 
Critical Incident Response Reporting, and Sufficient Staffing. 

The following Complaint inspections were conducted concurrently during the course of this 
inspection: 

Complaint Log #027003-16 IL #46493-LO related to alleged abuse. 
Complaint Log #030802-16 IL-#47518-LO related to alleged abuse. 
Complaint Log #033880-16 IL #48305-LO related to alleged abuse. 
Complaint Log #033785-16 IL #48278-LO related to alleged abuse. 
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The following Critical Incident inspections were conducted concurrently during the course of 
this inspection: 

Critical Incident Log #028004-16 CIS #2643-000025-16 related to alleged abuse. 
Critical Incident Log #030414-16 CIS #2643-000028-16 related to alleged abuse. 
Critical Incident Log #030415-16 CIS #2643-000029-16 related to alleged abuse. 
Critical Incident Log #030857-16 CIS #2643-000009-17 related to alleged abuse. 
Critical Incident Log #031648-16 CIS #2643-000032-16 related to alleged abuse. 
Critical Incident Log #000391-17 CIS #2643-000001 -17 related to alleged abuse. 
Critical Incident Log #003230-17 CIS #2643-000005-17 related to alleged abuse. 
Critical Incident Log #004430-17 CIS #2643-000010-17 related to alleged abuse. 
Critical Incident Log #006739-17 CIS #2643-000016-17 related to alleged abuse. 
Critical Incident Log #030906-16 CIS #2643-000031-16 related to alleged abuse. 

During the course of the inspection, the inspector(s) spoke with the Chief Operating Officer, 
the Director of Long Term Care Operations, the Care Services Coordinator, the Administrator, 
the Director of Care, the acting Administrator, a previous Administrator, a previous Director of 
care, a previous Co-Director of Care, two Lawyers, two Physicians, the Pharmacy Consultant, 
the Co-Director of Care, the Restorative Care Coordinator, the Environmental Services 
Supervisor, two Staff Educators, the Registered Dietitian, the Administrative Assistant, three 
Registered Nurses, 11 Registered Practical Nurses, and 18 Personal Support Workers, 
families, and residents. · 

During the months of October, November, December 2016, January, and February 2017, 
inspectors completed observations of the medication rooms, medication carts, medication 
administration, drug destruction of controlled substances and non-controlled drug 
substances, documentation related to signage of ordering and receiving medication from 
pharmacy, documentation for medication administration on the Electronic Medication 
Administration Record (eMAR), and signage of controlled substances by the registered staff. 
Completed health care record reviews, resident care observations and any other relevant 
documentation at that time of the inspection. From the record reviews, interviews, and 
observations, non-compliance with the following requirements was identified. 

The following Inspection Protocols were used during this inspection: 
Critical Incident Response 
Hospitalization and Change in Condition 
Medication 
Reporting and Complaints 
Sufficient Staffing 
Training and Orientation 
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During the course of this inspection, Non-Compliances were issued. 
8 WN(s) 
7 VPC(s) 
1 CO(s) 
0 DR(s) 
0 WAO(s) 

NON-COMPLIANCE I NON - RESPECT DES EXIGENCES 
Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 

Legende 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO- Ordres: travaux et activites 

Non-compliance with requirements under Le non-respect des exigences de la Loi de 
the Long-Term Care Homes Act, 2007 2007 sur les foyers de soins de longue 
(L TCHA) was found, (a requirement under duree (LFSLD) a ete constate, (une 
the L TCHA includes the requirements exigence de la loi comprend les exigences 
contained in the items listed in the qui font partie des elements enumeres 
definition of "requirement under this Act" in dans la definition de « exigence prevue 
subsection 2(1) of the L tCHA). par la presente loi », au paragraphe 2(1) 

de la LFSLD. . 

The following constitutes written Ce qui suit constitue un avis ecrit de non-
notification of non-compliance under respect aux termes du paragraphe 1 de 
paragraph 1 of section 152 of the L TCHA. !'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 19. Duty to 
protect 

Page 3 of/de 39 

L TCI00040987 



('~ 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et des 
Soins de longue duree 

t?ontario Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

Specifically failed to comply with the following: 

s. 19. (1) Every licensee of a long-term care home shall protect residents from abuse by 
anyone and shall ensure that residents are not neglected by the licensee or staff. 2007, c. 8, 
s. 19 (1). 

Findings/Faits saillants : 

1 . The licensee failed to ensure that residents were protected from abuse by anyone and that 
residents were not neglected by the licensee or staff. 

"Neglect" means the failure to provide a resident with the treatment, care, services or assistance 
required for health, safety or well-being, and includes inaction or a pattern of inaction that 
jeopardizes the health, safety or well-being of one or more residents. 

The medication reconciliation and admission order form dated June 3, 2014, showed that res ident 
-was to have a catheter change every six weeks and staff were to monitor catheter output every 
shift however, there was no physician's order that included the size and type of catheter to be used 
and registered staff neglected to clarify the order with the physician. 

The minimum data set (MOS) assessment with an initiation date of June 3, 2014 section H showed 
that the resident had an indwelling catheter. The resident assessment protocol (RAP) with an 
initiation date of June 3, 2014 stated that the indwelling catheter was inserted prior to the residents 
admission June 3, 2014 and was being monitored, irrigated and emptied every shift. 

The resident's care plan for toileting was not initiated until June 29, 2014, twenty six days after the 
resident was admitted to the home. It stated the resident required assistance/potential to restore 
function to maximum self-sufficiency for the physical process of toileting related to impaired mobility, 
catheter/ostomy. There were no goals or interventions/tasks identified for the catheter use nor did it 
provide clear direction for staff in managing the care of the catheter. 

A review of the resident's health record showed that the home was provided patient follow up 
information from London Health Science Centre on admission that included recommendations to the 
nursing home. The information stated: · 

1. "Please remove Foley catheter at 6 a.m. (June 9, 2014) and check post void residual and if 
patient didn't urinate after 8 hours from removal please reinsert the Foley catheter. 

2. The patient will follow up with Urologist in 1-2 weeks to reassess the urinary retention. 

3. Ramipril, Propranolol, and Hydrochlorothiazide on hold due to stable blood pressure. Please 
check blood pressure in few weeks and consider starting them if blood pressure· wasn't controlled". 

Review of resident - health record showed that these instructions w ere neglected to be 
transcribed into the physician's orders and the catheter was not removed· on June 9, 2014, as 
recommended upon admission. 
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A physician's order dated June 10, 2014 stated to change the urinary catheter and send a sample 
for culture and sensitivity. Progress notes dated June 10, 2014, at 2317 hours by RN #152 showed 
that the physician's order was received and the procedure completed at 1630 hours. When the old 
catheter was removed, approximately 250 cc of frank red blood drained from the resident's penis, 
followed by pink tinged urine. A blood clot approximately 1 centimeter (cm) x 1 cm was noted at the 
end of the old catheter. A 14 inch Foley catheter was inserted for return of tea coloured urine. It was 
documented that the physician was notified of the blood flow from the resident's penis and an order 
was received to flush catheter with 50 cc sterile water every shift and to monitor and record output 
every shift. 

Review of progress notes showed the following: 

June 10 to June 30, 2014 showed that there were at least 45 shifts that did not include the recorded 
output of the resident. 

June 20, 2014 showed that urine results identified that resident-had a urinary tract infection 
and an antibiotic was initiated. 

July 9, 2014, at 2300 hours by RN #152 showed that the resident's catheter fell out at 1600 hours 
and the RN documented that they did not reinsert the catheter until 1930 hours, three and half hours 
later, because the resident wanted a break from it. The RN documented that a 16 inch French 
catheter was inserted. 

July 9, 2014, showed that the size of the catheter inserted was different from the size of the catheter 
inserted on June 10, 2014 and on both occasions, registered staff neglected to contact the physician 
to clarify the size of the catheter to be inserted for resident .. 

July 20, 2014, at 2223 hours resident .. was screaming and stated that they could not sleep. 

July 21, 2014, at 0309 hours the resident received acetaminophen 650 milligrams (mg) because the 
resident was intermittently calling out, sleeping poorly, moaned and groaned when the Foley 
catheter slightly moved for flushing. At 0601 hours documentation showed the medication was 
ineffective and the resident was still calling out intermittently and sleeping poorly. There was no pain 
assessment initiated and there was no further monitoring or action initiated. 

July 24, 2014, at 0440 hours resident .. was yelling out at start of the shift' but then settled on 
their own at about 0100 hours. 

July 25, 2014, at 2343 hours resident-received acetaminophen 650 mg because the resident 
was loudly moaning, groaning and screaming. Documentation stated that the registered nurse (RN) 
was unable to tell if the resident was in pain. 

July 27, 2014, at 0200 hours resident lllllreceived acetaminophen 650 mg because the resident 
was moaning, groaning and screaming. Documentation stated that the resident was probably in 
discomfort. At 0501 hours documentation showed the medication was ineffective and the resident 
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was still intermittently moaning, groaning and screaming. The RN documented that they were 
uncertain if it was discomfort or behavior. There was no pain assessment initiated and there was no 
further monitoring or action initiated. 

July 30, 2014, at 0330 hours resident- received Acetaminophen 650 mg because the resident 
was moaning, calling out loudly, unabretOSleep well due to noise and given medication for comfort. 
At 0536 hours documentation showed the medication was ineffective and the resident was still 
intermittently moaning and calling out. There was no pain assessment initiated and there was no 
further monitoring or action initiated. · 

July 30, 2014, at 0901 hours resident- received acetaminophen 650 mg because the resident 
complained of generalized pain. There was no pain assessment initiated. 

July 30, 2014, at 1655 hours resident ••death was pronounced. 

A review of the resident's health record showed there was a pain assessment completed June 3, 
2014, upon admission that identified mild back pain related to osteoarthritis however, there was no 
pain assessment completed for resident -despite signs of onset pain and receiving as needed' 
(PRN) medication for pain on at least six occasions over a 10 day period from July 20 - July 30, 
2014. 

A review of resident-plan of care showed that there was no focus for pain including goals and 
interventions/tasks f~anagement of pain. 

On July 24, 2014, resident .. had an urologist appointment and returned with initial patient care 
orders to change the 16 inch french Foley catheter every four to six weeks and for the skin abrasion 
on the resident's scrotum, staff were to use dry gauze and no tegaderm and keep the area dry and 
clean. 

Review of the resident's physician orders showed that the recommendations for changing the 
catheter from the urologist were not ordered and review of the resident's plan of care showed there 
was no interventions related to the recommended treatment of the resident's impaired skin integrity. 

Review of the resident's he;mlth record showed there was no further documentation or treatment 
related to the resident's skin impairment after returning to the home from their appointment July 24, 
2014. 

The licensee failed to ensure residen-was not neglected by staff and fai led to ensure they 
were provided with the treatment, care, services or assistance required for the health or well-being. 
This includes a pattern of inaction that jeopardized the health and well-being of the resident. 

The severity of this non-compliance was actual harm and the scope was isolated. The home does 
not have a history of non-compliance in this subsection of the legislation. [s. 19. (1 )] (610) 
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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 residents are not neglected by the licensee or staff, to be implemented 
voluntarily. 

WN #2: The Licensee has failed to comply with L TCHA, 2007 5.0. 2007, c.8, s. 24. Reporting 
certain matters to Director 

Specifically failed to comply with the following: 

s. 24. (1) A person who has reasonable grounds to suspect that any of the following has 
occurred or may occur shall immediately report the suspicion and the information upon 
which it is based to the Director: 
1. Improper or incompetent treatm·ent or care of a resident that resulted in harm or a risk of 
harm to the resident. 2007, c. 8, s. 24 (1), 195 (2). 
2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted 
in harm or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2). 
3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007, c. 8, s. 24 (1 ), 
195 (2). 
4. Misuse or misappropriation of a resident's money. 2007, c. 8, s. 24 (1),195 (2). 
5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local 
Health System Integration Act, 2006. 2007, c. 8, s. 24 (1), 195 (2). 

FindingslFaits saillants : 

1 . The licensee failed to ensure that a person who had reasonable grounds to suspect abuse of a 
resident by anyone that resulted in harm or a risk of harm to a resident, immediately reported the 
suspicion and the information upon which it was based to the Director. 

Between October 2016 and February 2017, inspectors reviewed the licensee's current policies and 
procedures in the home for zero tolerance of abuse, education that staff received regarding 
allegations of abuse, as well as reporting the allegations of abuse. Inspectors reviewed resident 
health care records, critical incidents and conducted interviews. 

From the record reviews, interviews, and observations, the following incidents of abuse of a resident 
were not immediately reported to the Director. 

1) Registered Nurse #152 on July 18, 2014, who was aware of an alle~ of physical abuse, 
documented in resident- progress notes that a visitor of resident - had pushed and ylled at 
another resident of the home. Registered Nurse #152 was the RN in charge on the evening shift, 
approached the visitor and had documented that the visitor yelled at them as well as a second 
resident and that management was aware of this incident. 
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2) Registered Nurse #152 on August 10, 2014, documented in resident progress notes that 
resident #001 was observed to be tied to the bed rail by their jogging pant string in a tight knot. 
Registered Nurse #152 who was in charge at the time the touching occurred and wrote a progress 
note that documented that they had told the DOC about the incident. 

3) Registered Nurse #152 on September 17, 201~cumented in the resident's progress notes 
that resident-had sexually touched resident- Registered Nurse #152 was in charge at the 
time the resident was observed and wrote a progress note that documented that they had told the 
home's managernent about the incident. 

The licensee's policy for Abuse Zero Tolerance effective date September16, 2013, states in part that 
staff who have reasonable grounds to suspect abuse or neglect of a resident would immediately 
notify the most senior personnel, notify the SDM, physician, and commence an immediate 
investigation. The Administrator or Director of Care would notify the Ministry's Regional Office via 
Unusual Occurrence Form within the required time frames as required. 

The licensee's policy for Abuse Zero Tolerance is not consistent withs. 24 of the L TCH Act which 
requires a person who has reasonable grounds to suspect that abuse of a resident by anyone that 
resulted in harm or risk of harm to the resident has occurred or may occur shall immediately report 
the suspicion and the information upon which it is based to the Director. 

During a telephone interview with the DOC #154 on February 10, 201 7, they said they could not 
recall the incident regarding a family member of resident #052 pushing and yelling at another 
resident of the home. 

The Administrator #153, DOC #154, and Co-DOC #155 said they were not aware of the incident 
where RN #152 observed resident~eing tied to the bedrail by the string on the residents 
jogging P.ants. In an inte.rview with the SDM for resident #-hey said they were also not aware of 
resident -bserved being tied to the bedrail by the string on the residents jogging pants. 

The Director of Care #154 said that the licensee was aware of the incident involving resident
inappropriate sexual touching of resident-and had thought that a critical incident report was 
submitted to the Director. · 

Administrator #153 said that any allegations of abuse are to be reported to the management staff 
and that if the incidents occurred after hours the RN in charge was to notify the on call manager. 
Administrator #153 stated it was the responsibility of the Administrator to submit the critical incidents 
to the Director for all allegations .of abuse. 

Administrator #102 said that they do not have a critical incident with internal investigations notes in 
regards to the allegations of inappropriate sexual touching from resident-to resident .. and 
do not have any records of internal investigation or information that was provided to the Director for 
the family member pushing a resident of the home. 

The licensee failed to ensure that a person who had reasonable grounds to suspect abuse of a 
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resident by anyone that resulted in harm or a risk of harm to a resident immediately reported the 
suspicion and the information upon which it was based to the Director. 

The severity of this non-compliance was minimal harm and the scope was widespread. The home 
does have a history of non-compliance in this subsection of the legislation, it was issued as a Written 
Notification on February 13, 2015, during a complaint inspection #2015_254610_0006. (s. 24. (1 )] 
(610) 

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 a person who has reasonable grounds to suspect that abuse of a resident by 
anyone that resulted in harm or risk of harm to the resident has occurred or may occur shall 
immediately report the suspicion and the information upon which it is based to the Director, 
to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 52. Pain management 

Specifically failed to comply with the following: 

s. 52. (2) Every licensee of a long-term care home shall ensure that when a resident's pain is 
not relieved by initial interventions, the resident is assessed using a clinically appropriate 
assessment instrument specifically designed for this purpose. 0. Reg. 79/10, s. 52 (2). 

Findings/Faits saillants : 

1 . The licensee failed to ensure that when a resident's pain was not relieved by initial interventions, 
the resident was assessed using a clinically appropriate assessment instrument specifically 
designed for this purpose. 

On October 31, 2016 and November 1, 2, 9, 18, 2016, Inspector #61 O completed observations of the 
medication rooms, medication carts , medication administration, documentation for medication 
administration on the eMAR, signage of controlled substances by the registered staff, resident health 
care records for plan of care and identified areas of risk with findings of non-compliance. 

Resident-was admitted to the home on June 15, 2016, with the following diagnosis: chronic 
obstructive pulmon~ry disease (CO.PD), benign hypertension, thyrotoxicosis, and anxiety disorder. 

On June 15, 2016, a pain assessment for resident .. was completed. The assessment showed 
that the resident was receiving pain medication for cancer and Chronic Obstructive Pulmonary 
Disease and that the resident had expressed pain throughout their body. The pain scale showed that 
the resident experienced moderate pain that was to be managed by administering pain analgesia as 
prescribed. 
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On June 21, 2016, the physician documented on the Annual Physical and Treatment Plan that 
resident .. was in the end stages of COPD. . 

On June 28, 2016, the physician documented in the progress notes that the resident was 
experiencing shortness of breath (SOB) and had requested that the current pain medication order 
for Dilaudid be increased. The physician increased the resident's Dilaudid from 0.25 mg 
subcutaneously (SC) three times a day to 0.50 mg three times a day. 

On July 20, 2016, the physician documented in the resident's progress notes that the resident was 
requesting to receive the Dilaudid pre-meals and that the SOB was getting worse. Review of the 
resident's health record shows there was no pain assessments completed using a clinically 
appropriate assessment instrument specifically designed for pain when the resident was 
experiencing pain and had a change in condition. · 

The administration of Hydromorphone HCL 2mg/ml, 0.5 milligrams (mg) injected sub-cutaneously 
(SC), was to be given twice a day at 0800 hours and 1100 hours. On October 7, 2016, Registered 
Practical Nurse (RPN) #123 documented in the progress notes that both doses were omitted and not 
administered to the resident. 

The progress notes stated that the 0800 hours dose was "given by the night nurse" and the 1100 
dose was not administered as it was "past the administration time". There was no further 
documentation to show that the physician was notified or that the resident' s pain had been 
assessed. 

A review of the resident's health record shows there was no completed pain assessment using a 
clinically appropriate assessment instrument specifically designed for pain. 

On November 7, 2016, at 1522 hours, the progress note shows that the resident had an increase_ in 
SOB and was provided a stat dose of Dilaudid 1 mg SC. On the same day at 2015 hours the 
resident's progress notes showed that the resident had become unresponsive and was to receive 
comfort measures. 

A review of the resident's health records shows there was no pain assessment completed using a 
clinically appropriate assessment instrument specifically designed for pain. 

The licensee policy for the Pain Management Program, Revised 2016-03-11 states in part that: 

Screening for Pain in residents would be completed for residents who experience a significant 
change of condition and that the resident would have a comfort care measure indicated as part of 
the plan of care. The plan of care would be updated to include type, location, severity, pattern of 
pain, including diagnosis, quantifiable and measurable goal, ways to monitor pain, and strategies 
related to pain management. 

Review of the residents' plan of care dated June 15, 2016, showed that the resident had pain with 
eating and falls. There was no plan of care regarding the medication management for pain, 
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intervention on how to manage the pain, screening for pain, comfort care measures, health 
conditions, site of pain, or directions for staff and others who provide direct care to the resident 
related to pain. 

Further review of the Care Plan revised September 21, 2016, showed that the diagnosis of COPD 
was not identified in the plan of care. The signs and symptoms related to COPD and the · 
interventions to help assist the resident and staff with providing care for the dyspnea was not part of 
the care plan related to the medication administration and oxygen therapy that was ordered by the 
physician. 

On November 17, 2016, DOC #102 said that resident .. s plan of care should show that resident 
-ad pain all over, was palliative and would be receiving palliative care, and that the resident's . 
disease and diagnoses would be part of the plan of care and was not. 

On November 8, 2016, at 0708 and 0941 hours the documentation in the progress notes showed 
that the resident had pain all over and was provided pain analgesia. At 0904 hours the pain 
medication provided to the resident was documented as ineffective and the resident was provided 
another dose at 1150 hours. It was noted that the 1150 hour pain medication was also ineffective. 
There was no pain assessment completed using a clinically appropriate assessment instrument 
specifically designed for pain. 

On November 18, 2016, at 1830 hours, pain analgesia was provided and was documented as being 
ineffective at 2018 hours. The plan of care related to the pain and the end of life care was still not 
part of the plan of care for the resident at this time. At 2045 hours the resident's pain was assessed 
as being 10/10 and the physician was called. An order for pain medication was rece ived and 
provided to the resident. 

On November 18, 2016, at 2238 hours, resident-deceased. 

The licensee failed to ensure that when resident - pain was not relieved by initial interventions, 
the resident was assessed using a clinically appropriate assessment instrument specifically 
designed for this purpose. · 

The severity of non-compliance was minimal harm or potential for actual harm, and the scope was 
isolated. The home does have a history of non-compliance in this subsection of the legislation, it was 
issued as a Voluntary Plan of Correction on February 9, 2016 during a Resident Quality Inspection 
#2016_ 457630_0003. [s. 52. (2)] (610) 
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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 when a resident's pain is not relieved by initial interventions, the resident is 
assessed using a clinically appropriate assessment instrument specifically designed for this 
purpose, to be implemented voluntarily. 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 101. Dealing with complaints 
' 
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Specifically failed to comply with the following: 

s. 101. (1) Every licensee shall ensure that every written or verbal complaint made to the 
licensee or a staff member concerning the care of a resident or operation of the home is dealt 
with as follows: 
1. The complaint shall be investigated and resolved where possible, and a response that 
complies with paragraph 3 provided within 1 O business days of the receipt of the complaint, 
and where the complaint alleges harm or risk of harm to one or more residents, the 
investigation shall be commenced immediately. 0. Reg. 79/10, s. 101 (1). · 
2. For those complaints that cannot be investigated and resolved within 10 business days, an 
acknowledgement of receipt of the complaint shall be provided within 1 O business days of 
receipt of the complaint including the date by which the complainant can reasonably .expect a 
resolution, and a follow-up response that complies with paragraph 3 shall be provided as 
soon as possible in the circumstances. 0. Reg. 79/10, s. 101 (1). 
3. A response shall be made to the person who made the complaint, indicating, 

i. what the licensee has done to resolve the complaint, or 
ii. that the licensee believes the complaint to be unfounded and the reasons for the belief. 

0. Reg. 79/10, s. 101 (1 ). 

s. 101. (1) Every licensee shall ensure that every written or verbal complaint made to the 
licensee or a staff member concerning the care of a resident or operation of the home is dealt 
with as follows: 
1. The complaint shall be investigated and resolved where possible, and a response ·that 
complies with paragraph 3 provided within 10 business days of the receipt of the complaint, 
and where the complaint alleges harm or risk of harm to one or more residents, the 
investigation shall be commenced immediately. 0. Reg. 79/10, s. 101 (1). 

s. 101 . (2) The licensee shall ensure that a documented record is kept in the home that 
includes, 
(a) the nature of each verbal or written complaint; 0. Reg. 79/10, s. 101 (2). 
(b) the date the complaint was received; 0. Reg. 79/10, s. 101 (2). 
(c) the type of action taken to resolve the complaint, including the date of the action, time 
·trames for actions to be taken and any follow-up action required; 0. Reg. 79/10, s. 101 (2). 
(d) the final resolution, if any; 0. Reg. 79/10, s. 101 (2). 
(e) every date on which any response was provided to the complainant and a description of 
the response; and 0. Reg. 79/10, s. 101 (2). . 
(f) any response made in turn by the complainant. 0. Reg. 79/10, s. 101 (2). 

s .. 101. (3) The licensee shall.ensure that, 
(a) the documented record is reviewed and analyzed for trends at least quarterly; 0. Reg. 
79/10, s. 101 (3). 
(b) the results of the review and analysis are taken into account in determining what 
improvements are required in the home; and 0. Reg. 79/10, s. 101 (3). 
(c) a written record is kept of each review and of the improvements made in response. 0. 
Reg. 79/10, s. 101 (3). 
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Findings/Faits saillants : 

1. The licensee failed to ensure that every written or verbal complaint made to the licensee or a staff 
member concerning the care of a resident or operation of the home has been investigated and 
.resolved where possible, and a response provided within 10 business days of the receipt of the 
complaint, and where the c-omplaint alleges harm or risk of harm to one or more residents, the 
investigation shall be commenced immediately. 

Resident .. was admitted to the home on May 7, 2012, with the following diagnosis: depressive 
episode, benign hypertension, peripheral vascular disease, cardiovascular disease, arthritis and 
stroke. 

Record review showed that resident-had a change in condition on September 24, 2014, was 
sent to the hospital and the resident 'deCe"ased in hospital on September 25, 2014. 

On February 9, 2015, the long term care home received a written complaint from resident's -
Substitute Decision Maker (SOM) addressed to the Director of Care (DOC) #154. The written 
complaint from the SOM stated in part that they have "serious concerns about the medical care" the 
resident received at the home prior to the resident's death "his condition deteriorated from a 
seemingly healthy state to critical". 

On March 26, 2015, forty five days after receiving the letter, the DOC #154 sent an email to the Co
DOC #155 stating in part "I received a letter from him and didn't respond to the letter because he 
basically is looking at suing the home this past February, 2015" and "I am looking for direction, I am 
not prepared to hand any medical records over ... " The licensee did not address the concerns 
identified in the complaint letter according to the email from DOC #154, and did not conduct an 
investigation into the concerns or provide a response to the complainant. 

The physician of the home had responded in writing to the concerns written by the SOM in a letter 
dated April 30, 2015. In the written response the physician stated in part "There was no nursing 
entries from September 21 at 2216 hours until September 24, 2117 hours, which noted anything 
unusual about how the staff observed your father's condition. On Tuesday September 23, 2014, I 
was made aware that your father's health had changed". 

On November 20, 2015, the SOM spoke with the Co-DOC #153 again regard ing concerns related to 
care for the resident leading up to their death and requested the home to provide the resident's 
clinical notes. 

Further review of the paper health care record and PointClickCare documentation showed that there 
was no response to the written complaint received February 9, 2015. 

Further review of the home's complaints records showed that the home did not respond in writing to 
the complainant. · 

The licensee failed to keep a written record of this complaint, was not able to produce a written 
record of the investigation or the action taken and failed to provide a response within ten days of the 
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receipt of the complaint. 

2. The licensee has failed to ensure that a documented written or verbal complaint record was kept 
in the home that included the nature of each verbal or written complaint; the date the complaint was 
received; the type of action taken to resolve the complaint, including the date of the action, time 
frames for actions to be taken and any follow-up action required; the final resolution, if any; every 
date on which any response was provided to the complainant and a description of the response; and 
any response made in turn by the complainant. 

On November 8, 2016, the inspectors asked Administrator #101 for the home's complaints binder 
since 2014, including the follow up to the complaints, and the home's policies and procedures. The 
same documentation was requested from the Administrator during an interview on November9, 
2016. 

Review of the Jarlette Health Services Reporting and Complaints Version 3, with an effective date of 
04/01 /2014, and a revised date of 2015-06-12, outlined in part that the Administrator would ensure 
that a written record was kept of each review and of the improvements made in response. 

On November 15, 2016, Administrator #101 provided the inspectors with the home's complaint 
binder. The Administrator#101 said that they were still looking for a record of written and verbal 
complaints for 2014 and 2015. 

Documentation within the home's complaint binder contained typed and hand written complaints 
dating from December 2, 2015, to November 1, 2016. 

On November 17, 2016, the Administrator #101 said that they were not able to produce any further 
records of written and verbal complaints for 2014 and 2015 as they had not been kept. The 
Administrator #101 told the inspector they did not have a written record of complaints. 

The licensee has failed to ensure that a documented written or verbal complaint record was kept in 
th.e home that included the nature of each verbal or written complaint; the date the complaint was 
received; the type of action taken to resolve the complaint, including the date of the action, time 
frames for actions to be taken and any follow-up action required; the final resolution, if any; every 
date on which any response was provided to the complainant and a description of the response; and 
any response made in turn by the complainant. 

3. The licensee has failed to ensure that every written or verbal complaint made to the licensee or a 
staff member concerning the care of a resident or operation of the home is dealt with and the 
documented record is reviewed and analyzed for trends at least quarterly; 

Review of the Jarlette Health Services Reporting and Complaints Vers ion 3, with an effective date of 
04/01/2014, and a revised date of 2015-06-12, states in part that the Admin istrator would ensure that 
the concerns/complaint log was reviewed and analyzed for trends quarterly at a Risk Meeting with 
an annual summary and analysis completed at the December meeting. 

On November 8, 2016, the inspectors asked Administrator #101 for the home's complaints binder 
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with logged complaints since 2014 and for the review and analysis of trends on a quarterly basis. 

The same documentation was requested from the Administrator during an interview on November 9, 
2016. 

On November 17, 2016, the Administrator acknowledged that they were to be completing quarterly 
reviews of the concerns and complaint log, but did not know if an analysis had been done and was 
not able produce any documentation of analysis of trends for 2014 and 2015. 

The licensee has failed to ensure that every written or verbal complaint made to the licensee or a 
staff member concerning the care of a resident or operation of the home is dealt with and the 
documented record is reviewed and analyzed for trends at least quarterly. 

The severity of this non-compliance was minimum risk, and the scope was widespread. The home 
does have a history of non-compliance in this subsection of the legislation, it was issued as a 
Voluntary Plan of Correction on July 5, 2016 during complaint inspection #2016_ 457630_0026. [s. 
101 . (1)] (610) 

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 every written or verbal complaint made to the licensee or a staff member 
concerning the care of a resident or operation of the home is dealt with as follows: 1. The 
complaint shall be investigated and resolved where possible, and a response that complies 
with paragraph 3 provided within 10 business days of the receipt of the complaint, and where 
the complaint alleges harm or risk of harm to one or more residents, the investigation shall 
be commenced immediately; 2. A documented written or verbal complaint record is kept in 
the home that included the nature of each verbal or .written complaint; the date the complaint 
was received; the type of action taken. to resolve the complaint, including the date of the 
action, time frames for actions to be taken and any follow-up action required; the final 
resolution, if any; every date on which any response was provided to the complainant and a 
description of the response; and any response made in turn by the complainant; 3. That 
every written or verbal complaint made to the licensee or a staff member concerning the care 
of a resident or operation of the home is dealt with and the documented record is reviewed 
and analyzed for trends at least quarterly,. to be implemented voluntarily. 

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 116. Annual evaluation 
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Specifically failed to comply with the following: 

s. 116. (3) The annual evaluation of the medication management system must, 
(a) include a review of the quarterly evaluations in the previous year as referred to in section 
115; 0. Reg. 79/10, s.116(3). 
(b) be undertaken using an assessment instrument designed specifically for this purpose; 
and 0. Reg. 79/10, s. 116 (3). 
(c) identify-changes to improve the system in accordance with evidence-based practices and, 
if there are none, in accordance with prevailing practices. 0 . Reg. 79/10, s. 116 (3). 

s. 116. (5) The licensee shall ensure that a written record is kept of the results of the annual 
evaluation and of any changes that were implemented. 0. Reg. 79/10, s. 116 (5). 

Findings/Faits saillants : 

1. The Licensee failed to ensure that the annual evaluation of the medication management system 
included: a) a review of the quarterly evaluations from the previous year; b) was done by using an 
assessment instrument designed specifically for this purpose; and c) identify changes to improve the 
system in accordance with evidence- based practices and, if there are none, in accordance with 
prevailing practices. 

On October 31, 2016 and November 1, 2, 9, ·18, 2016, inspectors #658 and #610 completed 
observations of the medication rooms, medication carts, medication administration, controlled and 
non-controlled drug substance destruction, documentation related to signage of ordering and 
receiving medication from pharmacy, documentation for medication administration on the EMAR, 
and signage of controlled substances by the registered staff. There are identified areas of risk with 
findings of non-compliance. · 

Further review of the licensee's annual evaluation on the medication management programs showed 
that the licensee had not completed the annual review for 2014 and 2015, and that the audit 
procedures had not been conducted, implemented or evaluated. The lack of evidence provided from 
Administrator #101 for the annual reviews showed that the licensee could not provide a statement 
that the management team supports the effective medication management program in the home. 

Interviews were conducted in the home on October 28, 31 , November 3, 9, 15, 17, 18, and 30, 2016, 
with the Administrator #101 , DOC #102, Pharmacy Consultant #109 and registered staff. These 
interviews showed that the policies and procedures related to the management of the medication 
program were not clearly understood. 

The licensee policy for Resident Rights, Care, and Services: Medication Management Evaluations of 
Pharmacy Services revised 2013-10-07 states that, the Administrator will: 

*Seek input from the multidisciplinary team to determine the level of satisfaction with the provision of 
services by the contracted pharmacy vendor. 

*Arrange a meeting with the contracted pharmacy vendor to discuss input received from the 
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multidisciplinary team, provide feedback relative to the provisions of pharmacy services within the 
home, identify effectiveness of the services provided and efforts made to improve services. 

* Document the outcomes of the meeting in written communication to the contracted pharmacy 
vendor. 

* Provide a report to the Pharmacy and Therapeutics Committee summarizing the outcomes of the 
above. · · 

Further review of the Medication Management Program for Quality Improvement showed that there 
was no written record of the annual review for 2014 and 2015. 

The Administrator#101 on November 8, 2016, provided the inspectors with the tool used for the 
medication management program annual review provided through the Institute for Safe Medication 
Practices (ISPM) Canada. The date on the ISMP was 2014-12-16. The Administrator #101 had not 
been able to provide the written record for 2014 or 2015, of the results of the annual evaluation and 
of any changes that were implemented. 

The Administrator#101 was not able to provide the 2015 ISMP tool used to conduct the evaluation 
for the home; and the Administrator #101 could not provide any records to support that the annual 
review in 2015, identified changes to improve the system in accordance with evidence-based 
practices or in accordance with prevailing practices. 

When asked of the licensee if they had any other records of the 2014 and 2015 annual evaluations 
of the effectiveness of the medication management system in the home, the Administrator #101 said 
during an interview on November 17, 2016, that they provided what records they could. 

The licensee failed to ensure that an assessment instrument designed specifically for evaluation of 
the medication management system had been used in 2015 for the annual evaluation; did not 
include a review of the quarterly evaluations in the previous year as referred; they had not identified 
changes to improve the system in accordance with evidence-based practices or in accordance with 
prevailing practices; and that a written record was kept of the results of the annual evaluation for 
2014 and 2015 and of any changes that were implemented. [s. 116. (3)] (610) 

2 . The licensee failed to ensure that a written record is kept of the results of the annual evaluation 
and of any changes that were implemented 

The Administrator# 101 was not able to provide the written record for 2014, of the results of the 
annual evaluation and of any changes that were implemented. 

The Administrator# 101 was not able to provide the inspectors the 2015, written record of the results 
of the annual evaluation and of any changes that were implemented. 

When asked of the licensee if they had any other records of the 2014 and 2015 annual evaluations 
of the effectiveness of the medication management system in the home, the Administrator #101 said 
during an interview on November 17, 2016, that they provided what records they could. 
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The home failed to ensure that a written record was kept of the results of the annual evaluation and 
of any changes that were implemented for the medication management program. 

The severity of this non-compliance was minimal harm and the scope was widespread. The home 
does not have a history of non-compliance in this subsection of the legislation. [s. 116. (5)] (610) 

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 an interdisciplinary team, which must include the Medical Director, the · 
Administrator, the Director of Nursing and Personal Care, the pharmacy service provider and 
a registered dietician who is a member of the staff 9f the home, meets annually to evaluate 
the effectiveness of the medication management system in the home and to recommend any 
changes necessary to improve the system, to be implemented voluntarily. 

WN #6: The Licensee has failed to comply with 0 .Reg 79110, s. 123. Emergency drug supply 
Every licensee of a long-term care home who maintains an emergency drug supply for the 
home shall ensure, 
(a) that only drugs approved for this purpose by the Medical Director in collaboration with 

the pharmacy service provider, the Director of Nursing and Personal Care and the 
Administrator are kept; 
(b) that a written policy is in place to address the location of the supply, procedures and 

timing for reordering drugs, access to the supply, use of drugs in the supply and tracking 
and documentatiof! with respect to the drugs maintained in the supply; 
(c) that, at least annually, there is an evaluation done by the persons referred to in clause (a) 
of the utilization of drugs kept in the emergency drug supply in order to determine the need 
for the drugs; and 
(d) that any recommended changes resulting from the evaluation are implemented. 0. Reg. 

79110, s. 123. . 

Findings/Faits saillants : 

1. The licensee has failed to ensure that b) a written policy was in place to address the location of 
the emergency drug supply; and c) that at least annually there was an evaluation done by the 
Medical Director, in collaboration with the pharmacy service provider, Director of Nursing and 
Personal Care and the Administrator, of the utilization of drugs kept in the emergency drug supply in 
order to determine the need for the drugs; and d) that any recommended changes resulting from the 
evaluation were implemented. 
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On October 28, 31 , 2016 and N-ovember 1, 2, 9, 18, 2016, inspectors #658 and #61 O completed 
observations of the medication rooms, medication carts, medication administration, drug destruction 
of controlled substances and non-controlled drug substance destruction, documentation related to 
signage of ordering and receiving medication from the pharmacy, documentation for medication 
administration on the EMAR, signage of controlled substances by the registered staff and identified 
areas of risk with findings of non-compliance. 

Interviews were conducted in the home on October 28, 31 , November 3, 9, 15, 17, 18, and 30, 2016, 
with the Administrator #101 , DOC#102, Pharmacy Consultant #109 and registered staff. The 
interviews showed that the policies and procedures related to the management of the medication 
program were not clearly understood. 

Review of Professional Advisory Committee (PAC) meeting minutes from January 24, 2013, showed 
that the Medical Director, Pharmacist, and DOC completed the annual review with an evaluation of 
the emergency drug box supply for the home. There was no documentation to show that an 
evaluation of the emergency drug box supply for the home was completed in 2014 and 2015. 

A review of The Silver Fox Pharmacy Policy for Emergency Medication Home Supply 3.10 states 
that: 

*Silver Fox Pharmacy along with Medical Director, the Administrator and the Director of Care for the 
home will review the medication requested for the emergency medication supply on an annual basis. 

The licensee policy for Resident Rights, Care, and Services: Medication Management Evaluations of 
Pharmacy Services revised 2013-10-07 states that, the Administrator will: 

* Seek input from the multidisciplinary team to determine the level of satisfaction with the provision of 
services by the contracted pharmacy vendor. 

* Arrange a meeting with the contracted pharmacy vendor to discuss input received from the 
multidisciplinary team provide feedback relative to the provisions of pharmacy services within the 
home, identify effectiveness of the services provided and efforts made to improve services. 

* Document the outcomes of the meeting in written communication to the contracted pharmacy 
vendor. 

* Provide a report to the Pharmacy and Therapeutics Committee summarizing the outcomes of the 
above. 

The licensee and Silver Fox Pharmacy policies failed to address the location of the emergency 
medication home supply. In an interview with the Administrator on November 17, 2016, they 
acknowledged that the emergency drug supply location was not addressed. 

The licensee failed to ensure there was an annual evaluation of the emergency drug supply for the 
home, of the utilization of drugs kept in the $mergency drug supply in order to determine the need 
for the drugs for 2014 and 2015 completed by the Medical Director, pharmacy service provider, 
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DONPC and Administrator. 

The severity of this non-compliance was minimal harm and the scope was widespread. The home 
does not have a history of non-compliance in this subsection of the legislation. [s. 123. (b)) (610) 

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 there is a written policy in place to address the location of the emergency drug 
supply, procedures and timing for reordering drugs, access to the supply, use of drugs in the 
supply and tracking and documentation with respect to the drugs maintained in the supply, 
that, at least annually, there is an evaluation done by the Medical Director in collaboration · 
with the Pharmacy Service Provider, the Director of Nursing and Personal Care and the 
Administrator, of the utilization of drugs kept in the emergency drug supply in order to 
determine the need for the drugs; and that any recommended changes resulting from the 
evaluation are implemented, to be implemented voluntarily. 

WN #7: 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 : 

1. The licensee failed to ensure that appropriate actions were taken when a resident is taking any 
drug or combination of drugs, including psychotropic drugs, that there is monitoring and 
documentation of the resident's response and the effectiveness of the drugs appropriate to the risk 
level of the drugs. 

Between October 2016, and January 2017, inspectors reviewed the licensee's and the pharmacy 
service provider's current policies that are utilized by the licensee, drug records related to ordering 
and receiving of medication, and the eMAR. The inspectors also interviewed staff of the licensee and 
representatives of the pharmacy service provider. · 
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During the months of October and November, 2016, inspectors completed observations of the 
medication rooms, medication carts, medication administration, drug destruction of controlled and 
non-controlled substances, documentation related to signage of ordering and receiving medication 
from pharmacy, documentation for medication administration on the eMAR, and signage of 
controlled substances by the registered staff. From the record reviews, interviews, and observations, 
non-compliance with the following requirements was identified. 

The resident census record review for resident ~who was admitted to the home on March 28, 
2014, showed that the resident has the following diagnosis in PCC: Benign hypertension; 
Congestive heart failure, Chronic Obstructive Pulmonary Disease, chronic kidney disease, Macular 
Degeneration, Gastro-esophageal reflu~ss fracture, Peripheral vascular disease, 
Atherosclerotic heart disease. Resident - had a significant change in health status and was 
transferred to hospital on May 9, 2014, resident deceased in hospital on May 15, 2014. 

On May 8, 2014, registered nurse #152 administered Oxycodone 325 mg by mouth that was to be 
given. According to the eMAR the medication was provided at 1942 hours. Further review of the 
documentation in PCC and the eMAR shows the nurse who provided this medication to resident 
#018 did not document the reason that the required controlled substance was administered, the 
effectiveness of the medication provided, or an assessment of the resident. 

May 8, 2014, at 2159 hours in the eMAR, it showed the same registered nurse #052 further 
administered resident-a psychotropic medication called Clonazepam 0.5-1 .0 mg two tablets by 
mouth to be given as needed and a controlled narcotic called Tylenol #3 two tablets by mouth given 
as needed. There was no documented reason for the required controlled substance to be 
administered, the effectiveness of the medication provided, or an assessment of the resident. 

On May 9, 2014, at 0454 hours the same registered nurse #152 administered Oxycodone 325mg at 
0454 to resident-with the following documented reason in the progress notes in PCC: 
Oxycodone/Acetaminophen Tablet (Percocet) - one tablet by mouth every four hours as needed for 
seven days (LO May 13/14). · 

The licensee policy Administration of Medication, revised 2015-07-14 says in part that: 

When the nurse assesses a resident and deems that an "as needed" (PRN) medication would 
benefit the resident as per the physician orders, the nurse will document the effect of the PRN 
medication as per the home's specific policy; document the actions taken and follow up actions to be 
taken in the progress notes. 

Further review of PCC progress notes on May 9, 2014, shows that the day nurse assessed resident 
#018 and documented the following: 

* 0759 hours that the resident is "lethargic at start of shift. Vitals checked and were b/p-95-60, p-65, 
02 on 2L/min were 88-89%. 02 turned up to 3Umin as per RN and sats up to 91%. resp-14. Res 
verbally responsive and denies pain" and that the resident fell "foggy" and "Res left in bed for 
breakfast". 
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*At 0950 hours resident "continues to be lethargic. Waking when staff attempt to communicate with 
the resident, but falling asleep quickly afterwards. Vitals checked and were b/p-103/58, resp-13, 02 
sts-95% on 3L/min. 02 turned down to 2L/min and sats at 92%. p-67, temp-36.2, res slightly 
diaphoretic, B.G 4.2. Res blanket removed and covered only with sheet. Res responding to writer, 
however words are slurred. RN made aware". 

*At 1048 hours "continues to sleep, can be aroused but falls back to sleep, R16, P60, sating 92% on 
2L, no urine output since 0630. DR Payne called and ordered res to be sent to ER for assessment. 
Wife notified and met res at the home before ambulance attendants placed res in ambulance. 
Ambulance left for Victoria Hospital". 

Inspector #610 requested Resident-heath care records for the individual controlled narcotic 
records. Administrator #102 said that they c9uld not provide the records for the individual narcotic 
sheets for the administration of the Clonazepam.or the Oxycodone records for resident. as they 
were not kept. 

The previous Administrator #153, Director of Care #154 and Co-Director of Care #155 all said that 
they were not aware of the care that was provided to resident -by RN #152 prior to the resident 
being transferred to the hospital. 

The licensee failed to comply with 0 . Reg. 79/10, s. 134(a), by failing to ensure that appropriate 
actions were taken when resident ~as taking any drug or combination of drugs, including 
psychotropic drugs, that there was monitoring and documentation of the resident's response and the 
effectiveness of the drugs. 

The severity of this non-compliance was minimal harm and the scope was isolated. The home does 
not have a history of non-compliance in this subsection of the legislation. (s. 134. (a)] (610) 

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 appropriate actions were taken 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, to be implemented voluntarily. 

WN #8: The Licensee has failed to comply with O.Reg 79/10, s. 114. Medication management 
system 
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Specifically failed to comply with the following: 

s. 114. (1) Every licensee of a long-term care home shall develop an interdisciplinary 
medication management system that provides safe medication management and optimizes 
effective drug therapy outcomes for residents. 0. Reg. 79/10, s. 114 (1 ). 

Findings/Faits saillants : 

1 . The following is the evidence used and further evidence to support compliance Order #901 issued 
in this inspection with a Compliance Date of April 6, 2017. 

The licensee has failed to ensure the written policies and protocols related to the medication 
management system were developed, implemented, evaluated and updated in accordance with 
evidence-based practices and, if there were none, in accordance with prevailing practices. 0. Reg. 
79/10, s. 114 (3)(a). 

Between October 2016 and February 2017, inspectors reviewed current pol icies of both the licensee 
and pharmacy service provider that are being utilized by the licensee, documentation of drug 
records related to ordering and receiving medication, and the electronic Medication Administration 
Records e(MAR). Staff of both the licensee and representatives of the pharmacy service provider 
were interviewed. 

The licensee utilizes the pharmacy service provider Classic Care Pharmacy policy titled 
"Administering and Documenting Controlled Substances" revised July 2014, states in part: 

An audit of the daily controlled substances count sheet is to be completed by the staff at the home 
on a monthly basis. 

All discrepancies must be reported immediately to the Director of Care. 

Each dose of every controlled substance is accounted for on an individual narcotic sheet. The 
controlled substance is documented recording the date and time, quantity administered, quantity 
remaining, and signature of the person administering. ' 

The licensee also has a policy developed for the management of narcotics and controlled 
substances. The licensee's current policy titled "Medication Management Narcotics and Controlled 
Substances" with a revised date of 2013-10-07, states in part: 

A count of narcotics shall be completed by the off going and incoming registered staff member at 
change of shift and whenever an exchange of medication keys takes place. 

All Narcotic counts shall be documented in permanent ball point ink. 

A) Review of the home's Narcotic and Controlled Medication Audits completed by Classic Care 
Pharmacy Service Pharmacy Manager# 156 includes: 
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Kent home area May 9, 2014, "Monthly audits of daily controlled narcotic and controlled substance 
count sheets needs to be completed by the home." . 

Lambton home area May 9, 2014, "Remind the nurses to sign the narcotic count sheets after every 
sheet. Three daily shift counts were identified as not being completed by two registered nursing staff 
in the home." 

A review of residen- individual controlled narcotic record for Tylenol #3 initiated on April 6, 
2014, to May 8, 2014, showed that on five separate days, staff did not document each time the 
controlled sub~tance was administrated. Count records of the medication were not accurately 
counted for, or signed for, and the documentation in part was illegible and not completed. On five 
separate occasions, the documentation showed the word "found" for medication discrepancy in the 
count record as staff was not signing for the controlled substance on the individual controlled 
substance record once it was administered. Nursing staff did not always provide a ful l signature or 
initials after administering the m.edication or their professional designation as per the Nursing Best 
Practices guidance documentation from the College of Nurses of Ontario. 

B) Review of the home's General System Audits completed by Classic Care Pharmacy Service 
Manager #156 for Lambeth home area found "Missing signatures for the 14:30 count sheets on May 
5, 2014". 

A review of the home's "Narcotic, Controlled, and Targeted Ward Count" record sheets from April 4, 
2014, to May 7, 2014, for the Kent home area, showed information documented on the record 
sheets that had been scratched out and written over in ink, including dates, narcotic counts, and 
times given. The narcotic shift counts did not include signatures by two registered staff with 
designation for every shift. 

The registered staff has failed to complete the signage on both the Controlled Substance Shift Count 
sheets and the individual Controlled Narcotic Count sheets for the administered medication of 
residents. 

During an interview on November 2016, the Administrator #101 told the inspectors that the 
licensee's expectation was that two registered staff would sign off on each shift when completing the 
narcotic count. The DOC #102 also said that the home has not been completing the monthly audits. 

C) The i~or requested the licensee produce the individual controlled narcotic record sheets for 
resident- Clonazepam O.Smg, and Percocet 325mg that had been administered in April and 
May of 2014. The Administrator #101 told the inspector that they could not verify if the individual 
narcotic record sheets for the Clonazepam and Percocet and that the records could not be found as 

. those records had not been kept. 

The counting and verifying of controlled substances after controlled medication was administered to 
resident-was not completed by staff at the t ime of administration and by two staff at every shift 
change as required by the licensee's policy. 

The licensee failed to ensure that the pharmacy's policy on the management of narcotics and 
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controlled substances which is based on evidence-based and prevailing practices and that the policy 
of the licensee was implemented as two staff had not counted, verified and documented on the 
count sheets for controlled substances at every shift change. Staff had not signed off on the 
individual narcotic substance narcotic sheets after every administration of a controlled substance 
and audits of the controlled narcotic system were not done. 

2. Interviews were conducted in the home on October 28 and 31, and November 3, 9, 15, 17, 18, 
· and 30, 2016. Responses to questions posed to the Administrator #101 , Director of Care (DOC) 
#102, Silver Fox Pharmacy Consultant #109 and registered staff in the home and the inspectors' 
observations showed that the policies and procedures related to the management of the medication 
program were not clearly understood by staff interviewed, and not implemented in a consistent 
manner by all staff. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that Silver Fox 
Pharmacy's policy on the drug destruction of controlled substances was a recommendation to the 
licensee. However, on November 15, 2016, the Administrator #101 told the inspectors that the 
medication management program policies and procedures developed by Silver Fox Pharmacy are 
the policies and procedures for the home. The Administrator #101 also said that the licensee 
expected that staff would follow Silver Fox Pharmacy's policies and procedures, and that staff had 
been trained and told to follow Silver Fox Pharmacy's policies and procedures. This train ing was 
provided to registered staff by Silver Fox Pharmacy on August 22 and 23, 2016. Despite this, the 
licensee has a number of other policies and procedures that were developed by the licensee related 
to the management of the home's medication program that are currently in force and available to all 
staff. 

On January 23, 2017, Silver Fox Pharmacy Consultant #109 told the inspectors that the Silver Fox 
Pharmacy has been a service provider in long-term care homes since June, 2016. The Pharmacy 
Consultant #109 said that the policies and procedures provided by Silver Fox Pharmacy have been 
developed, implemented, evaluated, and updated in accordance with evidence best practices, and if 
there were none in accordance with prevailing practices, and that the policy and procedures 
provided by Silver Fox Pharmacy are based on requirements in the Long-Term Care Homes Act, 
2007, and that they are based on prevailing practices from the College of Nurses of Ontario, and the 
Ontario College of Pharmacists. 

A. Silver Fox Pharmacy's policy on the disposal and destruction of non-controlled substances that is 
based on evidence-based and prevailing practices and that is utilized by the licensee was not 
implemented. · 

The Licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy titled 
"Documentation and Storage of Medication Disposal of Non-Controlled Medication", Policy 5.6, 
dated June 2016 as the policy of the home. Silver Fox Pharmacy Consultant #109 told the 
inspectors that this policy is based on prevailing practices within the industry. This policy states in 
part: 

The following medications should be placed in buckets, transdermal patches, medications removed 
from the blister packets and med strips. Inhalers, liquid, nasal, eye and ear preparations are opened 
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and dumped. Vials, cartridges, and ampu!es are opened and emptied. Creams and ointments are 
opened and dumped. 

An annual schedule of medication destruction pick up dates was provided to the homes at the 
beginning of each calendar year. Medications awaiting destruction must be stored in a secure, 
designated area within the home, separate from medications that were to be administered to the 
residents . 

The Medication Destruction Form should be signed and dated by both of the staff members who 
participated in the medication destruction. 

The Medication Destruction Form must be retained in the home by the Director of Care for a 
minimum of 2 years. 

The licensee also utilized Silver Fox Pharmacy's policy titled "Safe Storage of Medication" Policy 5.1 
dated June 2016. Silver Fox Pharmacy Consultant #109 told the inspectors that this policy is based 
on prevailing practices within the industry. This policy states in part that: 

Unused or wasted medication should be stored away from active medication in a locked area until it 
can be returned to Silver Fox Pharmacy. 

The licensee also has a policy that it developed for drug disposal. The licensee's current policy titled 
"Residents Rights, Care and Services -Medication Management -Drug Disposal" with a revised date 
of 2013-10-07 states in part: 

All medications which are discontinued, unused, expired, recalled, deteriorated, unlabelled and in 
containers with worn, illegible, damaged, incomplete or missing labels shall be removed from 
general stock and stored in a safe and secure system awaiting drug destruction. 

Drug disposal shall be documented on the Surplus Prescribed Drug Form after destruction has 
occurred. 

The Surplus Prescribed Drug Form will be completed in full detailing the following information: date 
of destruction or removal of the drug, prescription number of the drug, Pharmacy name, resident's 
name, drug name, strength and quantity, reason for destruction or removal. 

The Director of Care will retain a copy of the Surplus Prescribed Drug Form for a two (2) year period. 

The licensee's current policy titled "Residents Rights, Care and Services "Medication Management 
Drug Disposal" is not the same as Silver Fox Pharmacy's policy titled "Documentation and Storage 
of Medications Disposal of Non-Controlled Medications". 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that according to 
its drug destruction policy, the non-controlled substances were to be denatured to an extent where 
consumption or use was improbable; and that all drug components and anything considered a 
medication would be going into the buckets for destruction even though syringes were not something 
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On November 1 and 2, 2016, inspectors #610 and #658 observed the medication rooms and 
medication carts of the four home medication storage areas and noted the following: 

In the Kent medication cart there was one insulin pen with a pharmacy label that was illegible, and 
did not have any resident identifying information. In the Oxford medication cart there was one insulin 
pen with a pharmacy label that was illegible and damaged, and also a second insulin pen label that 
was illegible, and had incomplete information. As a result, it was not possible to identify which 
resident these three insulin pens were prescribed to. · 

In the top drawer of the Kent medication cart, there was a bottle of Soflax, which had an expiry date 
of August 2016. 

In the Lambton medication cprt, there was a bottle of Soflax, which had an expiry date of September 
2016. 

Underneath the Oxford medication room sink there was a white bucket being used as a drug 
destruction container labelled "MPLN BLUE" and inside the bucket there was disposed pills, 
inhalers, glass vials, insulin cartridges, and a syringe. The lid to the white bucket was not securely 
fastened and the inspectors were able to remove the lid from the bucket. Resident personal health 
information (PHI) was found in this bucket with disposed medication. 

Under the Wildwood medication room sink, the inspectors found medications (including expired 
medications that had not been administered to residents qn the date and time as per the directions 
from the prescriber), that were opened and left in medication cups, as well as unopened resident 
strip medication packages. 

In the Lambton medication room there was medication in a brown box on the floor next to several 
white garbage bags that contained residents' medication packages with the residents' PHI. 

In the Lambton medication room there was a white bucket being used as a drug destruction 
container, and inside the bucket there were resident identifiers, and the lid to the bucket was not 
securely fastened as the inspectors were able to remove the lid from the bucket. 

Silver Fox Phc;irmacy Medication System Audit Reports regarding the medication management 
system in the home showed that audits were completed by Silver Fox Pharmacy for the months of 
September, November, and December 2016. The audits identified, among other things, licensee 
had not ensured the Silver Fox Pharmacy's policies and procedures were followed and implemented 
for medication drug destruction for non-controlled drug-substances, and that medication audits of 
carts had not been completed to ensure the removal of expired medication. 

The Director of Care #102 said that Silver Fox Pharmacy had brought to her attention that the drug 
destruction records were not being kept or completed correctly by the registered staff for destruction 
of non-controlled drug substances. 
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On November 15, 2016, the Administrator #101 acknowledged to the inspectors that the licensee's 
expectation was that all unlabeled or expired medications, or containers with worn, illegible, 
damaged, incomplete or missing labels would be destroyed and replaced. 

The Administrator#101 stated that the drug destruction of medications would be completed per the 
policy of the home, and that syringes would be disposed of in a sharps container. 

The Administrator#101 acknowledged that the licensee should have been following Silver Fox 
Pharmacy's policy and procedure for the medication destruction of non-controlled drug substances 
and had not. 

The licensee failed to ensure that Silver Fox Pharmacy's policy on the disposal and destruction of 
non-controlled substances that is based on evidence-based and prevailing practices, was 
implemented as medications were not put in buckets, medications awaiting destruction were not 
stored in a secure, designated area within the home, separate from medications to be administered 
to residents, and unused or wasted medication was not store9 away from active medication. 

B. Silver Fox Pharmacy's policy on the management of narcotics and controlled substances which is 
based on evidence-based practices and prevailing practices, and utilized by the licensee, was not 
implemented. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy titled 
"Documentation and Storage of Medication Controlled Substance Documentation" Policy 5.3 dated 
June 2016 as the policy of the home. Silver Fox Pharmacy Consultant #109 to ld the inspectors that 
this policy is based on prevailing practices within the industry. This policy states in part that counts 
must be done at every shift change with two staff members on the Controlled Substance Shift Count 
Record. Both staff members must be present and complete the count together. An audit of the daily 
controlled substances count sheet is to be completed by the staff at the home on a .monthly basis. All 
discrepancies must be reported immediately to the Director of Care. 

The licensee also has a policy that it developed for the management of narcotics and controlled 
substances. The licensee's current policy titled "Medication Management Narcotics and Controlled 
Substances" with a revised date of 2013-10-07 states in part: 

A count of narcotics shall be completed by the off going and incoming registered staff member at 
change of shift and whenever an exchange of medication keys takes place. All Narcotic counts shall 
be documented in permanent ball point ink. 

The licensee's current policy titled "Medication Management Narcotics and Controlled Substances" 
is not the same as Silver Fox Pharmacy's policy titled "Documentation and Storage of Medication 
Controlled Substance Documentation". A review of the Controlled Substance Shift Count sheets 
provided by Silver Fox Pharmacy with a date range of October 24, 2016 to November 11 , 2016, 
showed that on October 24, 25, 26, 27, and 30, and November 2, 3, 4, and 6, 2016, that two staff 
had not counted and verified the controlled substances of every shift. 

On these specified dates, registered staff had failed to complete the signage on the Controlled 
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Substance Shift Count sheets. The counting and verifying by two staff of controlled substances at 
every shift change was not completed as required by Silver Fox Pharmacy's policy, which is the 
policy of the home. 

On November 7, 2016, the Administrator #101 told the inspectors that the licensee's expectation 
was that two registered staff would sign off on each shift when completing the narcotic count. 

The Silver Fox Pharmacy Consultant #109 said that they provide education to staff as well as all 
documents for drug record or administration of controlled substances. But if that didn't happen, their 
role as the pharmacy service provider in relation to the medication management system as a whole, 
is to notify management and try to coo~dinate a plan to minimize the recurrence of any errors. 

The Staff Educator #103 said that the registered nursing staff received education related to Si lver 
Fox Pharmacy's policies and procedures on August 22 and 23, 2016. 

The licensee failed to ensure that Silver Fox Pharmacy's policy on the management of narcotics and 
controlled substances that is based on evidence-based and prevailing practices and that is utilized 
by the licensee was implemented as two staff had not counted, verified and documented on the 
count sheets for controlled substances at every shift change. 

3. The licensee has failed to ensure that no drug is acquired, received or stored by or in the home or 
kept by a resident unless the drug (a) has been prescribed for a resident or obtained for the 
purposes of the emergency drug supply, or (b) has been provided by, or through an arrangement 
made by, the pharmacy service provider or the Government of Ontario. 0 . Reg. 79/10, s. 122(1 ). 

On November 1, 2016 at 1020 hours, the inspectors observed the Kent medication room and 
medication cart and noted that in the locked box in the medication cart there were two bottles of 
Tylenol #1. Neither bottle of Tylenol #1 had labels or packaging information provided by the 
pharmacy. Instead, the two bottles had a piece of tape on the lid on which the resident's first name 
and quantity of medication were hand written. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 was shown pictures of the two 
bottles of Tylenol #1. Silver Fox Pharmacy Consultant #109 stated that they did not believe those 
bottles were provided by Silver Fox Pharmacy and that they understood, according to the Act, that 
medications only came from the pharmacy service provider or the Government of Ontario Pharmacy. 

On November 9, 2016, DOC #102 told the inspectors, when asked about the labelling on the Tylenol 
#1 bottles, that the home does not receive medications from Si lver Fox Pharmacy without labelling. 

The licensee failed to ensure that no drug was acquired, received or stored by or in the home or kept 
by a resident unless the drug (a) has been prescribed for a resident or obtained for the purposes of 
the emergency drug supply, or (b) has been provided by, or through an arrangement made by, the 
pharmacy service provider or the Government of Ontario Pharmacy. 

4. The licensee has failed to ensure that drugs remain in the original labelled container or package 
provided by the pharmacy service provider or the Government of Ontario until administered to a 
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resident or destroyed. 0. Reg. 79/10, s. 126. 

On October 31, 2016 at approximately 1430 hours, inspectors #610 and #658 observed the 
medication cart in the Oxford medication room and noted that there were medications in medication 
cups for three residents in the fourth drawer. As the medications were in medication cups, they were 
not in the original labelled package provided by the pharmacy. The only information identifying the 
medications, was the top of the strip packages provided by the pharmacy including: the resident's 
name, and date and time of administration which was for 1200 hours on October 31 , 2016. There 
was no identifying information connecting the resident to the medications in the cups to identify who 
was to receive the medications. As a result, the medications were in the medication cups for 
approximately 2.5 hours, and not in their original labelled packaging provided by the pharmacy. 

On November 1, 2016, the inspectors observed the Oxford medication cart and noted that there was 
one insulin pen with a pharmacy label that was illegible and damaged, and also a second insulin pen 
label that was illegible and had incomplete information. It was not possible to identify which residents 
these two insulin pens were prescribed for. 

On November 1, 2016 at 1020 hours, the inspectors observed the Kent medication room and 
medication cart and noted the following: 

There was one insulin pen with a pharmacy label that was illegible and did not have any resident 
identifying inform.ation. There was also an insulin pen with a Silver Fox Pharmacy label that was 
worn off and the resident's name and "NR" were hand-written with ink. It was not possible to identify 
which residents these insulin pens were prescribed for. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy titled 
"Safe Storage of Medication" Policy 5.1 dated June 2016. This policy states in part: 

All medication shoultj remain in the original Silver Fox container until they are administered to an 
individual; Unused or wasted medication should be stored away from active medication in a locked 
area until it can be returned to Silver Fox Pharmacy. 

The licensee also has a policy that it developed pertaining to the packaging and labelling of 
medications. The licensee's current Policy titled "Administration of Medications" with a revised date 
of 2015-07-24 states in part: 

Administer medication only from properly labelled vials, packages, strip pouches, and blister packs 
dispensed from pharmacy. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 said that the expectation of labelling 
and packaging of medications was that anything that came from the pharmacy service provider 
would not be altered, and that if a medication had an illegible label, the medication would be 
removed and would not be used for administration. 

Silver Fox Pharmacy Medication System Audit Reports regarding the medication management 
system in the home showed that audits were completed by Silver Fox Pharmacy for the months of 
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Silver Fox Pharmacy Medication System Audit Reports regarding the medication management 
system in the home showed that audits were completed by Silver Fox Pharmacy for the months of 
September, November, and December 2016. The audits identified, among other things, that labeling 
of insulin cartridges and medication did not have the pharmacy labels for resident identifiers and 
prescribed orders. 

On November 15, 2016, Administrator #101 acknowledged that missing or illegible labels should be 
replaced on unlabeled and expired medications, or on containers with worn, illegible, damaged, 
incomplete, or missing labels. 

The licensee failed to ensure that drugs remained in the original labeled container or package 
provided by the pharmacy service provider until administered to a resident or destroyed. 

5. The licensee has failed to ensure that controlled substances were stored in a separate locked 
area within the locked medication cart. 0 . Reg. 79/10, s. 129 (1)(b). 

On October 31 , 2016, at approximately 1430 hours, the inspectors observed the medication room 
and medication cart for the Oxford (Pink) home area. The inspectors observ1?d controlled substances 
within the locked medication cart in the fourth drawer with non-controlled medications. Specifically, 
the inspectors observed the following controlled substances: two Hydromorphone 1 milliliter (ml) 
ampules left in a medication cup that had been opened and used for a resident, with a clear 
substance remaining in both ampules. 

Upon further review, the medication cart contained a separate locked area in the bottom drawer but 
these controlled substances were not in that separate locked area. 

The licensee utilized the pharmacy service provi<;ler Silver Fox Pharmacy, and their policy titled 
"Documentation and Storage of Medication Controlled Substance Documentation" Policy 5.3 dated 
June 2016. This policy states in part that: 

"Every controlled substance in the home must be stored separately from other items and must be 
double locked". 

The licensee's current policy titled "Medication Management-Drug Storage" with a revised date of 
2013-10-07 states in part that: 

Staff are to ensure that all narcotics are stored in a double locked, permanently affixed compartment 
within the general medication cart and or medication room. 

On October 31, 2016, due to the immediate risk presented by the opened and unsecured 
Hydromorphone ampules, the inspectors asked Administrator #101 to observe the controlled 
substances that were in the fourth drawer of the medication cart. Administrator #101 observed 
the fourth drawer of the medication cart and told the inspectors that the opened and unsecured 

· Hydromorphone ampules were not stored in accordance with the licensee's policy on the storage of 
narcotics. 
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After the inspectors brought the unsecured Hydromorphone ampules to the attention of 
Administrator #101, a medication incident report was completed. 

On November 9, 2016, Registered Practical Nurse (RPN) # 107 told the inspectors that she 
completed a medication incident report dated November 2, 2016, regarding the opened and 
unsecured controlled narcotic Hydromorphone ampules that were observed by the inspectors on 
October 31 , 2016. 

RPN #107 said that the process for using and discarding a controlled substance was to: 

*Withdraw the amount required for the resident; 
*Leave any remaining unusecj medication in the ampule; 
*Co-sign with the second nurse; and 
*Discard the ampule with the unused medication into the sharps container. 

The medication incident report dated November 2, 2016, related to the incident that occurred on 
October 31, 2016, showed that the RPN #107 received re-education on the licensee's drug disposal 
policy, a quiz on the medication practice standard from the College of Nurses of Ontario, and a 
written warning from the Director of Care #102. 

The licensee failed to ensure that controlled substances were stored in a separate, double locked 
area within the locked medication cart. 

6 . The licensee has failed to ensure that steps were taken to ensure the security of the drug supply, 
including that a monthly audit was undertaken of the daily count sheets of controlled substances to 
determine if there were any discrepancies, and that immediate action was taken if any discrepancies 
were discovered. 0 . Reg. 79/10, s.130. 3. 

Silver Fox Pharmacy completed its own audits for September, November, and December, 2016, 
regarding the medication management system in the home. These audits showed that the licensee 
had not completed audits of the daily count sheets for controlled substances to verify counts and to 
resolve any discrepancies immediately. 

On January 12, 2017, the DOC #102 told inspector #658 that they have a tool to audit the controlled 
substances, that this audit process was the responsibility of the DOC. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy titled 
"Documentation and Storage of Medication Controlled Substance Documentation" Policy 5.3 dated 
June 2016. This policy states in part: 

Counts must be done at every shift change with two staff members on the Controlled Substance 
Shift Count Record. Both staff members must be present and complete the count together. 

*An audit of the daily controlled substances count sheet is to be completed by the staff at the home 
on a monthly basis. 
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*All discrepancies must be reported immediately to the Director of Care . . 
The DOC #102 told the inspectors that the licensee had not completed monthly audits of the 
controlled substances as per the homes policy for August 2016, to January 12, 2017, and that the 
licensee's expectation is that monthly audits are completed and that any discrepanci~s are 
addressed immediately. 

On November 9, 2016, the Administrator #101 told the inspectors that the licensee's expectation was 
that two registered staff would sign off on each narcotic count completed at every shift change. 

A review of the Controlled Substance Shift Count sheets provided by Silver Fox Pharmacy with a 
date range of October 24, 2016 to November 11, 2016, showed that on October 24, 25, 26, 27, and 
30, and November 2, 3, 4, and 6, 2016, that two staff had not counted and verified the controlled 
substances of every shift. 

On these specified dates, registered staff had not signed the Controlled Substance Shift Count 
sheets. In an interview with the DOC #102 said 
they were aware of the results of the missing signatures on the controlled substance records by the 
pharmacy audits and staff informing her. 

The licensee failed to ensure that a monthly audit was undertaken of the daily count sheets of 
controlled substances to determine if there were any discrepancies, and that immediate action was 
taken if any discrepancies were discovered. 

7 . The licensee has failed to ensure that no drug was administered to residents unless the drug was 
prescribed for the resident. 0 . Reg. 79/10, s. 131 (1 ). 

On November 16, 2016, a Controlled Substance Administration Record for resident-was 
reviewed in the Oxford medication room. The record showed that resident-received 
Hydromorphone HCI 1 milligram (mg) tablet by mouth every four hours as needed. Record review of 
resident -electronic medication administration record indicated that they had an order for 
Hydromorphone HCI 1 mg tablet by mouth every six hours as needed. · 

The Controlled Substance Administration Record for resident- indicated that the same 
medication that was ordered, purchased, and prescribed for resident- was borrowed and 
administered to resident-four times in two days. 

The Controlled Substance Administration Record for resident .. showed that.o'n October 27, 
2016, residen-was given one dose of Hydromorphone HCL 1 mg, and on October 28, 2016, 
three more doses of Hydromorphone HCL 1mg were administered to resident-ram resident 
~edication card. 

On November 17, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that if staff ran out 
of medications, they would access the emergency drug supply first, and then contact the on-call 
pharmacist. Silver Fox Pharmacy Consultant #109 further explained that borrowing 
medication (giving a resident the medication that was prescribed for another resident) was not a 
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practice they recommended and that the medication for resident -should have been reordered 
as required. 

The Silver Fox Pharmacy Emergency Pharmacy Procedures Policy 3.9 states: 

*"Silver Fox Pharmacy provided 2417/365 emergency medication service outside of their business 
hours". 

The licensee's current policy titled "Administration of Medication" with a revised date of 2015- 07-24 
states in part that staff are to: 

*Apply the rights of medication administration, including the right resident. 

On November 17, 2016, Director of Care (DOC) #102 told the inspectors that the licensee"s 
expectation was that residents would only be administered medications that were ordered and 
prescribed for that resident, and dispensed to that resident by the homeOs pharmacy servjce 
provider. 

The licensee failed to ensure that resident 
prescribed for resident- when resident 
prescribed for resident -

as administered only the medication that was 
was administered medication that had been 

8. The licensee has failed to ensure that no person administered a drug to a resident in the home 
unless that person was a physician, dentist, registered nurse or a registered practical nurse or a 
nursing student 0. Reg. 79/10, s. 131 (3). 

On October 31, 2016, at approximately 1145 hours, RPN #118 was observed pouring a medication 
called "Resource 2.0" that was prescribed for residen-The RPN proceeded to the dining room 
and gave the Resource 2.0 to Personal Support Worker (PSW) #125. The RPN then walked back to 
the Kent medication cart, and the inspectors observed PSW#125 administer the Resource 2.0 to 
resident.. . . 

The licensee's current policy titled "Medication Administration Record.with a revised date of 2015-07 
-24 states: · 

"All medications shall be administered only by those authorized under the Health Professionals Act 
and their respective regulatory colleges: 

On November 18, 2016, RPN #118 told the inspectors that the Resource 2.0 was on the Electronic 
Medication Administration Record (eMAR) and registered staff signed for the Resource 2.0 as 
ordered and prescribed for the resident. 

The Administrator #101 told the inspectors that their understanding was that whoever dispensed the 
medication administered the medication, and acknowledged that Resource 2.0 was a medication 
that should not be administered by PSWs. 
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The licensee failed to ensure that no person administers a drug to a resident in the home unless that 
person was a physician, dentist, registered nurse or a registered a practical nurse. 

9. The licensee has failed to ensure that a drug record was established, maintained and kept, in the 
home for at least two years, in which the following information was recorded, in respect of every drug 
that was ordered and received in the home: 

1 . The date the drug was ordered. 
2. The signature of the person placing the order. 
3. The name, strength and quantity of the drug. 
4 . The name of the place from which the drug was ordered. 
5. The name of the resident for whom the drug was prescribed, where applicable. 
6. The prescription number, where applicable. 
7. The date the drug was received in the home. 
8. The signature of the person acknowledging receipt of the drug on behalf of the home. 
9. Where applicable, the information required under subsection 136 (4). 0 . Reg. 79/10, s. 
133. 

On November 2, 2016, the inspectors reviewed the drug record book in the Oxford medication room , 
which showed that resident-had Hydromorphone 12 mi~ (mg) re-ordered for th.em on 
October 19, 2016. The medication was received for resident~n October 27, 
2016, per the medication label on the medication card in the controlled medication bin in the 
medication cart. The resident was administered the medication on October 28, 29, 30, 31 , and 
November 1, 2, and 3, 2016. For this medication received for residen-on October 27, 2016, 
the drug record book did not include the prescription number, the quantity of tablets, or the signature 
of the person acknowledging receipt of the drug on behalf of the home. 

The inspectors reviewed the Oxford drug record book with a date range from October 1 to October 
31 , 2016. The drug record book showed that a total of 122 drug re-orders were made during this 
time period. Also showed 116 of the 122 drug re-orders were not completed in their entirety as the 
drug record for each of these 116 re-orders did not show the quantity of the drug that was ordered, . 
the prescription number for the drug that was ordered, the date the drug was received in the home, 
or the signature of the person acknowledging receipt of the drug on behalf of the home. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy titled 
"Drug Record" Policy 3.3 dated June 2016. This policy states in part that: 

* The Drug Record (DR) was intended to be a record of all medications that were ordered and 
received by the home. 

*Once the new or repeated medication had been received at the home, the person checking it in will 
sign, date, record the new prescription number and the quantity received. Any staff member may 
check the DR to verify that the medication had been received within the home. 

Silver Fox Pharmacy Medication System Audit Reports regarding the medication management 
system in the home for audits that were completed by Silver Fox Pharmacy for the months of 

Page 36 of/de 39 

L TCI00040987 



('~ . 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et des 
Soins de longue duree 

t?ontario Inspection Repo·rt under 
the Long-Term Care 
Homes Act, 2007 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

September, November, and oe·cember 2016 identified, among other things, that the drug record 
book was not being maintained and drug records were not kept; and that the drug record book was 
not being signed properly for ordering and re-ordering and receiving of medication by staff. 

The Administrator#101 told the inspectors that when the medication was delivered to the home from 
the pharmacy, it was the expectation that staff would be signing in the delivered medications in the 
drug record book. 

The licensee failed to ensure that the following information was recorded in the drug record in 
respect of every drug that was ordered and received in the home, in accordance with 0. Reg. 79/10, 
S. 133: 

3. The quantity of the drug; 
6. The prescription number; 
7. The date the drug was received in the home; and 
8. The signature of the person acknowledging receipt of the drug on behalf of the home . . 

10. The licensee failed to ensure that a plan, policy, protocol, procedure, strategy or system that is 
required by the Long-Term Care Homes Act, 2007 or O.Reg. 79/10 was complied with. O.Reg. 
79/10, s. 8(1) (b ). 

The licensee is required by 0 . Reg. 79/10, s. 136(1) to have a written drug destruction and disposal 
policy. 0. Reg. 79/10, s. 136(4) states that the written drug destruction and disposal policy must 

. provide that where a drug that was to be destroyed was a controlled substance, the applicable team 
members document the following in the drug record: the date of removal of the drug from the drug 
storage area; the name of the resident for whom the drug was prescribed, where applicable; the 
prescription number of the drug, where applicable; the drug's name, strength and quantity; the 
reason for de~truction ; the date when the drug was destroyed; the names of the persons who 
destroyed the drug; and the manner of destruction of the drug. 

The licensee utilized the pharmacy service provider Silver Fox Pharmacy, and their policy titled 
"Documentation and Storage of Med,ication Disposal of Controlled Medications, Policy 5. 7 dated 
June 2016). This policy states in part that: 

*With two registered staff members present, the remaining quantity of medication is circled on the 
controlled substance administration record and documented in the appropriate space. A diagonal 
line should be drawn through the remaining spaces on the count sheet space; the reason for the 
destruction should be documented on the count sheet. The form is to then be signed in the 
appropriate space by two registered staff. 

The inspectors reviewed the controlled substance administration records for five residents with dates 
ranging from September, to October 2016 and identified that all of the sheets were incomplete. 
Review of all five residents' controlled substance administration records showed that the reason for 
the drug destruction, the two registered staff signatures signed for when controlled substances were 
removed, the quantity removed, and the removal dates were not documented. Four out of the five 
controlled substance administration records did not have the remaining quantity of the medication 
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circled, and two of the five records did not have a diagonal line drawn through the remaining spaces 
as directed by Silver Fox Pharmacy's policy. 

On November 15, 2016, Silver Fox Pharmacy Consultant #109 told the inspectors that they believed 
that staff were educated on how to use the controlled substance administration record for destruction 
and that it would have been covered during the education provided by Silver Fox Pharmacy to 
registered staff in the home on August 22, and 23, 2016. · 

On November 15, 2016, the Administrator #101 told the inspectors that it was an expectation that 
the home would be following the policy from Silver Fox Pharmacy related to drug destruction of a 
controlled substance. 

The licensee failed to comply with the drug destruction and disposal policy required by 0 . Reg 
79/10, s. 136(1) by failing to ensure that where a controlled substance was destroyed the applicable 
team members documented the information required by s. 0 . Reg. 79/10, s. 
136(4). 

11. The licensee failed to comply with 0 . Reg. 79/10, s. 134(b}, ensuring that appropriate actions 
were 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. 

Resident ~was admitted to the home on June 15, 2016, per the census record in Point Click 
Care (PCC). Review of the resident's diagnosis showed that the resident had Chronic Obstructive 
Pulmonary Disease (COPD), Benign Hypertension, Thyrotoxicosis, and Anxiety disorder . . 

The resident's pain assessment in PCC completed on Jun~016, showed that the resident was 
receiving pain medication for Cancer and COPD. Resident-deceased on November 8, 2016. 

Review-of the electronic administration medication record (eMAR) for October 7, 2016, showed that 
resident .. was to receive Hydromorphone HCI Solution at 0800 hours and 1100 hours. 

The progress notes in PCC for resident #004 dated October 7, 2016, created by RPN #117 read: 
HYDROmorphone HCI Solution 2 MG/ML Inject 0.5 ml subcutaneously two times a day for dyspnea 
via butterfly at 08:00 and 11 :00 (0.5ml=1 mg), not given past the administratioQ.-
time. The progress notes in PCC dated October 7, 2016 showed that residen~ had not received 
the 1100 hours medication ordered and prescribed. 

Further review of the eMAR and PCC showed that there was no further action taken to respond to 
the omission of medication, and the resident had not been reassessed for pain management. 

On November 18, 2016, RPN #117 told the inspectors that they did not give the medication to 
resident-on October 7, 2016 as prescribed, had not completed a medication incident report and 
that there was no further action taken to assess the resident's pain as a result of the omission of 
medication. 

On November 17, 2016, DOC #102 told the inspectors that she was not aware of the medication 
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incident for resident~nd that a medication incident report should have been completed and 
had not been completed. 

The licensee failed to ensure that appropriate actions were taken in response to the medication 
incident involving resident-

The Severity of Risk was potential for risk or risk for actual harm and the scope was widespread. 
There was previous compliance history; 0 . Reg. 79/10, s. 129 issued on April 2, 2014, a Written 
Notification was received; 0. Reg. 79/10, s. 131 (3) issued on January 24, 2014, a Written 
Notification and Voluntary Plan of Correction was received; and 0 . Reg. 79/10, s. 8(1) (b) issued on 
February 9, 2016, February 3, 2015, April 16, 2015, and May 24, 2014 a Written Notification and 
Voluntary Plan of Correction was received. [s. 114. (1)] (610) 

Issued on this 15th day of August, 2017 

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

Original report signed by the inspector. 
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KEY RISK INDICATORS: 
RAl-MDS related; 
new or worsening pressure ulcers; daily physical restraint; weight loss; tans: new fracture; indwelling catheter; prevalence or worsening bladder 
or bowel'lncontlnence; fecal impaction: mod/severe.or worsening pain; pneumonia: wound infectioo; UTls; worsening function in ADLs; 
depression wilhout·anll-depressant therapy; worsening depression or anxiety; behavioural sympioms affecting others; worsening behaviour; anti
an~iety/hypnotic diug use: antipsychotic drug use in absence of psychotid(elated condition; 
Non-RAl·MDS related: · 
verified complaints; offensive odour; poor grooming & hygiene; staff or leadership tumoyer; financial concerns; alleged/actual financial abuse to 
resident; availability of meaningful activitx; use of agencies; poor or.IL health; nourishmenVsupplernent not consumed by resident at nutritional risk; 
environmental hazards/system breakdown; accidentaVunexpected death; missing resident; emergencies; eci.uipmentTelated injuries; alleged/actual 
abuse/assaul~ medication misapproprlatio.n: inluries:resu!tinQ in transfer/admission to hOspttal; outbreaks 

Judgement Matrix Decision Tool 

Home Name: Me.adow Park Final Version Date: August 18, 2017, 
Log #2016_254610_0033/029630-16 

*Refer to Judgement Matrix P & P for ·comp!ete definitions to assist in decision-making 

SCOPE: 
1 -lsclated 
2-Pal:tem 
3 - Widesptead 

l 
Act (s) or Reg (r) Section related to NC .Initial KRI Final Scope JM JM Compliance Action/Order 

(prief) Sev. (YIN) Sev. Quadrant Default Hx. Decision 
Level Level Action 

e.g r. 72(3)/J Foods not stored and 12 N 1 3 c co 2 I VPC served to prevent 
adulteration :;J.nd 
contamination 

I 
1 s. 19. (1) Duty to protect from 3 N 2 3 c co 2 VPC 

Neglect 

2 ~· 24. (1) Reporting Certain Matters .2 N 2 3 c ca 3 VPC 
to the Director 

3 s. 52. (2) Pain manaQement 2 y 2 1 D VPC 3 VPC 

14 s. 1 ()1.(1) (2) (~) Dealing with Complaints 1 N 1 3 c co 3 I VPC 

5 116. (3) ·(5) Annual Evaluation of the 2 N 2 3 c co 2 VPC 
Medication Svstem 

6 s.123. Emergency drug 2 N 2 3 c co 2 . VPC 

supp Iv 
7 s.134. Medication Drug 2 N 2 1 D VPC 2 VPC 

ReQime 
s . 114. (1T Medication Management 2 N 2 3 c co 2 co 

8 Svstem i 
9 
10 
11 

SEVERITY: 
1 - Minimum R;sJc 

2 - Minimal harm or 
Pol&nffal for AClual Harm 
3 - Actu8I HemvR!sk 
4 - Immediate Jeopardy 

COMPLIANCE-HISTORY: 
1) No.proYiousNC within last 3 yrS. 
2) 1 or more unrelated NC·Jn la's/ 3 yrs. 
3) ·1 or mor& ~NC in las/ 3 yrs. 
4) Despite MOH action (VPC, otrier),NC 
cantinrJeS wilh original area of NC 
5) .Multiple NC with at least one retared to 
tlie current area of concern 
6) Obstruc/ion 

Reason for Variance 

Food service manager changed and implemented new process 
for pouring beverages during inspection. The department was 
working towards t!Jis change and bumped up the start dale to 
begin immediatefy. Left as a VPC to encourage ·evaluating the 
process. 
Grounds are from 2014, the home has no HXrelated to this area 
to date. Issued as an order in a concurrer:it report for skin in 
2017. 
Grounds are.from 2014, Written Notification on February 13, 
2015, during a complaint inspection #2015_254610_0006. 
Dropped to a VPC due to HX 

Dropped as gr.ounds related to issues in 2014 and 
2015 and a VPC was issued on July 5, 2016 daring 
complaint inspection #2016 4'57630 0026 
No previous issues in the home· dropped to VPC order were 
issued in s.1 14 
No preivious issues in the home dropped to VPC orders issued 
in s.114 

Served as an immediately order on February 15, 2017 
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KEY RISK INDICATORS: 
RAl-MDS related: 
new or worsening pressure ulcers; dally physical restrain~ weight loss; falls; new fratture; indwelling catheter. prevalence or worsening bladder 
or bowel incontinence; fecal Impaction; mod/severe °' worsening pain; pneumonia; wound infeGtion: UTls: worsening function in ADLs: 
depression without anti-depressant therapy: worsening depression or anxiety; behaVloural symptoms affecting others: worsening behaviour. anli
anxiety/hypnotic drug use; antipsycholic drug use in absence or psychoticlralated condition; 
Non·RAl-MDS related: 
verified ·complaints: offensive odour. poor grooming & hygiene: staff or leadeuhlp tumaver; fmandal concefos: allegedtactiial financial abuse to 
raslden~ availability of meaningful activity; use of agencies: poor oral health; nourishmenVsupplement not consumed by resident at nutritional risk; 
environmental hazards/system breakdown; accldenlaVunexpected death; missing residenr, emergencies; equipment related Injuries: aneged/actual 
abuse/assault medication misappropriation: lnluries resultinQ In transfer/admission to hospital; outbreaks 

SCOPE: 
1 - lsolatttd 
2- Peftttm 
3 - WdespreecJ 

Act (s) or Reg (r) Section related to NC Initial KRI Final Scope JM JM Compliance Action/Order 
(brief) Sev. (YIN) Sev. Quadrant Default Hx Decision 

Level Level Action 
12 
13 
14 
15 
16 
17 
18 

I 

SEVERITY: 
1 - Minimum Risk 

2 - Mirilmal harm or 
Potttnfla/ for Actual Harm 
3 - Aclua/ Harm/Risk 
4 - Immediate JeopWdy 

COMPLIANCE HISTOg'{: 
1) No provious NC w#hln last 3 yrs. 
2) 1 or more. unreleied NC iMast 3 yrs. 
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The purpose of this inspection was to conduct a Complaint inspection. 

This inspection was conducted on the following date(s): November 31, December 6, 7, 8, 14, 
16, and 19, 2016. 

A Written Notification and Compliance Order under 0. Reg. 79/10, s. 50 (2), identified in 
concurrent inspection #2016_419658_0013will be issued in this report. 

A Written Notification and Voluntary Plan of Correction under LTCHA, 2007, c. 8, s. 6 (10), 
identified in concurrent inspection #2016_ 419658_0013 will be issued in this report. 

During the course of the inspection, the inspector(s) spoke with the Director of Care, the 
Medical Director, the Restorative Care Coordinator, the Environmental Services Supervisor, 
one Staff Educator, the Registered Dietitian, one Registered Nurse, two Registered Practical 
Nurses, four Personal Support Workers, and three residents. 

The inspector reviewed clinical records and plans of care for relevant residents, pertinent 
policies, procedures, and program evaluations, and the staff schedule. Observations were 
also made of general maintenance, cleanliness, and condition of the home, infection 
prevention and control practices, provision of care, staff to resident interactions, and 
medication administration and storage areas. 

The following Inspection Protocols were used during this inspection: 
Falls Prevention 
Safe and Secure Home 
Skin and Wound Care 

During the course of this inspection, Non-Compliances were issued. 
3 WN(s) 
2 VPC(s) 
1 CO(s) 
0 DR(s) 
OWAO(s) 
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NON-COMPLIANCE I NON - RESPECT DES EXIGENCES 
Legend Legende 

WN - Written Notification WN - Avis ecrit 
VPC - Voluntary Plan of Correction 
DR - Director Referral 

VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 

CO - Compliance Order CO - Ordre de conformite 
WAO - Work and Activity Order WAO- Ordres: travaux et activites 

Non-compliance with requirements under Le non-respect des exigences de la Loi de 
the Long-Term Care Homes Act, 2007 2007 sur les foyers de soins de longue 
(L TCHA) was found, (a requirement under duree (LFSLD) a ete constate, (une 
the L TCHA includes the requirements exigence de la loi comprend les exigences 
contained in the items listed in the qui font partie des elements enumeres 
definition of "requirement under this Act" in dans la definition de « exigence prevue 
subsection 2(1) of the L TCHA). · par la presente loi », au paragraphe 2(1) 

de la LFSLD. 

The following constitutes written Ce qui suit constitue un avis ecrit de non-
notification of non-compliance under respect aux termes du paragraphe 1 de 
paragraph 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. 50. Skin and wound care · 
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Specifically failed to comply with the following: 

s. 50. (2) Every licensee of a long-term care home shall ensure that, 
(b) a resident exhibiting altered skin integrity, including skin breakdown, pressure ulcers, 
skin tears or wounds, 

(i) receives a skin assessment by a member of the registered nursing staff, using a clinically 
appropriate assessment instrument that is specifically designed for skin and wound 
assessment, 

(ii) receives immediate treatment and interventions to reduce or relieve pain, promote 
healing, and prevent infection, as required, 

(iii) is assessed by a registered dietitian who is a member of the staff of the home, and any 
changes made to the resident's plan of care relating to nutrition and hydration are 
implemented, and 

(iv) is reassessed at least weekly by a member of the registered nursing staff, if clinically 
indicated; 0. Reg. 79/10, s. 50 (2). 

Findings/Faits saillants : 

1. The licensee has failed to ensure that a resident exhibiting altered skin ·integrity, including skin 
breakdown, pressure ulcers, skin tears or wounds, received a skin assessment by a member of the 
registered nursing staff, using a clinically appropriate assessment instrument that was specifically 
designed for skin and wound assessment. 

Jarlette Health Services policy on the Skin and Wound Care Program Version #2 last revised 
September 19, 2016, stated in part that a resident with actual alteration in skin integrity, including 
skin breakdown, pressure ulcers, skin tears or wounds would have a completed wound assessment 
and treatment record completed with initiation of impaired skin integrity and with any change in 
treatment. 

On December 6, 2016, Registered Nurse (RN) #131 said that for a new wound, including skin tears 
and pressure ulcers, registered staff were required to assess and document the skin breakdown in a 
wound assessment and treatment note under the assessments tab in PointClickCare (PCC). 

A) Review of resident #013's progress notes in PCC indicated that on August 25, 2016, resident 
#013 had a fall and sustained skin tears to their right upper arm. There was no wound assessment 
and treatment record completed in the assessments tab, but rather a wound note assessment 
progress note was completed on August 29, 2016, four days after the resident had sustained the 
skin tears. 

On November 22, 2016, resident #013 was assessed by the physician and documented that the 
resident had a wound on their coccyx area. Further review showed that no wound assessment and 
treatment record was completed by registered staff. 

On December 16, 2016, Medical Director (MD) #134 clarified that they had initially assessed the 
resident's coccyx wound and staged it as a stage II pressure ulcer as it was an open area. 
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On December 8, 2016, the Director of Care (DOC) #102 explained that registered staff were 
responsible for assessing wounds such as skin tears and pressure ulcers, and completing the 
wound assessment and treatment note during the reported shift. 

B) A skin note progress note in PCC on January 6, 2017, noted that resident #015 had skin 
breakdown on their coccyx. The skin note identified the measurements of the wound and the 
treatment intervention, but did not capture the same parameters as those utilized in a wound 
assessment and treatment record. 

The Skin and Wound Care Program policy stated in part that skin progress notes would be 
completed for altered skin integrity other than a wound. The skin breakdown at resident #015's 
coccyx constituted actual alteration in skin integrity and required the use of a wound assessment 
and treatment record to be completed. 

On January 10, 2017, DOC#102 acknowledged that a wounc;I assessment and treatment record had 
not been completed by registered staff regarding the new coccyx skin breakdown, and that it was 
required to be done. 

C) On February 14, 2017, Inspector #610 reviewed Critical Incident Syste·m report #2643-000005-17 
submitted to the Director related to alleged abuse. Further review of the home's internal 
investigation report and the resident's progress notes on February 5, 2017, showed that resident 
#048 has a bruise on their right forearm that was approximately 12 centimetres (cm) long and 7.5 cm 
wide. The orig in of the bruise was unknown but was thought to have occurred during care on 
February 4, 2017. 

The licensee's Skin and Wound Care policy titled "PCC Wound Assessment and Treatment" with an 
effective date of September 16, 2016, stated that a wound assessment and treatment assessment 
would be completed by registered staff for a resident at the time of any impairment of skin integrity 
including bruising. 

The licensee's Treatment Administration Record policy with a revised date of July 24, 2015, stated 
that all treatments required a written order signed by the prescriber with ordering authority, and that 
all treatments administered as a nursing measure would be identified as such. 

Resident #048's care plan showed a potential for breakdown in structural integrity of skin caused by 
pressure to their coccyx area. The date initiated on the care plan was January 7, 2013, with the goal 
to maintain intact skin integrity and a target date of April 9, 2017. The interventions that were in 
place were to clean with sea cleanse and apply Biatain or Triad cream as per physician orders. 
Further review of the plan of care showed that there were no current treatment orders for the sea 
cleanse, Biatain, or Triad cream written by the prescriber. 

A PCC daily progress note on January 2, 2017, showed that a PSW notified the nurse that resident 
#048 had a large bruise on their upper arm. The nurse further documented that the resident felt they 
received the bruise during care while repositioned in bed. There was no documentation to show that 
a wound assessment and treatment assessment had been completed in PCC or that the substitute 
decision maker (SOM) had been notified regarding the bruise. 
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On February 14, 2017, DOC #102 said that resident #048 did not have a wound on their coccyx and 
that the medication or.dered for the treatment was a nursing best practice measure. The DOC #102 
further explained that a wound assessment and treatment assessment was needed to be completed 
on a resident when bruising or impaired skin integrity was noted, and acknowledged that this had not 
been done on January 2 , 2017, when the bruise was identified. [s. 50. (2) (b) (i)] · 

2 . The licensee has failed to ensure that a resident exhibiting altered skin integrity, including skin 
breakdown, pressure ulcers, skin tears or wounds, was assessed by a registered dietitian (RD). 

Jarlette Health Services policy on the Skin and Wound Care Program Version #2 last revised 
September 19, 2016, stated in part that a resident with actual alteration in skin integrity, including 
skin breakdown, pressure ulcers, skin tears or wounds would be referred to the registered dietitian 
electronically through PointClickCare (PCC). The registered dietitian would ensure that those 
residents with altered skin integrity were assessed within seven days of referral. . 

Interviews conducted with registered staff members including Staff Educator #104, Registered Nurse 
(RN) #131, Registered Practical Nurse (RPN) #107, and RPN #118, all stated that they would · 
complete a referral to the dietitian for any wounds including skin tears and pressure ulcers. 

A) Review of resident #013's electronic medical health records indicated that they had sustained: 

- Skin tears on the resident's right upper arm on August 25, 2016; 
- Coccyx wound on November 22, 2016; 
- Skin tear on the resident's left elbow on December 1, 2016; and 
- Skin tear on the resident's left forearm on December 14, 2016. 

On December 16, 2016, RD #133 explained that registered staff were required to complete a 
nutritional referral form on PCC under the assessments tab for any residents who had altered skin 
integrity including skin tears and pressure ulcers. RD #133 stated that they had not ·received any 
referrals for resident #013 related to altered skin integrity on August 25, November 22, and 
December 14, 2016. RD #133 acknowledged that they had received a nutrit ional referral on 
December 1, 2016, but had not completed the assessment. 

On December 8, 2016, the Director of Care (DOC) #102 said that al l wounds and impaired skin 
integrity including skin tears and pressure ulcers would be referred to and assessed by the dietitian. 

B) Record review showed that resident #015 had developed a stage II pressure ulcer on the ir right 
elbow on October 1, 2016, and skin breakdown on their coccyx on January 6, 2017. 

Review of resident #015's electronic health records showed that no referral was completed by 
registe~ed staff to RD #133 regarding the elbow and coccyx wounds. 

On January 10, 2017, Director of Care (DOC) #102 acknowledged that a referral to the RD was not 
completed by registered staff for the coccyx wound, and stated that it was the ir expectation that the 
RD was notified of all wounds including pressure ulcers. [s. 50. (2) (b) (iii)] 
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3. The licensee has failed to ensure that a resident exhibiting altered skin integrity, including skin 
breakdown, pressure ulcers, skin tears or wounds, was reassessed at least weekly by a member of 
the registered nursing staff. 

Jarlette Health Services policy on the Skin and Wound Care Program Version #2 last revised 
September 19, 2016, stated in part that a resident with actual alteration in skin integrity, including 
skin breakdown, pressure ulcers, skin tears or wounds would have a wound progress note 
completed weekly. 

On December 6, 2016, Registered Nurse (RN) #131 said that all wounds, including skin tears and 
pressure ulcers, would be reassessed at least weekly by registered staff and documented in a 
wound assessment note under PointClickCare (PCC). 

A) Registered staff documented on August 29, 2016, that resident #013 had skin tears on their right 
arm. The only wound notes related to the right arm skin tears were completed on September 7, 15, 
and 18, 2016. Review of the resident's treatment administration record (TAR) indicated that resident 
#013 was being treated for right arm skin tears from August 27, 2016, to December 13, 2016. 
Documentation in the progress notes indicated that a weekly reassessment of altered skin integrity 
was not being completed. 

Review of resident #013's TAR showed that a dressing was initiated for a coccyx wound on 
November 23, 2016, and discontinued on December 9, 2016. During the specified dates, resident 
#013's progress notes had no wound notes indicating reassessmer:it of the coccyx wound. 

B) On October 1, 2016, registered staff documented a new stage II pressure ulcer on resident 
#015's right elbow. Wound notes related to the right elbow were completed on October 1, 19, 23, 24, 
26, 30, November 3, 21, December 12, 22, 2016, and January 2, 12, 26, and February 13, 2017. 
The dates of completion of the wound notes identified that weekly reassessments for the right elbow 
stage II pressure ulcer were not being completed by registered staff. 

A skin note on January 6, 2017, documented that resident #015 had skin breakdown on their coccyx. 
In review of PCC, there were no wound notes completed to support weekly reassessment of the skin 
breakdown. 

On December 8, 2016, Director of Care (DOC) #102 said that all wounds including pressure ulcers 
should be reassessed weekly. 

The scope of this area of non-compliance was determined to be a level two, where a pattern was 
demonstrated throughout the home. The severity was determined to be a level two, related to 
minimal harm or potential for actual harm. There was a history of related non-compliance in the last 
three years as evidenced by a WN being issued in inspection report #2015_ 416515_0009, and a 
WN andVPC being issued in inspection report#2014_255516_0013. [s. 50. (2) (b) (iv)] 
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CO # - 001 Will be served on the licensee. Refer to the "Order(s) of the Inspector". 

WN #2: The Licensee has failed to comply with L TCHA, 2007 5.0. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following: 

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care 
reviewed and revised at least every six months and at any other time when, 
(a) a goal in the plan is met; 2007, c. 8, s. 6 (10). 
(b) the resident's care needs change or care set out in the plan is no longer necessary; or 
2007, c. 8, s. 6 (10). 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 

Findings/Faits saillants : 

1. The licensee has failed to ensure that the resident was reassessed and the plan of care reviewed 
and revised when the resident's care needs changed or care set out in the plan was no longer 
necessary. 

A) On August 25, 2016, resident #013 sustained two skin tears on their right arm fol lowing a fall. 
Resident #013's care plan was reviewed and revised on August 29, 2016, four days after the 
wounds appeared, to reflect the new skin tears on the resident's right forearm , as well as the 
prescribed treatment. 

In PointClickCare (PCC), a wound note dated September 15, 2016, indicated that the wound base of 
the right arm skin tears were healed and dried with intact scabs. On October 8, 2016, an electronic 
medication administration record (eMAR) note stated that the prescribed treatments for the 
resident's right arm skin tears were not completed as the wounds were healed. 

On December 6, 2016, Inspector #658 observed resident #013 sitting in their recliner in their room 
with no dressings or skin tears on their right arm. 

Record review of resident #013's quarterly physician medication review was completed and signed 
by the physician on November 29, 2016. The quarterly physician medication review indicated a 
check mark under the "continue" column for the treatment related to the resident's right arm skin 
tears. A registered staff member documented in an eMAR note on November 25, 2016, that the area 
was healed. 

On December 16, 2016, Medical Director (MD) #134 explained that before continuing a treatment 
they would observe the resident and assess the continued use of the ongoing treatment. MD #134 
could not explain why the treatment related to resident #013's right arm skin tears were continued 
when they had been healed for over two months as indicated by numerous progress notes by 
registered staff. 
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Resident #013's electronic treatment administration record (eTAR) for the month of December 
included orders to treat the resident's right arm wound. One of the orders with a start date of August 
27, 2016, directed staff to cleanse the right arm with normal saline, apply adaptic and gauze over 

. top, and wrap in cling every day shift. Of the 13 days that this treatment was ordered in December, 
eight out of 13 were signed as "drug refused," three out of 13 were not signed for by registered staff, 
and two out of 13 were signed as administered. 

Record review of resident #013's care plan on December 6, 2016, indicated no changes related to 
the skin tears or the prescribed treatment since August 29, 2016, yet registered staff were 
documenting as early as October 8, 2016, that care was no longer necessary because the wounds 
were healed. 

On December 8, 2016, RPN #118 explained that registered staff were required to update the care 
plans of residents, but that they did not know how to update or who was responsible for updating the 
care plan related to skin and wound issues. 

On December 8, 2016, Director of Care (DOC) #102 stated that registered staff were respons ible for 
updating the care plans of residents, and that they expected that the plan of care would be updated 
when skin and wound issues were resolved. 

B) Record review of resident #044's care plan directed staff to ask the resident if they desired to 
have a bowel movement at each care time and offer the resident a bedpan. The last revision date of 
this intervention was January 11 , 2013. 

When the inspector approached resident #044 to interview them on their personal care needs, the 
resident was unable to be interviewed as they were cognitively impaired with a score of six on the 
cognitive performance scale, and was unable to appropriately answer any of the questions posed by 
the inspector. · 

The most recent assessment of continence completed on August 13, 2016, under the assessments 
tab identified that resident #044 was incontinent of bowels, but did not mention the use of a bedpan. 
The most recent Resident Assessment Instrument Minimum Data Set (RAl-MDS) assessment and 
Resident Assessment Protocol (RAP) with a locked date of February 2, 2017, indicated that resident 
#044 was incontinent of bowels, but again did not mention the use of a bedpan for bowel 
movements. 

On February 13, 2017, Personal Support Workers (PSW) #116 and #147 said that resident #044 did 
not use a bedpan for bowel movements. Registered Practical Nurse (RPN) #148, a representative of 
the continence committee, reaffirmed that the resident did not use a bedpan. 

C) Record review of resident #047's care plan and kardex stated that the resident was continent and 
had complete urinary control. The last revision date of this intervention was May 30, 2016. 

In an interview on February 13, 2017, resident #047 explained that staff were responsive in taking 
them to the bathroom and changing their brief when they required the assistance. 
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Review of a seven day look back period from February 8 to 14, 2017, for resident #047's 
PointOfCare (POC) toileting response history documented by PSWs in the home had indicated that 
the resident was incontinent seven out of seven days during at least one shift. 

The most recent assessment of continence with a locked date of August 13, 2016, noted that 
resident #047 was incontinent of urine mostly at night. The most recent RAl-MDS and RAP with a 
locked date of February 2, 2017, identified that resident #047 was frequently incontinent of urine and 
utilized an incontinence product. 

On February 13, 2017, PSW#116 explained that resident #047 was sometimes incontinent, and 
PSW#147 said that resident #047 had occasional accidents during the day, but was a heavy wetter 
during the night. RPN #148 stated that the resident did require care during the night, and that the 
resident's care plan should have been changed to occasionally incontinent to reflect the current level 
of care. 

On February 15, 2017, Director of Care (DOC) #102 acknowledged that the plan of care of residents 
#044 and #047 were not reviewed and revised as their care needs changed or care set out in the 
plan was no longer necessary, and that it was the responsibility of registered staff to update the plan 
of care whenever there was a change with the resident. 

D) On October 1, 2016, RN #127 documented in a wound assessment note that they had assessed 
resident #015 and noted a stage 11 wound on the resident's right elbow. RN #127 initiated a 
treatment and indicated that they had notified the Physician. On October 4, 2016, the Physician 
assessed resident #015 and documented that the resident had a pressure ulcer on their arm, and 
that it was advised to complete a dressing every day and change position frequently. 

On October 12, 2016, the licensee submitted in a critical incident report that on October 5, 2016, 
resident #015 had been neglected by a reg istered staff. In the report, resident #015 approached 
Registered Practical Nurse (RPN) #108 to change the dressing on their right elbow, but it was not 
changed until the following shift. 

In an interview on December 21 , 2016, RPN #108 explained that resident #015 had asked them to 
look at their right elbow, but that there was no treatment in the Treatment Administration Record 
(TAR). RPN #108 said that there was no dressing ordered during their shift for resident #015 on 
.October 5, 2016, and had not assessed the resident's elbow because of this. Home investigation 
notes showed that on October 6, 2016, RPN #108 was not aware of a wound to resident #015's 
elbow. 

Resident #015's TAR indicated that a treatment for the elbow wound had a revision date of October 
5, 2016, and a start date of October 6, 2016, yet had initially been treated for on October 1, 2016. 
Review of resident #015's medical health records showed no transcription of the treatment in the 
Prescriber's Order Form. 

Jarlette Health Services Treatment Administration Record policy with an. effective date of May 1, 
2007, and .a revised date of July 24, 2015, stated in part that: 

Page 10 of/de 13 

L TCI00041363 



r"'r: 
Ministry of Health and 
Long-Term Care 

Ministere de la Sante et des 
Soins de longue duree 

t?ontario Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

- "All treatments administered shall be documented on the resident's personal Treatment 
Administration Record (TAR)."; and 
- "All treatments shall have a written order signed by the prescriber with ordering authority (le. 
Physician, Nurse Practitioner, dentist etc.)." 

Through inspection, it was determined that resident #015 had an assessment completed by a 
registered staff member related to their new right elbow wound on October 1, 2016. However, the 
TAR was not updated until four days later to reflect the treatment, there was no written order signed 
by a prescriber to direct staff on how to initially treat the wound, and the resident's care plan was not 
reviewed and revised until October 13, 2016, 12 days after the wound was initially assessed. 

On January 6, 2017, Director of Care (DOC) #102 said that the nurse who completed a skin and 
wound assessment should have updated the plan of care with the appropriate treatment, and 
inputted a treatment order to be signed by the prescriber. 

The scope of this area of non-compliance was determined to be a pattern. The severity was 
determined to be a level two, related to minimal harm or potential for actual harm. There was a 
history of related non-compliance in the last three years as evidenced by a WN and VPC being 
issued in inspection report #2016_ 45760_0027. [s. 6. (10) (b)] 

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 residents are reassessed and the plan of care reviewed and revised at least every 
six months and at any other time when, (a) a goal in the plan is met; (b) the resident's care 
needs change or care set out in the plan is no longer necessary; or (c) care set out in the 
plan has not been effective, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with O.Reg 79110, s. 26. Plan of care 

Specifically failed to comply with the following: 

s. 26. (3) A plan of care must be based on, at a minimum, interdisciplinary assessment of the 
following with respect to the resident: 
15. Skin condition, including altered skin integrity and foot conditions. 0. Reg. 79/10, s. 26 
(3). 

Findings/Faits saillants : 
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1. The licensee has failed to ensure that a plan of care was based on, at a minimum, interdisciplinary 
assessment of the resident's skin condition, including altered skin integrity. 

Jarlette Health Services policy on the Skin and Wound Care Program Version #2 last revised 
September 19, 2016, stated in part that a resident with actual alteration in skin integrity, including 
skin breakdown, pressure ulcers, skin tears or wounds would be referred to restorative care. The 
policy also stated that restorative care would ensure that any resident with pressure ulcers would be 
assessed for positioning and seating, and clearly document transfer and positioning strategies on 
the plan of care. 

On November 22, 2016, Medical Director (MD) #134 documented in a progress note that they had 
assessed resident #013 and seen an open wound on the coccyx. A treatment was started on 
November 23, 2016, to apply and change a foam dressing to the coccyx every three days. On 
December 16, 2016, MD #134 clarified that the open coccyx wound was a stage II pressure ulcer. 

On November 31 and December 6, and 16, 2016, Inspector #658 observed resident #013 sitting in 
their recliner in their room. Personal Support Workers (PSW) #122 and #132, and Staff Educator 
#104 all explained that resident #013 often sat in their recliner for long periods of time. On December 
6, 2016, resident #013 told the inspector that they had a sore on their behind, and that it was painful 
when sitting. · 

On December 19, 2016, Restorative Care Coordinator (RCC) #136 said that they never received a 
referral related to resident #013's pressure ulcer. RCC #136 and DOC #102 stated that it was 
required for registered staff to complete the referral to the RCC so that a seating assessment could 
be completed for residents with pressure ulcers. 

The scope of this area of non-compliance was determined to be isolated. The severity was 
determined to be a level two, related to minimal harm or potential for actual harm. There was a 
history of unrelated non-compliance in the last three years. [s. 26. (3) 15.] 

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 a plan of care was based on, at a minimum, interdisciplinary assessment of the 
resident's skin condition, including altered skin integrity, to be implemented voluntarily. 
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Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection sous la 
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soins de longue duree 

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

Original report signed by the inspector. 
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Ministry of Health and 
Long· Term Care 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur les foyers 
de soins de longue duree, L.O. 2007, chap. 8 

Long-Term Care Homes Division 
Long-Term Care Inspections Branch 

Division des foyers de ·soins de longue dun~e 
Inspection de soins de longue dun~e 

Licensee Copy/Copie du titulaire de permis 

Name of Inspector (ID#) I 
Norn de l'inspecteur (No) : NEIL KIKUTA (658) 

Inspection No. I 
No de !'inspection : 

Log No./ 
Registre no: 

Type of Inspection I 
Genre 

d'inspection: 
Report Date(s) I 
Date(s) du Rapport : 

Licensee I 
Titulaire de permis : 

LTC Home I 
Foyer de SLD : 

Name of Administrator I 
Norn de l'administratrice 
ou de l'adininistrateur : 

2016 419658 0015 - -

027032-16 

Complaint 

May 25, 201 7 

MEADOW PARK (LONDON) INC 
689 YONGE STREET, MIDLAND, ON, L4R-2E1 

MEADOW PARK (LONDON) INC. 
1210 SOUTHDALE ROAD EAST, LONDON, ON, 
N6E-184 

Nicole Ross 

To MEADOW PARK (LONDON) INC, you are hereby required to comply with the 
following order(s) by the date(s) set out below: 
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Order# I Order Type I 
Ordre no: 001 Genre d'ordre : . Compliance Orders, s. 153. (1) (a) 

Pursuant to I Aux termes de: 

0 . Reg 79/1 O, s. 50 . (2) Every licensee of a long-term care home shall ensure 
that, 
(a) a resident at risk of altered skin integrity receives a skin assessment by a 

member of the registered nursing staff, 
(i) within 24 hours of the resident's admission, 
(ii) upon any return of the resident from hospital, and 
(iii) upon any return of the resident from an absence of greater than 24 hours; 
(b) a resident exhibiting altered skin integrity, including skin breakdown, pressure 

ulcers, skin tears or wounds, 
(i) receives a skin assessment by a member of the registered nursing staff, using 

a clinically appropriate assessment instrument that is specifically designed for 
skin and wound assessment, 
(ii) receives immediate treatment and interventions to reduce or relieve pain, 

promote healing, and prevent infection, as required, 
(iii) is assessed by a registered dietitian who is a member of the staff of the 

home, and any changes made to the resident's plan of care relating to nutrition 
and hydration are implemented, and 
(iv) is reassessed at least weekly by a member of the registered nursing staff, if 

clinically indicated; _ 
(c) the equipment, supplies, devices and positioning aids referred to in 

subsection (1) are readily available at the home as required to relieve pressure, 
treat pressure ulcers, skin tears or wounds and promote healing; and 
(d) any resident who is dependent on staff for repositioning is repositioned every 

two hours or more frequently as required depending upon the resident's condition 
and tolerance of tissue load, except that a resident shall only be repositioned 
while asleep if clinically indicated. 0 . Reg. 7W10, s. 50 (2) . 

Order I Ordre : 
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The licensee will ensure compliance with 0 . Reg. 79/10, s. 50 (2) by ensuring 
that all residents who exhibit altered skin integrity, including skin breakdown, 
pressure ulcers, skin tears or wounds are appropriately assessed. The licensee 
must immediately initiate steps towards protecting resident #015 and all other 
residents who exhibit or develop altered skin integrity while in the care of the 
long-term care home. This includes, but is not limited to: 

- Assessing resident #015 specifically and any other residents as required for 
any altered skin integrity using a clinically appropriate assessment instrument 
specifically designed for skin and wound assessment that reflects the tools 
identified in the skin and wound program in the home; 
- Referring all residents who exhibit altered skin integrity to a reg istered dietitian 
who will then conduct an assessment, and implement any changes made to the 
resident's plan of care relating to nutrition and hydration; 
- Ensuring resident #015 specifically and any other residents as required who 
exhibit altered skin integrity are reassessed at least weekly by a member of the 
registered nursing staff; and 
- Ensuring that implemented interventions for all residents exhibiting altered skin 
integrity are monitored and evaluated appropriately. 

The licensee will also ensure that all registered staff are re-educated on the 
home's skin and wound program. 

Grounds I Motifs : 

1. The licensee has failed to ensure that a resident exhibiting altered skin 
integrity, including skin breakdown, pressure ulcers, skin tears or wounds, 
received a skin assessment by a member of the registered nursing staff, using a 
clin ically appropriate assessment instrument that was specifically designed for 
skin and wound assessment. 

Jarlette Health Services policy on the Skin and Wound Care Program Version 
#2 last revised September 19, 2016, stated in part that a resident with actual 
alteration in skin integrity, including skin breakdown, pressure ulcers, skin tears 
or wounds would have a completed wound assessment and treatment record 
completed with initiation of impaired skin integrity and· with any change in 
treatment. 

On December 6, 2016, Registered Nurse (RN) #131 said that for a new wound, 
including skin tears and pressure ulcers, registered staff were required to assess 
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and document the skin breakdown in a wound assessment and treatment note 
under the assessments tab in PointClickCare (PCC). 

A) Review of resident #013's progress notes in PCC indicated that on August 
25, 2016, resident #013 had a fall and sustained skin tears to their right upper 
arm. There was no wound assessment and treatment record completed in the 
assessments tab, but rather a wound note assessment progress note was 
completed on August 29, 2016, four days· after the resident had sustained the 
skin tears. 

On November 22, 2016, resident #013 was assessed by the physician and 
documented that the resident had a wound on their coccyx area. Further review 
showed that no wound assessment and treatment record was completed by 
registered staff. 

On December 16, 2016, Medical Director (MD) #134 clarified that they had 
initially assessed the resident's coccyx wound and staged it as a stage II 
pressure ulcer as it was an open area. 

On December 8, 2016, the Director of Care (DOC) #102 explained that 
registered staff were responsible for assessing wounds such as skin tears and 
pressure ulcers, and completing the wound assessment and treatment note 
during the reported shift. 

B) A skin note progress note in PCC on January 6, 2017, noted that resident 
#015 had skin breakdown on their coccyx. The skin note identified the 
measurements of the wound and the treatment intervention, but did not capture 
the same parameters as those utilized in a wound assessment and treatment 
record. 

The Skin and Wound Care Program policy stated in part that skin progress notes 
would be completed for altered skin integrity other than a wound. The skin 
breakdown at resident #015's coccyx constituted actual alteration in skin 
integrity and required the use of a wound assessment and treatment record to 
be completed. 

On January 10, 2017, DOC#102 acknowledged that a wound assessment and 
treatment record had not been completed by registered staff regarding the new 
coccyx skin breakdown, and that it was required to be done. 
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C) On February 14, 2017, lnspector#610 reviewed Critical Incident System 
report #2643-000005-17 submitted to the Director related to alleged abuse. 
Further review of the home's internal investigation report and the resident's 
progress notes on February 5, 2017, showed that reside-nt #048 has a bruise on 
their right forearm that was approximately 12 centimetres (cm) long and 7.5 cm 
wide. The origin of the bruise was unknown but was thought to have occurred 
during care on February 4, 2017. 

The licensee's Skin and Wound Care policy titled "PCC Wound Assessment and 
Treatment" with an effective date of September 16, 2016, stated that a wound 
assessment and treatment assessment would be completed by registered staff 
for a resident at the time of any impairment of skin integrity including bruising. 

The licensee's Treatment Administration Record policy with a revised date of 
July 24, 2015, stated that all treatments required a written order signed by the 
prescriber with ordering authority, and that all treatments administered as a 
nursing measure would be identified as such. 

R·esident #048's care plan showed a potential for breakdown in structural 
integrity of skin caused by pressure to their coccyx area. The date initiated on 
the care plan was January 7, 2013, with the goal to maintain intact skin integrity 
and a target date of April 9, 2017. The interventions that were in place were to 
clean with sea cleanse and apply Biatain or Triad cream as per physician orders. 
Further review of the plan of care showed that there were no current treatment 
orders for the sea cleanse, Biatain, or Triad cream written by the prescriber. 

A PCC daily progress note on January 2, 2017, showed that a PSW notified the 
nurse that resident #048 had a large bruise on their upper arm. The nurse 
further documented that the resident felt they received the bruise during care 
while repositioned in bed. There was no documentation to show that a wound 
assessment and treatment assessment had been completed in PCC or that the 
substitute decision maker (SOM) had been notified regarding the bruise. 

On February 14, 2017, DOC #102 said that resident #048 did not have a wound 
on their coccyx and that the medication ordered for the treatment was a nursing 
best practice measure. The DOC #102 further explained that a wound 
assessment and treatment assessment was needed to be completed on a 
resident when bruising or impaired skin integrity was noted, and acknowledged 
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that this had not been done on January 2, 2017, when the bruise was identified. 

2. The licensee has failed to ensure that a resident exhibiting altered skin 
integrity, including skin breakdown, pressure ulcers, skin tears or wounds, was 
assessed by a registered dietitian (RD). 

Jarlette Health Services policy on the Skin and Wound Care Program Version 
#2 last revised September 19, 2016, stated in part that a resident with actual 
alteration in skin integrity, including skin breakdown, pressure ulcers, skin tears 
or wounds would be referred to the registered dietitian electronically through 
PointClickCare (PCC). The registered dietitian would ensure that those residents 
with altered skin integrity were assessed within seven days of referral. 

Interviews conducted with registered staff members including Staff Educator 
#104, Registered Nurse (RN) #131, Registered Practical Nurse (RPN) #107, 
and· RPN #118, all stated that they would complete a referral to the dietitian for 
any wounds including skin tears and pressure ulcers. 

A) Review of resident #013's electronic medical health records indicated that 
they had sustained : 

- Skin tears on the resident's right upper arm on August 25, 2016; 
- Coccyx wound on November 22, 2016; 
- Skin tear on the resident's left elbow on December 1, 2016; and 
- Skin tear on the resident's left forearm on December 14, 2016. 

On December 16, 2016, RD #133 explained that registered staff were required 
to complete a nutritional referral form on PCC under the assessments tab for 
any residents who had altered skin integrity including skin tears and pressure 
ulcers. RD #133 stated that .they had not received any referrals for resident #013 
related to altered skin integrity on August 25, November 22, and December 14, 
2016. RD #133 acknowledged that they had received a nutritional referral on 
December 1, 2016, but had not completed the assessment. 

On December 8, 2016, the Director of Care (DOC) #102 said that all wounds 
and impaired skin integrity including skin tears and pressure ulcers would be 
referred to and assessed by the dietitian. 

B) Record review showed that resident #015 had developed a stage II pressure 
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ulcer on their right elbow on October 1, 2016, and skin breakdown on their 
coccyx on January 6, 2017. 

Review of resident #015's electronic health records showed that no referral was 
completed by registered staff to RD #133 regarding the elbow and coccyx 
wounds. 

On January 10, 2017, Director of Care (DOC) #102 acknowledged that a referral 
to the RD was not completed by registered staff for the coccyx wound, and 
stated that it was their expectation that the RD was notified of all wounds 
including pressure ulcers. 

3. The licensee has failed to ensure that a resident exhibiting altered skin 
integrity, including skin breakdown, pressure ulcers, skin tears or wounds, was 
reassessed at least weekly by a member of the regi_stered nursing staff. 

Jarlette Health Services policy on the Skin and Wound Care Program Version 
#2 last revised September 19, 2016, stated in part that a resident with actual 
alteration in skin integrity,· including skin breakdown, pressure ulcers, skin tears 
or wounds would have a wound progress note completed weekly. 

On December 6, 2016, Registered Nurse (RN) #131 said that all wounds, 
including skin tears and pressure ulcers, would be reassessed at least weekly by 
registered staff and documented in a wound assessment note under 
PointClickCare (PCC). 

A) Registered staff documented on August 29, 2016, that resident #013 had skin 
tears on their right arm. The only wound notes related to the right arm skin tears 
were completed on September 7, 15, and 18, 2016. Review of the resident's 
treatment administration record (TAR) indicated that resident #013 was being 
treated for right arm skin tears from August 27, 2016, to December 13, 2016. 
Documentation in the progress notes indicated that a weekly reassessment of 
altered skin integrity was not being completed. 

Review of resident #013's TAR showed that a dressing was initiated for a coccyx 
wound on November 23, 2016, and discontinued on December 9, 2016. During 
the specified dates, resident #013's progress notes had no wound notes 
indicating reassessment of the coccyx wound. 
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B) On October 1, 2016, registered staff documented a new stage. II pressure 
ulcer on resident #015's right elbow. Wound notes related to the right elbow 
were completed on October 1, 19, 23, 24, 26, 30, November 3, 21, December 

. 12, 22, 2016, and January 2, 12, 26, and February 13, 2017. The.dates of 
completion of the wound notes identified that weekly reassessments for the right 
elbow stage II pressure ulcer were not being completed by registered staff. 

A skin note on January 6, 2017, documented that resident #015 had skin 
breakdown on their coccyx. In review of PCC, there were no wound notes 
completed to support weekly reassessment of the skin breakdown. 

On December 8, 2016, Director of Care (DOC) #102 said that all wounds 
including pressure ulcers should be reassessed weekly. 

The scope of this area of non-compliance was determined to be a level two, 
where a pattern was demonstrated throughout the home. The severity was 
determined to be a level two, related to minimal harm or potential for actual 
harm. There was a history of related non-compliance in the last three years as 
evidenced by a WN being issued in inspection report #2015_ 416515_0009, and 
a WN and VPC being issued in inspection report #2014_255516~0013. 
(658) 

This order must be complied with by I 
Vous devez vous conformer a cet ordre d'ici le : Jun 30, 2017 
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REVIEW/APPEAL INFORMATION 

TAKE NOTICE: 

The Licensee has the right to request a review by the Director of this (these) Order(s) 
and to request that the Director stay this (these) Order(s) in accordance with section 
163 of the Long-Term Care Homes Act, 2007. 

The request for review by the Director must be made in writing and be served on the 
Director within 28 days from the day the order was served on the Licensee. 

The written request for review must include, 

(a) the portions of the order in respect of which the review is requested; 
(b) any submissions that the Licensee wishes the Director to consider; and 
(c) an address for services for the Licensee. 

The written request for review must be served personally, by registered mail or by fax 
upon: 
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When service is made by registered mail, it is deemed to be made on the fifth day 
after the day of mailing and when service is made by fax, it is deemed to be made on 
the first business day after the day the fax is sent. If the Licensee is not served with 
written notice of the Director's decision within 28 days of receipt of the Licensee's 
request for review, this(these) Order(s) is(are) deemed to be confirmed by the Director 
and the Licensee is deemed to have been served with a copy of that decision on the 
expiry of the 28 day period. 

The Licensee has the right to appeal the Director's decision on a request for review of 
an Inspector's Order(s) to the Health Services Appeal and Review Board (HSARB) in 
accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is 
an independent tribunal not connected with the Ministry. They are established by 
legislation to review matters concerning health care services. If the Licensee decides 
to request a hearing, the Licensee must, within 28 days of being served with the 
notice of the Director's decision, give a written notice of appeal to both: 

Health Services Appeal and Review Board and the Director 

Attention Registrar 
151 Bloor Street West 
9th Floor . 
Toronto, ON M5S 2T5 

Director 
c/o Appeals Coordinator 
Long-Term Care Inspections Branch 
Ministry of Health and Long-Term Care 
1075 Bay Street, 11th Floor 
TORONTO, ON 
M5S-2B1 
Fax: 416-327-7603 

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide 
instructions regarding the appeal process. The Licensee may learn 
more about the HSARB on the website www.hsarb.on .ca. 
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RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL 

PRENDRE AVIS 

En vertu de !'article 163 de la Loi de 2007 sur les foyers de soins de longue duree, le 
titulaire de permis peut demander au directeur de reexaminer l'ordre ou les ordres 
qu'il a donne et d'en suspendre !'execution. 

La demande de reexamen doit etre presentee par ecrit et est signifiee au directeur 
dans les 28 jours qui suivent la signification de l'ordre au titulaire de permis. 

La demande de reexamen doit contenir ce qui suit : 

a) les parties de l'ordre qui font l'objet de la demande de reexamen; 
b) les observations que le titulaire de permis souhaite que le directeur examine; 
c) l'adresse du titulaire de permis aux fins de signification. 

La demande ecrite est signifiee en personne ou erivoyee par courrier recommande ou 
par telecopieur au: 

Directeur 
a/s Coordinateur des appels 
Inspection de soins de longue duree 
Ministere de la Sante et des Soins de longue dun~e 
1075, rue Bay, 11 e etage 
Ontario, ON 
MSS-281 
Fax: 416-327-7603 

Les demandes envoyees par courrier recommande sont reputees avoir ete signifiees 
le cinquieme jour suivant l'envoi et, en cas de transmission par telecopieur, la 
signification est reputee faite le jour ouvrable suivant l'envoi. Si le titulaire de permis 
ne re9oit pas d'avis ecrit de la decision du directeur dans les 28 jours suivant la 
signification de la demande de reexamen, l'ordre ou les ordres sont reputes confirmes 
par le directeur. Dans ce cas, le titulaire de permis est repute avoir re9u une copie de 
la decision avant !'expiration du delai de 28 jours. 
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Ordre(s) de l' inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 1,53 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur Jes foyers 
de soins de longue duree, LO. 2007, chap. 8 

En vertu de !'article 164 de la Loi de 2007 sur les foyers de soins de longue duree, le 
titulaire de permis a le droit d'interjeter appel, aupres de la.Commission d'appel et de 
revision des services de sante, de la decision rendue par le directeur au sujet d'une 
demande de reexamen d'un ordre ou d'ordres donnes par un inspecteur. La 
Commission est un tribunal independant du ministere. II a ete etabli en vertu de la loi 
et ii a pour mandat de trancher des litiges concernant les services de sante. Le 
titulaire de permis qui decide de demander une audience doit, dans les 28 jours qui 
suivent celui ou lui a ete signifie l'avis de decision du directeur, faire parvenir un avis 
d'appel ecrit aux deux endroits suivants : 

A !'attention du registraire 
Commission d'appel et de revision 
des services de sante 
151 , rue Bloor Quest, 9e etage 
Toronto (Ontario) MSS 2T5 

Directeur 
a/s Coordinateur des appels 
Inspection de soins de longue duree 
Ministere de la Sante et des Soins c;le longue duree 
1075, rue Bay, 11e etage 
Ontario, ON 
M5S-2B1 
Fax: 416-327-7603 

La Commission accusera reception des avis d'appel et transmettra des instructions 
sur la fa<;on de proceder pour interjeter appel. Les titulaires de permis peuvent se 
renseigner sur la Commission d'appel et de revision des services de sante en 
consultant son site Web, au www.hsarb.on.ca. 

Issued on this 25th day of May, 2017 

Signature of Inspector I 
Signature de l'inspecteur: 
Name of Inspector I 
Norn de l'inspecteur : Neil Kikuta 

Service Area Office I 
Bureau regional de services : London Service Area Office 
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This is Exhibit "F" 
to the Affidavit of NATALIE MORONEY, 
Sworn before me this 24th 
Day of July, 2018 



f')k t ":> //r. Ontario 

Ministry of Health and 
Long· Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, L O. 2007, chap. 8 

Long-Term Care Homes Division 
Long-Term Care Inspections Branch 

Division des foyers de soins de longue duree 
Inspection de soins de longue dun~e 

Licensee Copy/Copie du titulaire de permis 

Name of Inspector (ID#) I 
Norn de l'inspecteur (No) : MELANIE NORTHEY (563), AMIE GIBBS-WARD (630), 

NANCY SINCLAIR-(537), NEIL KIKUTA (658) 

Inspection No. I 
No de !'inspection : 

Log No. / 
No de registre: 

Type of Inspection I 
Genre d'inspection: 

Report Date(s) I 
Date(s) du Rapport : 

Licensee I 
Titulaire de permis : 

LTC Home I 
Foyer de SLD : 

Name of Administrator I 
Norn de l'administratrice 
ou de l'administrateur: 

2017 606563 0014 - -

013220-17 

Resident Quality Inspection 

Oct 6, 2017 

MEADOW PARK (LONDON) INC 
689 YONGE STREET, MIDLAND, ON, L4R-2E1 . 

MEADOW PARK (LONDON) INC. 
1210 SOUTHDALE ROAD EAST, LONDON, ON, 
N6E-1 B4 

Nicole Ross 

To MEADOW PARK (LONDON) INC, you are hereby required to comply with the 
following order(s) by the date(s) set out below: 
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J/F Ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de tongue duree, LO. 2007, chap. 8 

Order# I Order Type I 
Ordre no : 001 Genre d'ordre : Compliance Orders, s. 153. (1) (a) 

Linked to Existing Order I 
Lien vers ordre 2016_ 419658_0015, CO #001 ; 

existant: 

Pursuant to I Aux termes de : 

O.Reg 79/10, s. 50. (2) Every licensee of a long-term care home shall ensure 
that, 
(a) a resident at risk of altered skin integrity receives a skin assessment by a 

member of the registered nursing staff, 
(i) within 24 hours of the resident's admission, 
(ii) upon any return of the resident from hospital, and 
(iii) upon any return of the resident from an absence of greater than 24 hours; 
(b) a resident exhibiting altered skin integrity, including skin breakdown, pressure 

ulcers, skin tears or wounds, 
(i) receives a skin assessment by a member of the registered nursing staff, using 

a clinically appropriate assessment instrument that is specifically designed for 
skin and wound assessment, 
(ii) receives immediate treatment and interventions to reduce or relieve pain , 

promote healing, and prevent infection, as required, 
(iii) is assessed by a registered dietitian who is a member of the staff of the 

home, and any changes made to the resident's plan of care relating to nutrition 
and hydration are implemented, and 
(iv) is reassessed at least weekly by a member of the registered nursing staff, if 

clinically indicated; 
(c) the equipment, supplies, devices and positioning ·aids referred to in 

subsection (1) are readily available at the home as required to relieve pressure, 
treat pressure ulcers, skin tears or wounds and promote healing; and 
(d) any resident who is dependent on staff for repositioning is repositioned every 

two hours or more frequently as required depending upon the resident's condition 
and tolerance of tissue load, except that a resident shall only be repositioned 
while asleep if clinically indicated. 0. Reg . 79/1 O, s. 50 (2). 

Order I Ordre : 
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('~ t > 'l/r Ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 

Order(s) of the Inspector 
Pursuant to section 1,53 ancl/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 c/e la Loi de 2007 sur /es foyers 
de so;ns de lorgue duree, LO. 2007, chap. 8 

The licensee will ensure compliance with 0. Reg. 79/10, s. 50 (2) by ensuring 
that all residents who exhibit altered skin integrity, including skin breakdown, 
pressure ulcers, skin tears or wounds are appropriately assessed . 

The licensee must initiate steps towards protecting resident and 
- and all other residents who exhibit or develop altered skin integrity while in 
the care of the long-term care home. This includes, but is not limited to: 
- Assessing resident and -specifically and any other residents 
as required for any altered skin integrity using a clinically appropriate 
assessment instrument specifically designed for skin and wound assessment 
that reflects the tools identified in the skin and wound program in the home; 
- Referring all residents who exhibit altered skin integrity to a registered dietitian 
who will then conduct an assessment, and implement any changes made to the 
resident's plan of ca~ nutrition and hydration; 
- Ensuring resident~nd - specifically and any other residents 
as required who exhibit altered skin integrity are reassessed at least weekly by a 
member of the registered nursing staff; and 
- Ensuring that implemented interventions for all residents exhibiting altered skin 
integrity are monitored and evaluated appropriately. 

The licensee will also ensure that all registered staff are educated on the home's 
skin and wound program. 

Grounds I Motifs : 

1. The licensee has failed to ensure that a resident exhibiting altered skin 
integrity, including skin breakdown, received a skin assessment by a member of 
the registered nursing staff, using a clinically appropriate assessment instrument 
that was specifically designed for skin and woun·d assessment. 

The licensee has failed to comply with Order #001, Complaint Inspection 
#2016_ 419658_0015, with a compliance date of June 30, 2017 related to 
ensuring that all registered staff were re-educated on the home's skin and 
wound program. 

Ontario Regulation 79/10, s. 50(3) defines altered skin integrity as the potential 
or actual disruption of epidermal or dermal tissue. 

A) On July 18, 2017, lnspector#630 observed resident-with a dressing 
taped beside their left eye. On July 20, 21, and 24, 2017, Inspector #658 
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Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux termes de rarticle 153 et/ou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, L O. 2007, chap. 8 

observed resident-with a Band-Aid on their face beside the left eye. 

On July 20, 2017, Personal Support Worker (PSW) #107 explained that resident 
- had a dressing on their face because a cancerous growth was recently 
removed. Registered Practical Nurse (RPl!L.!t1.16 corroborated this statement, 
and stated that they had treated resident-wound with Fucid in cream and 
Vaseline. RPN #116 added that there were stitches in place, and that the area 
was scabbed. 

Record review of online progress notes documented in PointClickCare (PCC) 
stated that on July 13, 2017, resident- left for an appointment to remove a 
cancerous growth on the left side of the resident's face. The progress note 
referenced that the physician was notified, and Fucidin and Vaseline was 
ordered. Resident-paper health records contained a document related to 
biopsy wound care. The document stated to keep the wound clean and dry for 
24 hours, and to gently clean and apply ointment to the wound every day until 
the scab had fallen off or until the sutures were removed. · 

On July 24, 2017, Staff Educator #123 said that they were the skin and wound 
lead for the home. Staff Educator #123 explained that registered staff were 
required to complete a "Wound Assessment & Treatmenf' note under the 
assessments tab in PCC, as well as a "Wound Note" progress note for any 
break in skin. 

Record review showed that a "Wound Assessment & Treatment' and "Wound 
Note" were not completed for resident-

On July 27, 2017, Staff Educator #123 acknowledged that a skin and wound 
assessment was not completed for resident #006, and that an assessment was 
required to be completed for all surgical wounds. 

On July 27, 2017, Staff Educator#123 acknowledged that education related to 
Order #001 was not provided to all registered staff in the home, and that the 
entire skin and wound program developed by the home was not re-educated to 
registered staff by the compliance date of June 30, 2017. 

The licensee has failed to ensure that altered skin integrity, including skin 
breakdown, received a skin assessment by a member of the registered nursing 
staff, using a clinically appropriate assessment instrument that was specifically 

. . 
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('~ t > l/r Ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 c/e la Loi de 2007 sur /es foyers 
de soins c/e longue duree, L O. 2007, chap. 8 

designed for skin and wound assessment. 

B) On June 25, 2017, resident- had fallen and was sent to the hospital. 
Resident-returned to the home on June 29, 2017 following surgery for a 
right hip fracture. Progress notes in PointClickCare (PCC) stated that on July 2, 
2017, a dressing was changed. 

On July 24, 2017, Staff Educator #123 said that they were the skin and wound 
lead for the home. Staff Educator #123 explained that registered staff were 
required to complete a "Wound Assessment & Treatmenf' note under the 
assessments tab in PCC, as well as a "Wound Note" progress note for any 
break in skin. 

Record review showed that a "Wound Assessment & Treatment' note and 
"Wound Note" progress note were completed on July 5, 2017 that identified a 
surgical incision to the right hip. 

On July 27, 2017, Staff Educator #123 explained that registered staff were 
expected to immediately complete an assessment for residents with altered skin 
integrity. Staff Educator#123 acknowledged that the "Wound Assessment & 
Treatmenf' and "Wound Note" were not completed until six days after the 
resident returned from hospital with a surgical incision. 

The licensee failed to ensure that resident- surgical incision wound 
received a skin assessment by a registered staff member. 

2. The licensee has failed to ensure that a resident exhibiting altered skin 
integrity, including skin tears, was assessed by a registered dietitian . 

Record review of progress notes in PointClickCare (PCC) showed that resident 
-developed a skin a tear on July 21 , 2017. On July 25, 2017, a "Wound 
Assessment & Treatment" note was completed by Registered Practical Nurse 
(RPN) #129. The assessment identified that the skin care co-ordinator and 
physician were notified, but that a dietary referral was not completed. 

On July 27, 201 7, RPN #129 stated that they had not sent a referral for resident 
-skin tear, and would only complete a referral to the Registered Dietitian 
(RD) for pressure ulcers, or if the skin tear did not improve or worsened. 
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Ministry of Health and 
Long· Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur les foyers 
de soins de longue duree, L. 0 . 2007, chap. 8 

On July 27, 2017, RD #113 explained that any impediment of skin integrity 
should be referred to and assessed by the RD. RD #113 told the inspector that a 
referral was not completed for resident - skin tear. 

The licensee failed to ensure that a dietary referral and RD assessment was 
completed related to resident - skin tear. 

The severity was determined to be a level 2 as there was minimal harm or 
potential for actual harm. The scope of this issue was widespread during the 
course of this inspection. There is a compliance history of this legislation being 
issued in the home on April 2, 2015 as a Written Notification during Critical 
Incident Inspection #2015_ 416515_0009 and on May 25, 2017 as Compliance 
Order#001 during Complaint inspection #2016_419658_0015. 
(658) 

This order must be complied with by I 
Vous devez vous conformer a cet ordre d'ici le : Nov 30, 20_17 
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('~ t > vr Ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l' inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 ancl/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue dun~e. LO. 2007, chap. 8 

Order# I Order Type I 
Ordre no : 002 Genre d'ordre : Compliance Orders, s. 153. (1) (a) 

Pursuant to I Aux termes de : 

0. Reg 79/1 o, s. 114. (1) Every licensee of a long-term care home shall develop 
an interdisciplinary medication management system that provides safe 
medication management and optimizes effective drug therapy outcomes for 
residents. 0 . Reg. 79/10, s. 114 (1 ). 

Order I Ordre : 

To achieve compliance with 0 . Reg. 79/10, s. 114 (1 ), the licensee shall develop 
an interdisciplinary medication management system that provides safe 
medication management. 
Specifically, the licensee will : 

1. Develop a procedure to ensure that drugs remain in the original labelled 
container or package provided by the pharmacy service provider or the 
Government of Ontario until administered to a resident or destroyed. Evaluate 
the implementation of the procedure to ensure medications from properly 
labelled vials, packages, strip pouches, and blister packs dispensed from the · 
home's pharmacy service provider are administered. 

2 . Ensure that controlled substances are stored in a separate, double-locked 
stationary cupboard in the locked area or stored in a separate locked area within 
the locked medication cart. 

3. Implement a system identifying who is responsible for completing the monthly 
audits of the daily count sheets for controlled substances and ensure the · 
persons responsible receive direction related to the use of the audit. A lso, 
identify when the audits are to be completed and the time frames of the audits 
are to be clearly documented. Evaluate the information gathered through the 
monthly audits to determine if there are any discrepancies and take immediate 
action if any discrepancies are discovered. Document the actions taken. 

4. Implement a system for establishing accurate and up .. to-date drug records 
that include the following information for every drug ordered and received in the 
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Ministry of Health and 
Long· Term Care 

Ministere de la Sante et 
des Soins de longue duree 

·Ordre(s) de l'inspecteur 
Aux termes de !'article 15.3 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, s.o_ 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue dun~e. LO. 2007, chap. 8 

home: 
a) The date the drug is ordered 
b) The signature of,the person placing the order 
c) The name, strength and quantity of the drug 
d) The name of the place from which the drug is ordered 
e) The name of the resident for whom the drug is prescribed, where applicable 
f) The prescription number, where applicable 
g) The date the drug is received in the home 
h) The signature of the person acknowledging receipt of the drug on behalf of 
the home 
Maintain and keep a drug record for every drug that was ordered and received in 
the home within the home for at least two years. 

5. Develop and implement a system to ensure that for medication incidents and 
adverse drug reactions: 
a) Every medication incident and adverse drug reaction will be documented with 
a record of the immediate and corrective actions taken to maintain the resident's 
health. 
b) Every medication incident and adverse drug reaction will be reported to the 
resident, the resident's substitute decision-maker, if any, the Director of Nursing 
and Personal Care, the Medical Director, the prescriber of the drug, the 
resident's attending physician or the registered nurse in the extended class 
attending the resident and the pharmacy service provider. 
c) All medication incidents and adverse drug reactions are documented, 
reviewed and analyzed; corrective action will be taken as necessary and a 
written record kept of this. 
d) Medication incidents and adverse drug reactions will be reviewed and 
analyzed quarterly in order to reduce and prevent medication incidents and 
adverse drug reactions; and a record kept of everything. 

6. Ensure that medication policies that are required by the Long-Term Care 
Homes Act, 2007 or O.Reg. 79/1 O, are complied with. 

Grounds I Motifs : 

1. The licensee of the long-term care home failed to develop an interdisciplinary 
medication management system that provided safe medication management, as 
evidenced by: 

1. The licensee failed to comply with 0 . Reg. 79/10, s.126, by failing to ensure 
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('~ t > vr- Ontario 

Ministry of Health and 
Long· Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eUou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, LO. 2007, chap. 8 

that drugs remain in the original labelled container or package provided by the 
pharmacy service provider or the Government of Ontario until administered to a 
resident or destroyed. 

2. The licensee failed to comply with 0 . Reg. 79/10, s 129 (1) (b) , by fai ling to 
ensure that controlled substances were stored in a separate, double-locked 
stationary cupboard in the locked area or stored in. a separate locked area within 
the locked medication cart. · 

3. The licensee failed to comply with 0 . Reg. 79/10, s. 130 (3) , by failing to 
ensure that a monthly audit was undertaken of the daily count sheets of 
controlled substances to determine if there were any discrepancies, and that 
immediate action was taken if any discrepancies were discovered. 

4. The licensee failed to comply with 0. Reg. 79/10, s. 133, by failing to ensure 
that a drug record was established, maintained and kept in the home for at least 
two years, in which was recorded the following information in respect of every 
drug that was ordered and received in the home: 
1. The date the drug was ordered 
2. The signature of the person placing the order 
3. The name, strength and quantity of the drug 
4. The name of the place from which the drug was order~d 
5. The name of the resident for whom the drug was prescribed, where applicable 
6. The prescription number, where applicable 
7. The date the drug was received in the home 
8. The signature of the person acknowledging receipt of the drug on behalf of 
the home 
9. Where applicable, the information required under subsection 136(4). 

5. The licensee failed to comply with 0. Reg. 79/10, s. 135, by failing to ensure 
that every medication incident involving a resident and every adverse drug 
reaction was: 
(a) documented, together with a record of the immediate actions taken to assess 
and maintain the resident's health; and 
(b) reported to the resident, the resident's substitute decision-maker, if any, the 
Director of Nursing· and Personal Care, the Medical Director, the prescriber of 
the drug, the resident's attending physician or the registered nurse in the 
extended class attending the resident and the pharmacy service provider. 
In addition, the licensee failed to ensure that, 
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t? ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de. l'inspecteur 
Aux termes de !'article 153 et/ou 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, L O. 2007, chap. 8 

(a) all medication incidents and adverse drug reactions were documented, 
reviewed and analyzed; 
(b) corrective action was taken as necessary; and 
(c) a written record was kept of everything. 
The licensee failed to ensure that, 
(a) a quarterly review was undertaken of all medication incidents and adverse 
drug reactions that have occurred in the home since the time of the last review in 
order to reduce and prevent medication incidents and adverse drug reactions; 
(b) any changes and improvements identified in the review were implemented; 
and 
(c) a written record was kept of everything. 

6 . The licensee failed to comply with 0 . Reg. 79/1 o, s. 8 (1) (b) , by failing to 
ensure that a plan, policy, protocol, procedure, strategy or system that is 
required by the Long-Term Care Homes Act, 2007 or 0 . Reg. 79/10, was 
complied with. 

Between July 17, 2017 an·d July 28, 201 7, Inspectors reviewed the licensee's 
current policies, the policies and procedures of Silver Fox Pharmacy, the drug 
records related to ordering and receiving medication, the monthly audits of 
controlled substance shift counts, the monthly audits completed by SilvE?r Fox 
Pharmacy, the Medication Incident Notices/Forms, the education and training 
materials presented by Silver Fox Pharmacy, and the Electronic Medication 
Administration Records (eMAR). lnspector(s) interviewed staff of the licensee 
and representatives of the pharmacy service provider, Silver Fox Pharmacy. 
Inspectors #658 and #563 completed observations of the medication rooms, 
medication carts, medication refrigerators, emergency medication supply, 
medication administration, and the drug destruction of controlled substances and 
non-controlled substances. Record reviews, interviews and observations 
identified non-compliance with the following requ.irements. 

1. To achieve compliance with 0 . Reg. 79/10, s. 114 (1 ), the licensee was to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of Compliance Order (CO) #901 issued during 
Critical Incident (Cl) inspection #2016_254610_0033, the licensee was required 
to educate all registered staff regarding the policy and procedures for unused or 
wasted medication for storage, and implement the procedure on administering 
medications from properly labelled vials, packages, strip pouches, and blister 
packs dispensed from the home's pharmacy service provider. 
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('~ t > //r Ontario 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 
de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, L.O. 2007, chap. 8 

The licensee failed to comply with 0. Reg. 79/10, s. 126, by failing to ensure that 
drugs remained in the original labelled container or package provided by the 
pharmacy service provider·or the Government of Ontario until administered to a 
resident or destroyed. · 

The Silver Fox Pharmacy Policy and Procedure Educational $ession by 
PowerPoint was presented to all registered staff in March 2017 with respect to 
safe storage of medication. The registered staff were instructed that all 
medication should remain in their original Silver Fox Pharmacy. labelled 
container until they were administered to an individual. Unused or wasted 
medication should be stored separately from active medication in a locked area 
until destruction. 

The "Resident Rights, Care and Services - Medication Management -
Administration of Medications Policy Version 3" revised July 20, 2017 stated that 
at the time of medication admin.istration, the registrant will ensure that the 
medication was properly packaged and labeled and would administer 
medications only from properly labelled files, packages, strip pouches, blister 
packs dispensed from pharmacy, and/or properly labelled government stock 
pharmaceuticals. 

The "Safe Storage of Medication Policy 5.1."· dated June 2016 stated all 
medication should remain in their original Silver Fox labelled container until they 
were administered to an individual. 

The "Resident Rights, Care and Services - Medication Management - Drug 
Storage" policy with a revised date of October 7, 2013 (2013-10-07) stated the 
registered staff members administering medications would ensure that all 
drawers and bins of the medication cart were properly labelled as applicable and 
that discontinued or outdated medications were removed immediately from the 
medication cart, refrigerator, or government stock cupboards. 

The "Medications Systems Audif' for the KenUElgin home care area dated May 
1, 2017 was completed by the Silver Fox Pharmacy Director of Projects and 
Innovation (DPI) #137. The audit stated, "Ensure Spiriva capsules are kept in 
the original pharmacy labelled box. Most eye drops and insulin cartridges are 
labelled with date opened however found some not labelled." An audit was also 
completed by the DPI #137 for the Lambton home care area dated July 18, 2017 
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Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue durt~e 

Ordre(s) de l'ins·pecteur 
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and documented that drugs were not stored in the original packaging. 

On July 21, 2017, Inspectors observed the Kent/Elgin m~dication cart and noted 
the following : . 
• In a marked container for resident - Spiriva 18 micrograms (ug) capsules 
were not in the ·original labelled package, but the labelled portion of the package 
was ripped off and placed in the marked container, 
• Blue coloured inhaler with no pharmacy label, but had p~e covering the 
outside of the inhaler with a hand written label of resident-name and 
dated 11 11 /21 /16" I 
• Unlabelled Genteal eye drops, and 
• Top drawer of the medication cart had one round white tablet labelled 11Met 
500" and an oblong pink speckled tablet outside of the original packaging and 
sitting loose among other medication supplies. 

RPN #116 and RN #109 could not identify which resident the two loose tablets in 
the top drawer of the medication cart belonged to. RN #109 suspected it might 
be from the emergency stock. Both registered staff acknowledged that all 
medications were to remain in the original labelled container or package 
provided by the pharmacy. 

On July 24, 2017, Inspectors observed the Lambton medication cart and noted 
one insulin Clikstar container with Drug Identification Number (DIN)_ 
prescription number (Rx) 1019140, dated August 15, 2016 and f rom 11 Emergency 
Supply" had a handwritten label in blue pen with resident- name. 

RPN #129 acknowledged that the insulin pen for resident-was illegible, and 
verified that there was no name on the insulin pen, only a hand written name on 
the box. 

On July 25, 2017, Inspectors observed the Oxford medication cart and noted the 
following : 
• In a marked container for resident - Spiriva 18 ug capsules were not in the . 
original labelled pharmacy package. 
• Outside a marked container, a Fragmin pre-filled syringe was unlabelled and 
·outside of the original labelled package located in another drawer, 
• In an unmarked container, Spiriva 18 ug capsules were not in the original 
labelled pac~and sitting beside a Tiotropium Bromide Monohydrate inhaler 
for resident- · 
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• In an unmarked container - Spiriva 18ug capsules were not in the original 
labelled pac.a e and sitting besiqe a Tiotropium Bromide Monohydrate inhaler 
for resident 
• Insulin pen container and the insulin pen for resident-were not labelled 
with an original label from pharmacy, and 
• Nicoderm patches in a box with no pharmacy label and a handwritten label with 
the name of resident_ 

RN #135 acknowledged that the label for resident- insulin pen was a label 
that came from the resident's chart and was not the original label from 
phar:macy. As for residen-Nicoderm patches, RPN #135 verified that 
there was a physician's ordefaiid the patches were not labelled with an original 
label from pharmacy. 

On July 25, 2017, Inspectors observed the Wildwood medication cart and noted 
the following : 
• In a marked container for resident - Spiriva 18 ug capsules were not in 
the original labelled package, 
• In an unmarked container, Spiriva 18 ug capsules were not in the original 
labelled pac~and sitting beside a Tiotropium Bromide Monohydrate inhaler 
for resident-
• One bottle of Benyli~p did not have an origi.nal pharmacy label, and the 
last name of resident-was handwritten on the front of the bottle, and 
• In an unmarked container in the fifth drawer, there was one unlabelled Ventolin 
puffer, and one nitroglycerin patch 0.2 milligram/hour (mg/hr) located outside of 
the original labelled package from pharmacy with a handwritten label that 
documented resident-first name and the date "19/7". 

RN #132 acknowledged that the Ventolin puffer was unlabelled and was unsure 
who the puffer belonged to. The RN also explained that the unlabelled box in the 
fifth drawer with various medications was a box that contained medications for 
destruction. 

On July 25, 2017, Staff Educator #106 verified that all medications should be in 
their original labelled pharmacy package. 

The licensee failed to ensure that drugs remained in the original ·1abelled 
container or package provided by the Silver Fox Pharmacy service provider until 
the medications were administered to a resident or destroyed. 
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2. To achieve compliance with 0. Reg._ 79/10, s. 114 (1 ) , the licensee was to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of CO #901 issued during Cl inspection 
#2016_254610_0033, the licensee was required to educate and train all 
registered staff on safe storage of controlled substances in double locked 
storage areas or in a separate locked area within the locked medication cart. 

The licensee failed to comply with 0. Reg. 79/10, s. 129 (1) (b) , by fail ing to 
ensure that controlled substances were stored in a separate, double-locked 
stationary cupboard in the locked area. 

The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 2017 with respect to 
the safe storage of medication. Controlled substances must be stored separately 
in a double locked area and the location of the emergency controlled substances 
may be within a medication cart or in the "stat box" located in the home in a 
locked medication room. 

The "Emergency Medication Home Supply Policy 3.1 O." dated June 2016 stated, 
"if controlled substances are included in the emergency medication home 
supply, storage in a locked and secure area will be determined by the home." 

On July 25, 2017, Inspectors observed the Oxford medication room and noted 
that inside one of the refrigerators contained a locked black box. RN #135 
unlocked the black box in the fridge and there was Ativan injectable inside. The 
Controlled Drugs and Substances Act classified Ativan as a controlled 
substance. Inspectors reviewed the finding with the Staff Educator #106 and 
Director of Care (DOC) #102. The DOC acknowledged that the Ativan should be 
stored in a separate, double-locked stationary cupboard and that the black box 
was not stationary. 

On July 25, 2017, Staff Educator #106 acknowledged that the locked black 
metal boxes in the refrigerators in each home care area would contain controlled 
substances, but that not all boxes necessarily have a controlled substance in 
them. All home care area medication room refrigerators were obseNed and only 
the Oxford medication refrigerator had a controlled substance contained in the 
black locked box. 
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On July 26, 2017, an email titled "lock boxes" from the Silver Fox Pharmacy 
Director of Projects and Innovation #137 to the Staff Educator #106 stated, 
"there is nothing in the act other than it needs to be double locked which it is" 
11 keeping it in the lock box in the fridge in a locked med room should be 
sufficient." 

The "Resident Rights, Care and Services - Medication Management -Narcotics 
and Controlled Substances" policy with a revised date of October 7, 2013 (2013-
10-07) stated all narcotics shall be stored in a permanently affixed cabinet, 
under double lock at all times accessible only by a registered staff member. 

The "Resident Rights, Care and Services - Medication Management - Drug 
Storage" policy with a revised date of October 7, 2013 (2013-10-07) stated the 
Director of Care would ensure that medications were stored and secured in 
keeping with the legislation. The registered staff members administering 
medications would ensure that all narcotics were stored in a double locked, 
permanently affixed compartment within the general medication cart and or· 
medication room. 

The licensee failed to ensure that the controlled substance, Ativan injectable, 
was stored in a separate, double-locked stationary cupboard in the locked area. 

3. To achieve compliance with 0 . Reg. 79/1 o, s. 114 (1), the licensee was to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of CO #901 issued during Cl inspection 
#2016_254610_0033, the licensee was required to conduct monthly audits of 
the daily count sheets for controlled substances, evaluate the information 
gathered through the monthly audits to determine if there were any 
discrepancies and take immediate action if any discrepancies were discovered. 
The actions taken were to be documented. · 

The licensee failed to comply with 0. Reg. 79/10, s. 130 (3) , by failing to ensure 
that a monthly audit was undertaken of the daily count sheets of controlled 
substances to determine if there were any discrepancies, and that immediate 
action was taken if any discrepancies were discovered. 

The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 2017 with respect to 
controlled substance documentation and that the home must complete a 
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monthly audit of the daily controlled substance count sheets and to immediately 
report any discrepancies to the Director of Care. 

On July 21 , 2017, Staff Educator #106 shared that the medication audits were 
completed once a month. The Staff Educator #106, the Director of Care (DOC) 
#102 and the Resident Assessment Instrument Coordinator (RAl-C) #123 visited 
each nursing station and completed the audit and it was the same audit that 
pharmacy used. The Staff Educator stated that each drug record book, 
medication cart, and treatment cart was audited and that this was documented 
as part of the audit. Inspector #563 asked what the process was if there was a 
discrepancy in the drug record and the Staff Educator shared that there would 
be follow up with the registered staff involved. Also, daily narcotic count sheets 
were audited monthly and the home had created an additional controlled 
substances audit to encourage nurses to do it themselves once a month before 
management audits. 

The "Controlled Substance Process Audit" referenced 0 . Reg. 79/1 o, s. 130 
where the daily count sheets of controlled substances were to be audited 
monthly to identify any potential discrepancies and take immediate action. The 
"Controlled Substance Shift Count" process was to audit that two signatures 
were present at each shift count and that the shift count matches the 
administration record. The following was documented as part of this audit for the 
following months in the following home care areas: 

April 2017: 
• KenUElgin: Staff Educator #106 and RAl-C #123 completed the audit dated 
March 31, 2017, where the controlled substance shift count had one missing 
entry and was flagged for follow up. 
• Lambton: Staff Educator #106 and RAl-C #123 completed the audit dated 
March 31 , 2017, where there was one missing signature on the Individual and 
Shift Count sheets flagged for follow up. 

May 2017: 
• KenUElgin was not completed 
• Lambton was not completed 
• Oxford was not completed 
• Wildwood was not completed 

June 2017: 
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• Kent/Elgin was not completed 
• Lambton was not completed 

July 201 7: as of July 28, 2017 
• Kent/Elgin was not completed 
• Lambton was not completed 
• Oxford was not completed 
• Wildwood was not completed 

The "Medication Systems Audit' was also to be completed monthly for each 
home care area which identified whether an audit of the daily count sheets of 
controlled substances was performed monthly by the home. All Medication 
System Audits completed in April , May, June and July 2017 identified with a "Y" 
for yes that an audit was completed . However, there was no documented 
evidence of a controlled shift or individual count audit for all home care areas for 
May, or for the Kent/Elgin and Lambton home care areas in June and although 
the medication system audits for July documented that the daily count sheets 
were audited, there was no documented evidence that this occurred. 

The "Controlled Substance Documentation Policy 5.3." dated June 2016 stated 
an audit of the daily controlled substance count sheet was to be completed by 
the staff at the home on a monthly basis and all discrepancies must be reported 
immediately to the Director of Care. 

On July 25, 2017, Staff Educator #106 shared that the registered nursing staff 
did not receive instruction on how to complete or when to complete the audit 
tools and acknowledged that the "Controlled Substance Process Audit" did not 
identify an audit time-frame. Inspector #563 asked where corrective action was 
documented in the audits and who was responsible fo.r the follow up and .the 
Staff Educator #106 did not know. The Staff Educator also verified that the 
"Controlled Substance Process Audits" were not being completed monthly for 
each home care area. 

On July 25, 2017, RAl-C #123 also acknowledged that registered staff were not 
instructed on how to complete the audit tools and that the registered staff were 
to let them know right away if there was a discrepancy during any narcotic 
counts. 

On July 27, 2017, Staff Educator #106 and Inspector #563 reviewed "Controlled 
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Substance Process Audit" dated June 16, 2017 for the Oxford home care area 
where the "Shift Count" was marked "Y" for "yes" indicating that the shift count 
had two signatures present at each shift count. The Staff Educator could not 
verify the time period of this audit, and acknowledged that the registered staff did 
not receive directions related to the use of the form except that they were to 
work through it. The Staff Educator thought that the form may be just for the day 
indicated as June 16, 2017 and not an audit for the month as required. Inspector 
#563 reviewed the "Medications System Audit" dated June 26, 2017 and 
completed by the DOC #102 for the Wildwood home care area where under the 
"Documentation" heading "Y" for yes was answered that "an audit of.the daily 
count sheets of controlled substances is performed monthly by the home". There 
were no comments documented related to any discrepancies noted. The 
Inspector reviewed the "Controlled Substance Shift Count" for Wildwood home 
care area dated June 6, 2017 for a missing signature on the evening shift for the 
incoming registered staff member. The Staff Educator acknowledged that shift 

·count required two registered staff signatures at each shift count every day and 
that the Medication System Audit did not document the discrepancy identified on 
June 6, 2017. 

The "Controlled Substance Shift Counts" completed in June 2017 for all four 
home care areas had missing signatures of the registered staff for both the 
incoming and outgoing staff member on multiple days. The records dated June 1 
to 9, 2017 were missing for the Kent/Elgin home care area. The DOG #102 
acknowledged that the controlled substance shift counts were missing for June 1 
to 9, 2017 for one home care area. 

On July 27, 2017, DOC #102 was shown inconsistencies in audit completion and 
documentation. The DOC acknowledged that the "Controlled Substance Process 
Audit" does not identify a time-frame the daily count sheets for controlled 
substances were reviewed. The DOC also verified that the controlled substance 
process audits were not completed for May 2017 and only completed for the 
Oxford and Wildwood home care areas in June 2017. Inconsistencies among 
controlled substance process audits for daily shift counts and medication 
systems audits were reviewed. The DOC acknowledged inconsistencies and 
that audits completed in the home were not matching the information in the daily 
shift counts. The documentation as part of the controlled substance process 
audits was _not capturing the actual discrepancies identified by the Inspectors 
during the record review of the shift count sheets. The DOC shared that there 
would be follow up with the registered staff related to missing signatures 
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identified on the controlled substance shift count sheets, but acknowledged that 
as part of the June audit, there was no follow up with the June 6, 2017 evening 
registered staff member. The DOC also acknowledged that there was no 
documented follow up related to the actions taken for the missing signatures 
identified on the April 2017 "Controlled Substance Shift Count" audit of the 
individual and shift daily count sheets. 

The licensee failed to ensure that a monthly audit was undertaken of the daily 
count sheets of controlled substances to determine if there were any 
discrepancies, and that immediate action was taken if any discrepancies were 
discovered. 

4. To achieve compliance with 0 . Reg. 79/1 O, s. 114 (1 ), the licensee was to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of CO #901 issued during Cl inspection 
#2016_254610.....:0033, the licensee was required to educate and train all 
registered staff regarding the policy and procedure for maintain ing a drug record . 
Also, to implement a system for establishing accurate and up-to-date drug 
records that included the information as described ins. 133 for every drug that 
was ordered and received in the home. 

The licensee failed to comply with 0 . Reg. 79/1 O, s. 133, by failing to ensure that 
a drug record was established, maintained and kept in the home for at least two 
years, which recorded the following information, in respect of every drug that 
was ordered and received in the home: 
1 . The date the drug was ordered 
2. The signature of the person placing the order 
3. The name, strength and quantity of the drug 
4. The name of the place from which the drug was ordered 
5. The name of the resident for whom the drug was prescribed, where applicable 
6. The prescription number, where applicable 
7. The date the drug was received in the home 
8. The signature of the person acknowledging receipt of the drug on behalf of 
the home 
9. Where applicabl~. the information required under subsection 136(4). 

The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 2017 with respect to 
the drug record . All medications received at the home must be documented in 
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the drug record. If procedure has been followed correctly all receiving 
information will be accompanied by ordering details. The legislation r. 133 was 
reviewed with the following information with respect to every drug that was 
ordered and received in the home. It was reviewed that the drug record should 
be stored in the home for a minimum of two years. The training included a 
review of how to complete the drug record form for ordering new medications 
and that it was completed by the ordering nurse and completed by the receiving 
nurse. 

The "Ordering. Prescriptions Policy 3.2." dated June 2016 stated registered staff 
were to enter the prescription information into the appropriate boxes on the drug 
record page or peel the reorder label from the desired medication and place it in 
the drug record in the next available space. Initial and date in the appropriate 
boxes and repeat this process for all items re-ordered. 

The "Drug Record Policy 3.3." dated June 2016 stated the drug record should be 
stored in the home for a minimum of two years. Once the new or repeated 
medication has been received at the h9me, the person checking it will sign and 
date, record the new prescription number and the quantity received. Any staff 
member may now check the "Drug Record" to verify that the medication has 
been received within the home. 

The "Resident Rights, Care and Services - Medication Management - Narcotics 
and Controlled Substances" policy with a revised date of October 7, 2013 (201 3-
10-07) stated a count of narcotics shall be completed by the off going and 
incoming registered staff member at change of shift and whenever an exchange 
of medication keys takes place. 

On July 21, 2017, Staff Educator #106 shared that there was a lot of time spent . 
reviewing the drug records during the PowerPoint education session and the 
home was auditing each drug record book and if there was a discrepancy in the 
drug record, there would be follow up with the registered staff involved. The Staff 
Educator also shared that drug records were given to the Director of Care (DOC) 
and kept in the DOC office. 

On July 21, 201 7, the narcotic and controlled substance destruction was 
observed at 1035 hours with the Consultant Pharmacist (CP) #1 12 and 
Registered Nurse (RN) #126 in attendance. CP #112 shared that the original 
individual administration record should be kept in the home for two years and 
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once the narcotic destruction has been completed, the original records were 
given to the DOC/Administrator. 

The "Drug Records" dated June 1 to 30, 2017 in every home care area was 
missing information documented for drugs ordered and received in the home: 
• Wildwood had missing information for approximately 70% of medications 
ordered and received, 
• Kent/Elgin had missing information for approximately 50% of medications 
ordered and received, 
• Lambton had missing information for approximately 55% of medications 
ordered and received, and 
• Oxford had missing information for approximately 65% of medications ordered 
and received. 

On July 27, 2017, Staff Educator #106 and Inspector #563 reviewed the drug 
record where resident- "Septra OS" and "Canestan cream" was 
documented as ordered June 26, 2017 with no pres~ number or quantity 
indicated. Reviewed the drug record where resident- "Tylenol 500 
milligram (mg)" was documented as ordered June 9, 2017 with no prescription 
number or quantity indicated. The Staff Educator acknowledged mandatory 
information was missing. 

The Medications Systems Audit was completed by the Silver Fox Pharmacy 
Director of Projects and Innovation #137 for the following home care areas: 
• Lambton audit dated July 18, 2017, documented "N" for "no" for "the drug 
record was readily available and maintained" with a comment which stated the 
controlled substance audit was last completed on June 27, 2017 and the drug 
record was missing several entries by both the ordering and receiving nurse in 
July. 
·Wildwood audit dated June 9, 2017, documented "N" for "no" for "the drug 
record was readily available and maintained" with a comment which stated the 
drug record had "5+" missing entries in May. 
• Kent/Elgin audit dated May 1, 2017, documented "N" for "no" for "the drug 
record was readily available and maintained" with a comment which stated the 
drug record noted "25+" missed entries by the receiving nurse and "15" entries 
where the ordering nurse did not initial and date the entries in April. 

On August 1, 2017, during a telephone interview, the Director of Projects and 
Innovation #137, Chief Operating Officer #141 , and Pharmacy Manager #142 
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reviewed the Medication Systems Audit dated June 9, 2017 for the Wildwood 
home care area and they shared that the drug records reviewed as part of this 
·audit would be for May 9 to June 9, 2017. 

The "Medication Systems Audif' was completed by the RAl-C #123 for each 
home care in July 2017. The Lambton and the Oxford home care area audits 
were completed July 7, 2017 with an identified discrepancy related to a small 
number of missing signatures on the drug record. 

On July 27, 2017, Director of Care (DOC) #102 acknowledged that there were 
multiple areas of missing documentation for both ordering and receiving of 
medications on the drug records for all four home care areas. The DOC verified 
that the drug records were not maintained. 

The licensee failed to ensure that the drug records were maintained and 
recorded the information required in s. 133 for every drug that was ordered and 
received in the home. 

5. The licensee failed to ensure that every m·edication incident involving a 
resident and every adverse drug reaction was: 
(a) documented, together with a record of the immediate actions taken to assess 
and maintain the resident's health; and 
(b) reported to the resident, the resident's substitute decision-maker, if any, the 
Director of Nursing and Personal Care, the Medical Director, the prescriber of 
the drug, the resident's attending physician or the registered nurse in the 
extended class attending the resident and the pharmacy service provider. 

In addition, the licensee failed to ensure that, 
(a) all medication incidents and adverse drug reactions were documented, 
reviewed and analyzed; 
(b) corrective action was taken as necessary; and 
(c) a written record was kept of everything. 

The licensee failed to ensure that, 
(a) a quarterly review was ·undertaken of all medication incidents and adverse 
drug reactions that have occurred in the home since the time of the last review in 
order to reduce and prevent medication incidents and adverse drug reactions; 
(b) any changes and improvements identified in the review were implemented; 
and 
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The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 2017 with respect to 
medication incidents. The training materials described a medication incident as a 
preventable event associated with the prescribing, ordering, dispensing, storing, 
labeling, administering or distributing of a drug, or the transcribing of the 
prescription, and included an active omission or commission, whether or not it 
resulted in harm, injury or death to a resident or a near miss event where the 
incident does not reach a resident but had it done so, harm, injury or death could 
have resulted. Registered staff reviewed common medication incident types, 
reporting requirements, quality improvement, investigation, and appropriate and 
immediate actions taken. Registered staff also reviewed the documentation · 
requirements for the medication incident form . 

. The "Resident Rights, Care and Services - Medication Management -
Medication Incident Policy Version 2" revised July 20, 2017, stated a medication 
incident shall be defined as a preventable event associated with the prescribing, 
ordering, dispensing, storing, labelling, administering or distributing of a drug, or 
the transcribing of a prescription. Upon identification of a medication error, the 
individual identifying the error would assess the resident for any signs or 
symptoms of reaction to the error, notify the physician, the resident and the 
resident's SOM, report the incident to the attending physician, Director of Care 
(DOC), pharmacist; then initiate and complete the internal medication incident 
report and forward the completed report to the DOC, physician and pharmacist 
and document in the progress notes the status of the resident, actions taken and 
furt.her follow up action required. 

The licensee failed to ensure that every medication incident involving a resident . 
and every adverse drug reaction was documented, together with a record of the 
immediate actions taken to assess and maintain the resident's health; and 
reported to the resident, the resident's substitute decision-maker, if any, the 
Director of Nursing and Personal Care, the Medical Director, the prescriber of 
the drug, the resident's attending physician or the registered nurse in the 
extended class attending the resident and the pharmacy service provider. In 
addition, the licensee failed to ensure that all medication incidents and adverse 
drug reactions were documented, reviewed and analysed; corrective action was 
taken as necessary; and a written record was kept of everything. 
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A Medication Incident Notice was completed for resident .. dated January 1, 
2017 at 0800 hours. The incident form did not identify the sraft member who 
made the medication error, or the staff member who identifieq the error. 
Metoprolol 50 mg, Coversyl 2 mg, and Vitamin D 1000 units were charted as 
given at 0800 hours, but the unopened medication package for 0800 hours was 
found in the medication cart at bedtime. The incident form documented that the 
event was communicated to "resident/Power of Attorney (POA)", "Silver Fox 
Pharmacy", "On call" prescriber and the "DOC". On July 27, 2017, DOC #102 
acknowledged RPN #122 was responsible for the dose omission, that there was 
no corrective action for RPN #122 documented. On August 1, 2017, during a 
telephone interview, Inspector #563 reviewed the medication incident with the 
Silver Fox Pharmacy Director of Projects and Innovation #137, Chief Operating 
Officer #141 , and the Pharmacy Manager #142 and they verified that the 
incident was not faxed to pharmacy. The Silver Fox Pharmacy Chief Operating 
Officer shared that the pharmacy was to receive all medication incidents, 
especially an omission. 

A Medication Incident Form was completed for re.sident-dated July 14, 
2017 at 1700 hours. The form documented that Dilaudid 0.5 mg dose for noon 
was missed. Incident type was documented as "dose omission". The incident 
form was signed by DOC #102. On July 27, 2017, DOC #102 verified that follow 
up with the staff member depended on the seriousness of the medication 
incident and the staff would be called immediately or wait until the staff 
member's next scheduled shift. The DOC verified that follow up with Registered 
Practical Nurse (RPN) #139 did not occur and acknowledged that there should 
always be a follow up with the staff member. The RPN Schedule documented 
that RPN #139 worked July 14, 17, 18, 19, 20 and 22, 2017. There were four 
scheduled shifts between Monday and Friday where the DOC could have 
followed up with the RPN and did not. 

A medication Incident Notice was completed for resident. dated January 
18, 2017 at 0930 hours. The medication was "Dilaudid" with no other description 
documented. The outcome of the incident was left blank. RPN #122 reported the 
narcotic count sheet was missing from the Dilaudid ampules. The narcotic count 
sheet was found January 20, 2017, RN #126 took it home and returned the form 
to the resident's chart. RPN #105 and RN #126 did not complete the daily count 
sheet. The DOC #102 verified that the medication incident notice lacked the 
appropriate documentation and was left incomplete. On August 1, 2017, during 
a telephone interview, Inspector #563 reviewed the medication incident with the 
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Silver Fox Pharmacy Director of Projects and Innovation #137, Chief Operating 
Officer #141, and the Pharmacy Manager #142 and they verified that the 
Medication Incident Notice completed for resident-was not faxed to 
pharmacy and they verified that pharmacy would expect notification of this type 
of error. The Director of Projects and Innovation #137 shared they would like to 
look at all incidents from a pharmacy perspective and all incidents were tracked 
by pharmacy regardless of the origin of the error. 

A medication Incident Notice was completed for resident-dated March 4, 
2017 at 2005 hours. Olanzapine (Zyprexa) 5mg was discontinued February. 28, 
2017 as signed by Physician #143. The first nurse review was on February 28, 
2017 and second review by the nurse was on March 3, 2017. A new batch of 
medication strips arrived Thursday night, March 9, 2017. The DOC #102 
acknowledged that the medication incident notice should have been faxed to 
pharmacy. On August 1, 2017, during a telephone interview, Inspector #563 
reviewed the incident with the Director of Projects and Innovation #137, Chief 
Operating Officer #141 , Pharmacy Manager #142 and they verified that this 
incident was not faxed to pharmacy, that pharmacy was faxed the 
discontinuation of the Olanzapine order on March 10, 2017 . They shared that 
the expectation would be for the home to fax the discontinued order on the same 
day it was discontinued. Review of a copy of the fax verified receipt of the 
physician's orders to pharmacy dated March 10, 2017. 

A medication Incident Notice was completed for resident-dated March 4, 
2017. Registered Practical Nurse (RPN) #144 administered "Hydromorphone 2 
mg" two tablets instead of the one tablet ordered. Review of the progress notes 
dated March 4 to 6, 2017 verified there was no documentation related to the 
hydromorphone overdose monitoring or assessment of resident • . The DOC 
#102 acknowledged there was no follow up monitoring or assessment of the 
resident documented as part of the resident's clinical record. The DOC also 
verified that there was no follow up with RPN #144 and nothing documented in 
the staff member's Human Resource (HR) file. On August 1, 2017, during a 
telephone interview, Inspector #563 reviewed the incident with the Director of 
Projects and Innovation #137, Chief Operating Officer #141, Pharmacy Manager 
#142 and they verified that this incident was not faxed to pharmacy and that it 
should have been faxed for their review. 

On July 21, 2017, Staff Educator #106 shared that the nurse who discovered the 
medication incident would fill out the form, take action as needed, and fax the 
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form to pharmacy. The original goes to the DOC and the DOC takes corrective 
action. 

On July 25, 2017, the Director of Care (DOC) #102 shared that they were 
unable to locate the Professional Advisory Committee (PAC) meeting minutes 
from the last meeting in March or April 2017. 

On July 27, 2017, DOC #102 and the Administrator #101 shared that the PAC 
meeting was pushed from April and scheduled for May 16, 2017 0930 to 103·0 
hours. The Administrator verified that the PAC meeting occurred on this date, 
but that there was no record of the meeting minutes found . The DOC 
acknowledged that there were five medication incidents documented in January, 
one in February and seven medication incident forms completed for March 
2017. Both the DOC and Administrator acknowledged that there should be a 
written record of the quarterly review undertaken of the 13 medication incidents 
that occurred in the home since the time of the last revie~. 

On August 1, 2017, during a telephone interview, the Director of Projects and 
Innovation #137, Chief Operating Officer #141, Pharmacy Manager #142 shared 
that although pharmacy reviews each medication incident, that a pharmacy 
summary would not have been completed unless it was a pharmacy error. All 
pharmacy errors were analyzed and summarized and the summaries were then 
faxed to the Administrator and DOC of the home. A quarterly review was to be 
undertaken of all medication incidents regardless of origin. 

The licensee failed to ensure that every medication incident involving a resident 
and every adverse drug reaction was documented with a record of the 
immediate actions taken to assess and maintain the resident's health. The 
incidents were not reported to the appropriate persons as described in 0 . Reg. 
79/10, s. 135, corrective action was not taken as necessary and there was not a 
written record kept of everything. There was no documented evidence of a 
quarterly review undertaken of all medication incidents and adverse drug 
reactions that have occurred in the home since the time of the last review. 

6. To achieve compliance with 0 . Reg. 79/10, s. 114 (1) , the licensee was to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of Compliance Order (CO) #901 issued during 
Critical Incident (Cl) inspection #2016_254610_0033, the licensee was required 
to educate and train all registered staff on the procedure in the home for the 
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recording of the daily count sheets for controlled substances. 

The licensee failed to comply with 0 . Reg. 79/1 o, s. 8(1 )(b) , by failing to ensure 
that the "Controlled Substance Documentation Policy 5.3." that was required by 
the Long-Term Care Homes Act,2007 or 0 . Reg. 79/10, was complied with . 

A) The "Controlled Substance Documentation Policy 5.3." dated June 2016 
stated counts must be done at every shift change with two staff members on the 
controlled sub~tance shift count record . Both staff members must be present 
and complete the count together. An audit of the daily controlled substance 
count sheet was to be completed by the staff at the home on a monthly basis 
and all discrepancies must be reported immediately to the Director of Care. 

The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 201 7 with respect to 
controlled substance documentation . Every change of staff required a shift count 
by two staff members on the controlled substance shift count record. Registered 
staff reviewed the count sheets as part of their education related to 
documentation. 

The Lambton home care area "Controlled Substance Shift Count" had missing 
registered staff signatures on the following dates: · 
• July 2, 2017 evening shift was missing the staff signature of the staff member 
coming in 
• July 2, 2017 night shift was missing the staff signature of the staff member 
going out 
•July 10, 2017 night shift was missing the staff signature of the staff member 
coming in 
•July 13, 2017 day shift was missing the staff signature of the staff member 
coming in 
• July 13, 2017 evening shift was missing the staff signature of the staff member 
going out · 

On July 21, 2017, the Kent/Elgin home care area medication room was 
observed. RPN #116 and RN #109 were present at the shift change controlled 
substance count and shared that two registered staff were required to count at 
each shift change and during a contingency count if there were any change in 
the registered staff at any other time. 
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On July 24, 2017, the Lambton home care area medication room was observed. 
RPN #129 acknowledged that there were missing signatures on the controlled 
substance shift counts and shared that registered staff received education not 
too long ago related to the completion and documentation of the narcotic shift 
count. 

On July 25, 2017, the Wildwood home care area medication room was 
observed. The controlled substance shift count records were missing registered 
staff signatures for July 25, 2017 day shift. Registered Nurse (RN) #132 
explained that they had forgotten to sign the controlled substance shift count 
record and stated that they were present during the count with the outgoing night 
nurse. RN #132 shared they have received education on completing the narcotic 
count record during orientation, and also during a two day training session 
presented by pharmacy in early spring . RN #132 stated a controlled substance 
count was to be completed whenever there was a change in nurses. 

On July 25, 2017, the Oxford home care area medication room was observed. 
RN #135 acknowledged that the signage on the controlled substance count . 
sheet during the sign in of the evening shift of July 25, 2017 was not completed 
and that the expectation was that both registered staff were to sign at the time of 
the narcotic count. 

On July 27, 2017, Staff Educator #106 acknowledged that the shift narcotic 
count required two registered staff signatures at each shift count every day. 

On July 27, 2017, DOC #102 acknowledged there were multiple missing 
signatures on the controlled substance shift count and that there was no 
documented evidence that two staff were present for the narcotic shift counts on 
multiple occasions. 

B) To achieve compliance with 0 . Reg. 79/10, s. 114 (1), the licensee was to 
. develop an interdisciplinary medication management system that provided safe 
medication management. As part of Compliance Order (CO) #901 issued during 
Critical Incident (Cl) inspection #2016_254610_0033, the licensee was requ ired 
to educate all registered staff regarding the policy and procedures for unused or 
wasted medication for storage; and implement the procedure on administering 
medications from properly labelled vials, packages, strip pouches, and blister 
packs dispensed from the home's pharmacy service provider. 
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The licensee was required by 0 . Reg . 79/1 O, s. 136 (1) to have a written drug 
destruction and disposal policy. 0 . Reg. 79/10, s. 136 (6) stated a drug was 
considered to be destroyed when it was altered or denatured to such an extent 
that its consumption was rendered impossible or improbable. 

The licensee failed to comply with 0 . Reg. 79/10, s. 8 (1)(b), by failing to ensure 
the "Disposal of Non-Controlled Medications Policy 5.6." and the "Resident 
Rights, Care and Services - Medication Management - Drug Disposal and 
Wasting of Medications and Wasting of Medications" policy that was required by 
the Long~Term Care Homes Act,2007 or 0 . Reg. 79/10, was complied with . 

The "Disposal of Non-Controlled Medications Policy 5.6. " dated June 2016 
stated in preparation for waste pick up by the medical waste collection company; 
inhalers, liquid, nasal, eye and ear preparations were placed or opened and 
dumped in the buckets. The medication should be denatured, making 
consumption impossible or improbable, by using water or discontinued liquid 
medication to completely destroy the medication. 

The "Resident Rights, Care and Services - Medication Management - Drug 
Disposal and Wasting of Medications and Wasting of Medications" policy with a 
revised date of July 20, 2017, stated drug destruction shall be completed by 
denaturing the contents of the disposed medications in the medical waste 
disposal bucket. 

On July 24, 2017, the Lambton medication room was observed at 1305 hours. 
The drug destruction waste bucket stored in the medication room had two full 
bottles of lactulose sitting in the bucket. The lactulose containers were not 
emptied into the bucket and could be removed by Inspector #563. Registered 
Practical Nurse (RPN) #129 explained that liquids should be emptied from their 
container before placement into the destruction bucket and that the lactulose 
from the two bottles should have been emptied. 

C) To achieve compliance with 0. Reg. 79/10, s. 114 (1) , the licensee wa$ to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of Compliance Order (CO) #901 issued during 
Critical Incident (Cl) inspection #2016_254610_0033, the licensee was required 
to educate and train all staff on the licensee's policy and the legislative 
requirements for drug destruction of a controlled substance. Th is education will 
include training for all registered staff with respect to the licensee's drug 
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destruction and disposal policy and how to complete the documentation record 
to ensure the following was documented: the date of removal of the drug from· 
the drug storage area; the name of the resident for whom the drug was 
prescribed; the prescription number of the drug, the drug's name, strength and 
quantity, the reason for destruction; the date when the drug was destroyed; the 
names of the members of the team who destroyed the drug and the manner of 
destruction of the drug. 

The licensee was required by 0 . Reg. 79/1 o, s. 136(1) to have a written drug · 
destruction and disposal policy. 0 . Reg·. 79/10, s. 136(4) stated that where a 
drug that was to be destroyed was a controlled substance, the drug destruction 
and disposal policy must provide that the team acting together shall document 
the following in the drug record : 
1. The date of removal of the drug from the drug storage area. 
2. The name of the resident for whom the drug was prescribed, where 
applicable. 
3. The prescription number of the drug, where applicable. 
4. The drug's name, strength and quantity. 
5. The reason for destruction . 
6. The date when the drug was destroyed. 
7. The names of the members of the team who destroyed the drug. 
8. The manner of destruction of the drug. 

The licensee failed to comply with 0 . Reg. 79/1 d, s. 8(1 )(b) , by failing to ensure 
the "Disposal of Controlled Medications Policy 5.7." that was required by the 
Long-Term Care Homes Act, 2007 or 0. Reg . 79/10, was complied with . 

The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 2017 with respect to 
the licensee's drug destruction and disposal policy and how to complete the 
documentation record. 

The "Disposal of Controlled Medications Policy 5.7." dated June 2016 stated the 
following information must be documented on the controlled substance 
administration record for the controlled medication to be destroyed: 
• the prescription number, 
•the date the drug was dispensed, 
• the name of the resident, 
• the medication name, strength directions and dosage, and 
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· the reason for destruction. 

The narcotic and controlled substance destruction was observed on July 21 , 
2017 at 1035 hours with the Consultant Pharmacist #112 and Registered Nurse 
(RN) #126 participating in the process. The following documentation errors were 
noted by RN #126 on the following "Controlled Substance Administration 
Records" for the ·following residents: 
·Resident-prescription number-or Hydromorphone 
hydrochloride (HCI) "1" milligram (mg) ~ed that the amount 
remaining on July 20, 2017 was indicated as one "1.0", but the quantity removed 
on July 21 , 2017 was "0.5". RN #126 stated the dose was taken from the as 
needed (PRN medication card rather than from the dose for every six hours. 
• Resident for Tylenol with Codeine No. 3 was missing the 
second nurse si nature for the June 26, 2017 removal date. 
•Resident for Hydromorphone HCI 2 mg/millilitre (ml) was 
missing the removal date. 
·Resident for Tramacet 37.5/325 mg was missing the 
reason for remova . 
• Resident for Lorazepam 0.5 mg was missing the second 
nurse signature for the July 13, 2017 removal date and the quantity removed did 
not match the quantity destroyed. 

On July 25, 2017, DOC #102 acknowledged there was missing information on 
the controlled substance administration records ide.ntified during the drug 
destruction on July 21, 2017. 

D) To achieve compliance with 0 . Reg. 79/1 O, s. 114 (1 ), the licensee was to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of Compliance Order (CO) #901 issued during 
Critical Incident (Cl) inspection #2016_254610_0033, the licensee was required 
to educate all registered staff regarding the policy and procedures for unused or 
wasted medication for storage; and implement the procedure on administering 
medications from properly labelled vials, packages, strip pouches, and blister 
packs dispensed from the home's pharmacy service provider. 

The licensee was required by 0. Reg. 79/10, s. 136(1) to have a written drug 
destruction and disposal policy. 0 . Reg. 79/1 o, s. 136(2)1 stated drugs that are 
to be destroyed and disposed of shall be stored safely and securely within the 
home, separate from drugs that are available for administration to a resident, 
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The licensee failed to comply with 0. Reg. 79/1 O, s. 8(1 )(b), by failing to ensure 
that the "Safe Storage of Medication Policy 5.1 ." and "Disposal of Non
Controlled Medications Policy 5.6." that was required by the Long-Term Care 
Homes Act, 2007 or 0 . Reg. 79/1 O, was complied with. 

The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 2017 with respect to 
safe storage of medications. All medication should remain in their original 
pharmacy label container until they are administered to an individual. Unused 
are wasted medication should be stored separately from active medication in a 
locked area until destruction. 

The "Safe Storage of Medication Policy 5.1." dated June 2016 stated all 
medication should remain in their original Silver Fox labelled container until they 
were administered to an individual and unused wasted medication should be 
stored separately from active medication in a locked area untif it can be returned 
to Silver Fox pharmacy. 

The "Disposal of Non-Controlled Medications Policy 5.6." dated June 2016 
stated medications awaiting destruction must be stored in a secure designated 
area within the home, separate from medications that are to be administered to 
the residents. In preparation for waste pick up by the medical waste collection 
company; inhalers, liquid, nasal, eye and ear preparations are placed or opened 
and dumped in the buckets. 

On July 21, 2017, the Kent/Elgin medication room was observed at 1400 hours. 
The top drawer of the medication cart had two loose pills outside of the original 
or strip packaging from pharmacy. One round white tablet labelled "Met 500", 
and an oblong pink speckled tablet. RPN #116 and RN #109 could not identify 
which resident the two tablets belonged to, but suggested the one tablet was 
Metformin 500 mg and the other was a multivita.min. RN #109 suspected it might 
be from the emergency stock. 

On July 25, 2017, the Wildwood medication cart was observed at 1105 hours. 
The fifth drawer of the medication cart contained various medications for 
destruction sitting in a blue container: 
• One unlabelled Ventolin puffer 
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• One labelled Ventolin puffer for resident -
• One labelled mineral oil light in a bag for resident -
• One nitroglycerin patch, 0.2 mg/hour, handwritten with resident- initials 
and the date 11 19/7" 

On July 25, 201 7, Registered Nurse (RN) #132 explained· that the unlabelled 
box in the fifth drawer with various medications was a box that contained 
medications for destruction. The RN verified that the medications have been 
sitting in the box for a while and were not discontinued or stopped today. The 
RN acknowledged that the medications ready for destruction should not be left in 
the medication cart and should be denatured as soon as possible. 

E) To achieve compliance with 0 . Reg. 79/1 o, s. 114 (1 ), the licensee was to 
develop an interdisciplinary medication management system that provided safe 
medication management. As part of Compliance Order (CO) #901 issued during 
Critical Incident (Cl) inspection #2016_254610_0033, the licensee was required 
to educate all registered staff regarding the policy and procedures for unused or 
wasted medication for storage; and implement the procedure on administering 
medications from properly labelled vials, packages, strip pouches, and blister 
packs dispensed from the home's pharmacy service provider. Also, the licensee 
was required to develop a procedure to ensure expired medications were 
removed from the medication carts and evaluate the implementation of the 
procedure to ensure it was followed by all registered staff. 

The licensee was required by 0. Reg. 79/10, s. 136(1) to have a written drug 
destruction and disposal policy that provides for the ongoing identification, 
destruction and disposal of: 
(a) all expired drugs; 
(b) all drugs with illegible labels; 
(c) all drugs that are in containers that do not meet the requ irements for marking 
containers specified under subsection 156 (3) of the Drug and Pharmacies 
Regulation Act; and 
(d)· a resident's drugs where, 
(i) the prescriber attending the resioent orders that the use of the drug be 
discontinued, 
(ii) the resident dies, subject to obtaining the written approval of the person who 
has signed the medical certificate of death under the Vital Statistics Act or the 
resident's attending physician, or 
(iii) the resident is discharged and the drugs prescribed for the resident are not 
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sent with the resident under section 128. 

The licensee failed to comply with 0. Reg. 79/1 o, s. 8(1 )(b), by failing to ensure 
that medication policies that were required by the Long-Term Care Homes Act, 
2007 or O.Reg. 79/10, were complied with. 

The Silver Fox Pharmacy Policy and Procedure Educational Session by 
PowerPoint was presented to all registered staff in March 2017. The registered 
staff were trained on the removal of medications from active the medication 
supply of all expired drugs, all drugs with illegible labels, all drugs that were in 
containers that do not meet the requirements for marking containers and the 
resident's drugs where the drug was discontinued, the resident'dies, or the 
resident was discharged. 

1) The "Resident Rights, Care and Services - Medication Management -
Administration of Medications Policy Version 3" policy last revised July 20, 2017 
stated registered staff would administer medications only from properly labelled 
files, packages, strip pouches, blister packs dispensed from pharmacy, and/or 
properly labelled government stock pharmaceuticals. 

On July 21, 2017, Inspectors observed the Kent medication cart and noted Zinc 
oxide 25% treatment cream with an illegible label with resident-name 
handwritten on the top of the bottle. RPN #116 acknowledged that the treatment 
cream's original label provided by the pharmacy was illegible. 

On July 24, 2017, Inspectors observed the Lambton medication cart and noted 
an insulin Clikstar container dated August 15, 2016 from the "Emergency 
Supply" with a handwritten label in blue pen with resident- name and the 
insulin pen inside the Clikstar container had an illegible label with no name on 
the insulin pen. RPN #129 acknowledged that the insulin pen for resident
was illegible, and verified that there was no name on the insulin pen, only a hand 
written name on the box. The DOC #102, also acknowledged that the insulin 
pen label taken from emergency drug supply for resident-was illegible and 
have since ordered a new Lantus insulin pen. 

On July 25, 2017, Inspectors observed the Oxford medication cart and noted an 
insulin pen with an illegible label that appeared to be for resident-. RN #135 
acknowledged that resident-insulin pen label was illegible, that pharmacy 
should have been faxed for a new label, and the medication removed from the 

Page 34 of/de 42 

LTCI00037911 



f')h t > 
vY Ontario 

Ministry of Health and 
Long· Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 

Order(s} of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue dun:~e. L O. 2007, chap. 8 

cart. 

2) The "Resident Rights, Care and Services - Medication Management - Drug 
Disposal and Wasting of Medications and Wasting of Medications" policy last 
revised date of July 20, 2017 stated registered staff will remove medications 
which were discontinued, unused, expired, recalled , deteriorated, unlabeled and 
in containers with worn, illegible, damaged, incomplete or missing labels. 

On July 21, 2017, the Kent/Elgin medication room was observed at 1400 hours. 
The medication cart had one bottle of Soflax that hatj expired in June 2017. 
RPN #116 acknowledged that the Soflax had an expiration date of June 201 7. 

On July 21, 201 7, Staff Educator#106 stated education was provided to all 
registered staff related to expired medications and staff were responsible for 
checking expiration dates before administration and placing expired medications 
into the white destruction buckets in each medication room. Expired medications 
were evaluated as part of the home audit to ensure no expired medications were 
in the medication carts. 

On July 24, 2017, the Lambton medication room was observed at 1305 hours. 
The medication cart had one bottle of Soflax that had expired in June 2017. 
RPN #129 acknowledged that the Soflax expired in June 2017, and that all 
expired medications should be disposed according to the policy. 

_On July 25, 2017, the Oxford medication room was observed at 1000 hours. The 
medication cart had one bottle of Senekot and one bottle of Soflax that had 
expired in June 2017. RN #135 acknowledged that the medications Senekot and 
Soflax expired in June 2017. · 

On July 25, 2017, Staff Educator #106 provided a copy of an email related to 
"Drug Expiration" and shared that the Chief Quality & Clinical Services Officer 
#145 from Silver Fox Pharmacy stated, "By definition, the products expire at the 
end of the month unless a date is specified .11 

The Medication Systems Audits completed in July 2017 for all four home care 
areas documented that medications past their date of use have been removed 
from the active stock, including expired medications. On July 27, 2017, DOC 
#102 acknowledged that there were discrepancies between the information 
documented in the audit and what was observed in the medication carts. 
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3) The "Safe Storage of Medication Policy 5.1." dated June 2016 stated all 
medications must be stored in a locked medication room or cabinet and unused 
medication should be stored in a locked area until it can be returned to Silver 
Fox Pharmacy. 

The "Disposal of Non-Controlled Medications Policy 5.6." dated June 2016 
stated non-controlled medications that are to be disposed of must be stored in a 
secure designated area within the home. 

The Medication Incident Notice completed for resident-dated January 1, 
2017 had the strip package containing Metoprolol 50 milligrams (mg), Coversyl 2 
mg, and Vitamin D 1 ooo units stapled to the medication incident report. 

The Medication Incident Notice completed for resident -dated March 4, 
2017 had the strip package for the week of March 1 Oto 16, 2017 cpntaining 
Olanzapine 5 mg tablets stapled to the medication incident report. 

On July 27, 2017, DOC #102 acknowledged that the missed medications for 
resident-and the discontinued medication for resident- should have 
been disposed of according to policy. 

The licensee failed to ensure the "Resident Rights, Care and Services -
Medication Management - Administration of Medications Policy Version 3", the 
"Resident Rights, Care and Services - Medication Management - Drug Disposal 
and Wasting of Medications and Wasting of Medications" policy", the "Safe 
Storage of Medication Policy 5.1."and the "Disposal of Non-Controlled 
Medications Policy 5.6." was compfied with. 

The severity was determined to be a level 2 as there was minimal harm or 
potential for actual harm. The scope of this issue was widespread during the 
course of this inspection. There is a compliance history of this legislation being 
issued in the home on February 7, 2017 as an immediate Compliance Order 
#901 during Critical Incident inspection #2016_254610_0033. 

There was also a previous history of non-compliance related to the following: 
• O. Reg. 79/10, s. 129 issued on April 2, 2014 as a Written Notification (WN), 
• 0. Reg. 79/1 o, s. 131 (3) issued on January 24, 201 4 as· a WN and Voluntary 
Plan of Correction (VPC), and 
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• 0. Reg. 79/10, s. 8 (1) (b) issued on February 9, 201.6, February 3, 2015, April 
16, 2015, and May 24, 2014 as a WN and VPC. (563) 

This order must be complied with by I 
Vous devez vous conformer a cet ordre d'ici le: Nov 30, 2017 
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REVIEW/APPEAL INFORMATION 

TAKE NOTICE: 

The Licensee has the right to request a review by the Director of this (these) Order(s) 
and to request that the Director stay this (these) Order(s) in accordance with section 
163 of the Long-Term Care Homes Act, 2007. 

The request for review by the Director must be made in writing and be served on the 
Director within 28 days from the day the order was served on the Licensee. 

The written request for review must include, 

(a) the portions of the order in respect of which the review is requested ; 
(b) any submissions that the Licensee wishes the Director to consider; and 
(c) an address for services for the Licensee. 

The written request for review must be served personally, by registered mail, 
commercial courier or by fax upon: 
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When service is made by registered mail, it is deemed to be made on the fifth day 
after the day of mailing, when service is made by a commercial courier it is deemed to 
be made on the second business day after the day the courier receives the document, 
and when s·ervice is made by fax, it is deemed to be made on the first business day 
after the day the fax is sent. If the Licensee is not served with written notice of the 
Director's decision within 28 days of rece.ipt of the Licensee's request for review, this 
(these) Order(s) is(are) deemed to be confirmed by the Director and the Licensee is 
deemed to have been served with a copy of that decision on the expiry of the 28 day 
period. 

The Licensee has the right to appeal the Director's decision on a request for review of 
an Inspector's Order(s) to the Health Services Appeal and Review Board (HSARB) in 
accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is 
an independent tribunal not connected with the Ministry. They are established by 
legislation to review matters concerning health care services. If the Licensee decides 
to request a hearing, the Licensee must, within 28 days of being served with the 
notice of the Director's decision, give a written notice of appeal to both : 

· Health Services Appeal and Review Board and the Director 

Attention Registrar 
151 Bloor Street West 
9th Floor 
Toronto, ON M5S 2T5 

Director 
c/o Appeals Coordinator 
Long-Term Care Inspections Branch 
Ministry of Health and Long-Term Care 
1075 Bay Street, 11th Floor 
TORONTO, ON 
M5S-2B1 
Fax: 416-327-7603 

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide 
instructions regarding the appeal process. The Licensee may learn 
more about the HSARB on the website www.hsarb.on.ca. 
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RENSEIGNEMENTS RELATIFS AUX REEXAMENS DE DECISION ET AUX 
APP ELS 

PRENEZ AVIS : 

Le/la titulaire de permis a le droit de faire une demande de reexamen par le directeur 
de cet ordre ou de ces ordres, et de demander que le directeur suspende cet ordre ou 
ces ordres conformement a !'article 163 de la Loi de 2007 sur les foyers de soins de 
longue dun~e. 

La demande au directeur doit etre presentee par ecrit et signifiee au directeur dans les 
· 28 jours qui suivent la signification de l'ordre au/a la titulaire de permis. 

La demande ecrite doit comporter ce qui suit : 

a) les parties de l'ordre qui font l'objet de la demande de reexamen; 
b) les observations que le/la titulaire de permis souhaite que le directeur examine; 
c) l'adresse du/de la titul9ire de permis aux fins de signification. 

La demande de reexamen presentee par ecrit doit etre signifiee en personne, par 
courrier recommande, par messagerie commerciale ou par telecopieur, au : 
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Quand la signification est faite par courrier recommande, elle est reputee etre faite le 
cinquieme jour qui suit le jour de l'envoi, quand la signification est faite par 
messagerie commerciale, elle est reputee etre faite le deuxieme jour ouvrable apres le 
jour ou la messagerie rec;oit le document, et lorsque la signification est faite par 
telecopieur, elle est reputee etre faite le premier jour ouvrable qui suit le jour de l'envoi 
de la telecopie. Si un avis ecrit de la decision du directeur n'est pas signifie au/a la 
titulaire de permis dans les 28 jours de la reception de la demande de reexamen 
presentee par le/la titulaire de permis, cet ordre ou ces ordres sent.reputes etre 
confirmes par le directeur, et le/la titulaire de permis est repute(e) avoir rec;u une copie 
de la decision en question a !'expiration de ce delai. 

Le/la titulaire de permis a le droit d'interjeter appel devant la Commission d'appel et 
de revision des services de sante (CARSS) de la decision du directeur relative a une 
demande de reexamen d'un ordre ou des ordres d'un inspecteur ou d'une inspectrice 
conformement a !'article 164 de la Loi de 2007 sur les foyers de soins de longue 
duree. La CARSS est un tribunal ·autonome qui n'a pas de lien avec le ministere. Elle 
est creee par la loi pour examiner les questions relatives aux services de sante. Si 
le/la titulaire decide de faire une demande d'audience, ii ou elle doit, dans les 28 jours 
de la signification de l'avis de la decision du directeur, donner par ecrit un avis d'appel 
a la fois a: 

la Commission d'appel et de revision des services de sante et au directeur 

A !'attention du/de la registrateur(e) 
151 , rue Bloor Quest, 9e etage 
Toronto ON MSS 2T5 

Directeur 
a/s du coordonnateur/de la coordonnatrice en matiere 
d'appels 
Direction de !'inspection des foyers de soins de longue duree 
Ministere de la Santa et des Soins de longue duree 
1075, rue Bay, 11e etage 
Toronto ON MSS 2B1 
Telecopieur : 416 327-7603 

A la reception de votre avis d'appel, la CARSS en accusera reception et fournira des 
instructions relatives au processus d'appel. Le/la titulaire de permis peut en savoir 
davantage sur la CARSS sur le site Web www.hsarb.on.ca. 

Issued on this 6th day of October, 2017 

Signature of Inspector I 
Signature de l'inspecteur: 
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