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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs

NITAL SHETH (500}, AMANDA WILLIAMS (101)
Inspection Summary/Résumé de I'inspection

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

This inspection was conducted on the following date(s): January 15 and 16,
2014.

During the course of the inspection, the inspector(s) spoke with residents,
family members, dietary staff, nursing staff, food service supervisor, manager of
food and nutritional services, acting Director of care.

During the course of the inspection, the inspector(s) observed the kitchen, the
dining room, serveries, reviewed food committee meeting minutes, temperature
sheets and pest control records.

The following Inspection Protocols were used during this inspection:
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Accommodation Services - Housekeeping

Dining Observation

Findings of Non-Compliance were found

during this inspection.

NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legerd

WN - Written Notification

VPC - Voluntary Plan of Correction
DR - Directer Referral

CO - Compliance Order

WAO - Work and Activity Order

Legendé

WN — Avis écrit

VPC - Plan de redressement volontaire
DR — Aiguiliage au directeur

CO - Ordre de conformité

WAQO - Ordres : travaux et activités

Non-compliance with requirements under
the Long-Term Care Homes Act, 2007
{LTCHA) was found. (A requirement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under this
Act” in subsection 2(1) of the LTCHA.)

The following constitutes written
notificaticn of non-compliance under
paragraph 1 of section 152 of the LTCHA.

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
durée (LFSLD) a été constaté. (Une
exigence de |a loi comprend les exigences
qui font partie des éléments énumerés
dans la definition de « exigence prévue
par la présente loi », au paragraphe 2(1)
de la LFSLD.

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

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.

Residents’ Bill of Rights
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Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:
11. Every resident has the right to,

i. participate fully in the development, implementation, review and revision of
his or her plan of care,

ii. give or refuse consent to any treatment, care or services for which his or her
consent is required by law and to be informed of the consequences of giving or
refusing consent,

iii. participate fully in making any decision concerning any aspect of his or her
care, including any decision concerning his or her admission, discharge or
transfer to or from a long-term care home or a secure unit and to obtain an
independent opinion with regard to any of those matters, and

iv. have his or her personal health information within the meaning of the
Personal Health Information Protection Act, 2004 kept confidential in
accordance with that Act, and to have access to his or her records of personal
health information, including his or her plan of care, in accordance with that
Act. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that residents’ right to have their personal health
information within the meaning of the Personal Health Information Protection Act,
2004 xept confidentia! in accerdance with that Act is fully respected and promoted.

Staff interview and observations of the dining room revealed that the home have
posted labels on the dining room tables, indicating resident's personal information
inciuding resident’s diet, texture and other specific dietary requirements.

The manager of food and nutritional services agreed in an interview that the posted
information on the dining tables is residents’ private information. [s. 3. (1) 11. iv.]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 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’ right to, have their personal
health information within the meaning of the Personal Health Information
Protection Act, 2004 kept confidential in accordance with that Act is fully
respected and promoted, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents

Specifically failed to comply with the following:

s. 107. (3) The licensee shall ensure that the Director is informed of the
following incidents in the home no later than one business day after the
occurrence of the incident, followed by the report required under subsection
(4):

2. An environmental hazard that affects the provision of care or the safety,
security or well-being of one or more residents for a period greater than six
hours, including,

I. a breakdown or failure of the security system,

ii. a breakdown of major equipment or a system in the home,

iii. a loss of essential services, or

iv. flooding.

0. Reg. 79/10, s. 107 (3).

s. 107. (4) A licensee who is required to inform the Director of an incident under
subsection (1), (3) or (3.1) shall, within 10 days of becoming aware of the
incident, or sooner if required by the Director, make a report in writing to the
Director setting out the following with respect to the incident:

1. A description of the incident, including the type of incident, the area or
location of the incident, the date and time of the incident and the events leading
up to the incident.

O. Reg. 79/10, s. 107 (4).

2. A description of the individuals involved in the incident, including,

i. names of any residents involved in the incident,

ii. names of any staff members or other persons who were present at or
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discovered the incident, and

ili. names of staff members who responded or are responding to the incident.

0. Reqg. 79/10, s. 107 (4).

3. Actions taken in response to the incident, including,

i. what care was given or action taken as a result of the incident, and by whom,

ii. whether a physician or registered nurse in the extended class was contacted,

iii. what other authorities were contacted about the incident, if any,

iv. for incidents involving a resident, whether a family member, person of
importance or a substitute decision-maker of the resident was contacted and
the name of such person or persons, and
v. the outcome or current status of the individual or individuals who were
involved in the incident.

O. Reg. 79/10, s. 107 (4).

4. Analysis and follow-up action, including,

I. the immediate actions that have been taken to prevent recurrence, and

ii. the long-term actions planned to correct the situation and prevent
recurrence.

0. Reg. 79/10, s. 107 (4).

5. The name and title of the person who made the initial report to the Director
under subsection (1) or (3), the date of the report and whether an inspector has
been contacted and, if so, the date of the contact and the name of the inspector.

0. Reg. 79/10, s. 107 (4).

Findings/Faits saillants :

1. During the December, 2013 ice storm, the home lost power on December 23, 2013
at 3:00 am. The Acting Director of Care stated that the home had lost essential
services ana was on generator power on December 23, 2013 from 3:00 am to 7:00
pm. This was confirmed by the Manager of Facility Services. Record review and staff
interview confirmed that the licensee did not inform the Director within one business
day following the incident and did not submit a written report to the Director within 10
business aays outlining the details of the incident and what subsequent action was
taken as outlined in section 107(4) of the regulation. [s. 107. (3)]
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Issued on this 4th day of February, 2014

Sigature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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