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Ministry of Health and Ministére de la Santé et des
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[,f' Oﬁtar Inspection Report under Rapport d’inspection sous la
the Long-Term Care ~ Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): June 18-19-20, 2013

During the course of the inspection, the inspector(s) spoke with the Director of
Care, the Registered Dietitian, the Food Service Supervisor, several Registered
Nursing Staff, Several Personal Support Workers, two Former members of the
Resident Council, residents and families.

During the course of the inspection, the inspector(s) reviewed several health
care records, review the Resident's Council Minutes, observed care and services
provided to residents.

During the course of this inspections, three complaints inspections were
conducted.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Family Council

Medication

Personal Support Services

Prevention of Abuse, Neglect and Retaliation
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON-LOMPLIANCE / NON - RESPECT DES EXIGENCES

Legend . . - Legende

WN — Wrrtten Notlﬁcatlon . o . WN — AVIS G,Crlt /

VPC Voluntary Plan of Correction _|VPC - Plande redressement volonta:re ,
DR - Director Referral | _ IDR- Algwllage au directeur

CO - Complsance Order . C,,f,—‘i Ordre de conformité

WA. Work and Actmty Order - VVAO Ordres travaux et acﬁVifes
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Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
duree (LFSLD) a ete constate (Une

under the LTCHA lnc!udes the
requirements cc ontained in the items listed
in the defmltlon of ' requurement under thxs
Ac . m subsectlon 2(1) of the LTCHA)

qu1 fcnt partte des elements enum

|dans la définition de « exigence prévue |
par la présente loi », au paragraphe 2(1) 3?
de la LESLD. '

The following cons tutes Wr:tten , Ce qu1 su ,tht;tueaun/avas écrit de non-
notification of non- comphance under - ,respect aux termes du paragraphe ‘
paragraph" ,,"E‘[Of sectlon 1/52 of the LTCHA |I'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.
Plan of care

Specifically failed to comply with the following:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is
provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The licensee failed to comply with LTCHA 2007, S.0. 2007, ¢.8, s.6.(7) whereby
the licensee did not ensure the care set out as specified in the plan of care was
provided to Resident #3.

Resident #3 was prescribed a food supplement drink three times a day. On a
specified week end in June 2013, Resident #3 did not receives the prescribed food
supplement.

The progress notes of a specified day in June 2013,documents that Resident#3 did
not receive scheduled food supplement this weekend, as none was available on the
unit.

The following Monday of that specific week end, the full time day, Registered
Practical Nurse was able to obtain the food supplement drink from the kitchen and
resume giving it as prescribed.

The food supplement drink was not administered to Resident #3 as per orders. [s. 6.

(7]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 17.
Communication and response system

Specifically failed to comply with the following:

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

(a) can be easily seen, accessed and used by residents, staff and visitors at all
times; O. Reg. 79/10, s. 17 (1).

(b) is on at all times; O. Reg. 79/10, s. 17 (1).

(c) allows calls to be cancelled only at the point of activation; O. Reg. 79/10, s.
17 (1).

(d) is available at each bed, toilet, bath and shower location used by residents;
0. Reg. 79/10, .17 (1).

(e) is available in every area accessible by residents; O. Reg. 79/10, s. 17 (1).
(f) clearly indicates when activated where the signal is coming from; and O.
Reg. 79/10, s. 17 (1).

(9) in the case of a system that uses sound to alert staff is properly calibrated
so that the level of sound is audible to staff. O. Reg. 79/10, s. 17 (1).
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Findings/Faits saillants :
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1. The licensee failed to comply with O. Reg 79/10 s.17(a) whereby the resident call
bell was not within reach on a specified day in March 2013.

On a specified morning of March 2013, Resident #1 called a family member and
stated that the evening staff hid the call bell and that he/she had to call the home
using his/her own phone to get assistance with care on two occasions that evening.

In the progress note of the specified day in March 2013,Registered Practical Nurse
(RPN) S#101 documented that later that evening he/she received two pages to pick
up a telephone call, both pages were from Resident #1 calling for writer to come to
resident’'s room.

On June 19, 2013,Inspector #126, interviewed RPN S#101 and Health Care Aid
S#102. Both staff indicated that Resident #1 was unstable and required a two person
transfer lift at that time and that made him/her upset. S#102, indicated that Resident
#1 requested to go to the bathroom frequently and sometimes was toileted without
any result. They both indicated that the Resident call bell was within reach but was
under the blanket and that was probably the reason why the Resident did not have the
call bell within reach because he/she could not see it. :

On June 18, 2013, Inspector #126 interviewed full time day RPN S#100. She
indicated that he/she talked to Resident #1 the following morning of the incident and
Resident #1 told him/her that the staff hid the call bell and that had to use his/her own
phone to get assistance from staff. S#100 indicated that Resident #1 was alert and
oriented.

Telephone discussion held with Resident #1's family member, who indicated that
he/she received a telephone call from the Resident the morning following the incident
and told them that staff hid the call bell and that had to use his/her own phone in
his/her room to call the nursing home so somebody could help him/her. The telephone
calls to the home was confirmed by RPN #101 in the late entry progress notes of a
specific date in March 2013.

The call point detailed activity report by location for a specific room was reviewed on
June 19, 2013 by Inspector #1286, it is noted that Resident #1 used her call bell
system on a specific date in March 2013 in the evening and did not use it until the
next shift early morning. The call bell was not used for a period of approximately over
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7 hours.

The call bell was not within reach of Resident #1 the evening of a specified date in
March 2013. [s. 17. (1) (a)]

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s.
65. No interference by licensee
A licensee of a long-term care home,

(a) shall not interfere with the meetings or operation of the Residents’ Council
or the Family Council;

(b) shall not prevent a member of the Residents’ Council or Family Council
from entering the long-term care home to attend a meeting of the Council or to
perform any functions as a member of the Council and shall not otherwise
hinder, obstruct or interfere with such a member carrying out those functions;

(c) shall not prevent a Residents’ Council assistant or a Family Council
assistant from entering the long-term care home to carry out his or her duties or
otherwise hinder, obstruct or interfere with such an assistant carrying out those
duties; and

(d) shall ensure that no staff member, mcludmg the Administrator or other
person involved in the management or operation of the home, does anything
that the licensee is forbidden to do under clauses (a) to (¢). 2007, c. 8, s. 65.

Findings/Faits saillants :
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1. The licensee failed to comply with LTCHA 2007, S.0.2007 ¢.8 S.65. (a) whereby
the home did interfere with the operation of the Family Council by removing the Family
Council minutes of September 2012 from the bulletin board.

In March 2013, the Former President of the Family Council noted in an email sent to
the Administrator that the minutes of the last Family Council dated September 2012
were removed from the Family Council bulletin board. On June 19, 2013, Inspector
#126 interviewed S#104,she indicated that Management found out about the missing
minutes when the Former President sent the email. The minutes were not initially
removed by the Management Team.

On a specified day in May 2013, the Former President of the Family Council noted
that the Family Council minutes of September 2012 were removed again from the
bulletin board and replaced by minutes from the "Bay Ridges info night". In a
response letter from the Administrator to the Former President dated May 28, 2013,
the Administrator indicated that the families that participated at that information
meeting took a vote to removed the old minutes of September 2012. [s. 65. (a)]

Issued on this 15th day of July, 2013

lgnre of Inspc(lgnature de I’cer es inpecter

Pl b5
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