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Inspection Summary/Résumé de I'inspection

The purpose of this inspection was to conduct a Resident Quality Inspection.

This inspection was conducted on the following date(s): May 2 to 4 and 8 to 11,
2017.

Additional intakes completed during the Resident Quality Inspection (RQI) were:
- four logs related to four Critical Incident System (CIS) reports submitted for
resident to resident abuse;

- five logs related to four CIS reports submitted for improper or incompetent
treatment of a resident that resulted in harm or risk to a resident;
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- three logs related to three CIS reports submitted for an incident that caused an
injury to aresident for which the resident was taken to hospital and which resulted
in a significant change in the resident’s health status;

- one log related to a CIS report submitted for staff neglect of a resident;

- three logs related to four CIS reports submitted for alleged staff to resident abuse;
- two logs related to a Follow-up to Compliance Orders #001 and #002 issued
during inspection #2017 633577 _0004 regarding the Long-Term Care Homes Act
(LTCHA), 2007 S.O. 2007, c.8 s. 6. (7) Plan of care and Ontario Regulation 79/10, s.
213 (4) (a) Director of Nursing and Personal Care qualifications;

- one log related to a complaint regarding abuse and neglect of a resident;

- two logs related to two CIS reports submitted for unexpected deaths; and

- one log related to a Follow-up to Compliance Order #001 issued during inspection
#2017_633577_0002 regarding the LTCHA, 2007 S.O. 2007, c.8 s. 8. (3) 24-hour
nursing care specifically pertaining to staffing of registered nurses.

During the course of the inspection, the inspector(s) spoke with the Executive
Director (ED), the Director of Care (DOC), the Office Manager, the Ward
Clerk/Scheduler, the Social Worker, the Resident Assessment Instrument (RAI)
Coding Lead/Registered Practical Nurse (RPN), the Environmental Services
Manager (ESM), the Program Manager, Registered Nurses (RNs), RPNs, Personal
Support Workers (PSWSs), a Pharmacist, residents and family members.

The Inspectors also reviewed resident health care records, various home's policies
and procedures, employee personnel files, the home's investigation files and
council meeting minutes. Inspectors conducted observations of residents,
observed the provision of care and services to residents, observed resident and
staff interactions, home areas, meal services and conducted a tour of resident care
areas.

The following Inspection Protocols were used during this inspection:
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Accommodation Services - Housekeeping
Accommodation Services - Maintenance
Continence Care and Bowel Management
Dignity, Choice and Privacy

Dining Observation

Falls Prevention

Family Council

Hospitalization and Change in Condition
Infection Prevention and Control
Medication

Minimizing of Restraining

Nutrition and Hydration

Personal Support Services

Prevention of Abuse, Neglect and Retaliation
Recreation and Social Activities
Residents' Council

Responsive Behaviours

Safe and Secure Home

Skin and Wound Care

Sufficient Staffing
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Rapport d’'inspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

During the course of this inspection, Non-Compliances were issued.

11 WN(s)
5 VPC(s)

4 CO(s)

0 DR(s)

0 WAO(s)

The following previously issued Order(s) were found to be in compliance at the

time of this inspection:

Les Ordre(s) suivants émis antérieurement ont été trouvés en conformité lors de

cette inspection:
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REQUIREMENT/
EXIGENCE

TYPE OF ACTION/
GENRE DE MESURE

INSPECTION #/
DE L’INSPECTION

NO|INSPECTOR ID #/

NO DE L'INSPECTEUR

LTCHA, 2007 S.O.
2007, .8 s. 6. (7)

CO #001

2017 _633577_0004

625

NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legend

WN — Written Notification

VPC — Voluntary Plan of Correction
DR — Director Referral

CO - Compliance Order

WAO — Work and Activity Order

Legendé

WN — Auvis écrit

VPC — Plan de redressement volontaire
DR — Aiguillage 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 notification
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 la loi comprend les exigences
qui font partie des éléments énumeéres dans
la définition 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.O. 2007, c.8, s. 8.

Nursing and personal support services
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Specifically failed to comply with the following:

S. 8. (3) Every licensee of a long-term care home shall ensure that at least one
registered nurse who is both an employee of the licensee and a member of the
regular nursing staff of the home is on duty and present in the home at all times,
except as provided for in the regulations. 2007, c. 8, s. 8 (3).

Findings/Faits saillants :

1. The licensee has failed to ensure that at least one registered nurse who was both an
employee of the licensee and a member of the regular nursing staff of the home was on
duty and present in the home at all times, except as provided for in the regulations.

During inspection #2017 _633577_0002 Compliance Order #001 was issued pursuant to
the Long-Term Care Homes Act, 2007, s. 8. (3). The licensee was ordered to ensure that
there was at least one registered nurse who was both an employee of the licensee and a
member of the regular nursing staff of the home on duty and present in the home at all
times, except as provided for in the regulations, with a compliance date of March 22,
2017.

Inspector #625 reviewed the home's “Sign in Sheets” from March 22, 2017, to May 8,
2017, and identified that there had been no registered nurse (RN) on site in the home on
Sunday, April 16, 2017, from 0700 to 0900 hours; on Wednesday, April 26, 2017, from
0700 t01900 hours; and on Saturday, April 29, 2017, from 1900 to 2100 hours.

During interviews with Inspector #625 on May 9, 2017, the Ward Clerk/Scheduler
acknowledged that there was no RN in the building during the dates and times identified
on the “Sign in Sheets” reviewed by the Inspector.

During an interview with the Executive Director (ED) on May 10, 2017, they
acknowledged that there had been no RN in the building on April 16, 2017, from 0700 to
0900 hours; on April 26, 2017, from 0700 to 1900 hours; and on April 29, 2017 from 1900
to 2100 hours. The ED identified scheduling challenges as the reason for the lack of an
RN in the building during those times. [s. 8. (3)]
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Additional Required Actions:

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 LTCHA, 2007 S.O. 2007, c.8, s. 15.
Accommodation services

Specifically failed to comply with the following:

s. 15. (2) Every licensee of along-term care home shall ensure that,

(a) the home, furnishings and equipment are kept clean and sanitary; 2007, c. 8, s.
15 (2).

(b) each resident’s linen and personal clothing is collected, sorted, cleaned and
delivered; and 2007, c. 8, s. 15 (2).

(c) the home, furnishings and equipment are maintained in a safe condition and in
a good state of repair. 2007, c. 8, s. 15 (2).

Findings/Faits saillants :

1. The licensee has failed to ensure that the home, furnishings and equipment were kept
clean and sanitary.

On a day in May 2017, Inspector #617 observed resident #006’s assistive device as
having debris and dust/dirt present on multiple surfaces.

On three subsequent days in May 2017, Inspector #625 observed debris and dust on
resident #006’s assistive device present on multiple surfaces.

During an interview with Inspector #625 on a specific date in May 2017, Personal
Support Worker (PSW) #111 stated that assistive devices were to be cleaned on the
night shift as per the schedule located in in the Night Shift Cleaning Schedule binder.

Inspector #625 reviewed the Night Shift Cleaning Schedule binder that indicated that
staff were to initial in designated areas and forward completed sheets each week to the
Director of Care (DOC). Resident #006’s assistive device was scheduled to be cleaned
on a particular day of the week and a review of the schedule from a specific date in April
to a specific date in May 2017, identified that four out of six weeks, or 67 per cent, of
resident #006's scheduled assistive device cleaning dates were not signed for.
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On a specific date in May 2017, during an interview with Inspector #625, PSW #108
viewed resident #006’s assistive device and acknowledged that it was soiled and that it
did not look like it had been cleaned as signed for on a specific date in April 2017, as the
debris present appeared to have gathered over time. The PSW lifted up a moveable
surface and acknowledged that the debris could be removed by touch. The PSW
identified that the staff on the night shift were required to follow the cleaning schedule
and use appropriate cleaning supplies, as needed.

On a specific date in May 2017, RN #104 stated that the assistive device did not appear
clean and that staff were supposed to use a disinfectant to clean residents' assistive
devices on night shifts and sign that it had been completed. [s. 15. (2) (a)]

2. The licensee has failed to ensure that the home, furnishings and equipment were
maintained in a safe condition and in a good state of repair.

(a) On May 3, 2017, Inspector #625 observed disrepair to the walls, flooring and
bathroom of a resident room.

On May 3 and 9, 2017, respectively, Inspectors #625 and #617 observed that the floor of
the resident's room had areas that were cracked with portions missing near the bathroom
door. The wall beside the closet was missing the entire wall length of the baseboard and
the metal edging of the wall frame and drywall were exposed as paint had chipped off.
The wall near the bathroom had three areas that each contained three screws and/or
screw holes with gouges around them exposing the drywall. The bedroom area had
multiple gouges and scrapes in the drywall and door. The toilet in this resident room had
caulking missing around the base that exposed black debris/dirt and the sink counter top
which was painted brown, displayed large areas worn off exposing the counter top.

Inspector #617 toured this resident room with the Environmental Services Manager
(ESM) to review the areas of disrepair. The ESM acknowledged the disrepair to the
doors, walls, flooring and bathroom in the room. The ESM indicated that the doors and
flooring needed to be replaced, the walls needed to be patched and painted and the
bathroom counter needed to be replaced.

(b) On May 3, 2017, Inspector #616 observed disrepair to the toilet in the bathroom of a
resident room.
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On May 3, and 9, 2017, respectively, Inspectors #616 and #617 observed the toilet bowl
of the resident's bathroom to have a constant flow of water in the bowl which resulted in
brown staining within the bowl.

Inspector #617 toured the bathroom of the resident's room with the ESM to review the
disrepair. The ESM acknowledged that the bathroom toilet in this room was stained
brown due to constant running of water in the bowl and had a crack in the base of the
toilet which required immediate replacement.

(c) During the initial tour of the home, on May 2, 2017, Inspector #617 observed the
following common areas in a state of disrepair:

(i) In common areas:

- black scuff marks on the walls between four resident rooms;

- the bottom left of the door frame at the entrance of a resident room had an
approximately 5 centimeter (cm) piece of frame broken and sticking out; and

- a covered radiator along the entire length of the wall, in the resident common area
beside exit doors, was missing one end cover piece while the other end piece was not
attached.

Inspector #617 toured the common areas of that location with the ESM to review the
areas of disrepair. The ESM acknowledged the following areas of disrepair to the
Inspector:

- the hallway walls with scuff marks identified in between residents' rooms needed to be
re-painted;

- the frame around a resident room needed to be replaced and re-painted; and

- one of the radiator cover end pieces needed to be attached and the other needed to be
replaced.

(i) In common areas:

- the tub room shower was out of order;

- the elevator door had several areas of scrapes where paint was missing including five
areas measuring approximately 2.5 cm in length and two areas measuring approximately
10 cm in length;

- green flooring in the dining room had 15 circular gouges approximately 1 to 1.5 cm in
diameter indented into the flooring which were brown;

- the flooring in the hallway beside the elevator had four areas of missing flooring
exposing the layer underneath, two areas were approximately 2.5 cm in diameter and
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two were 0.5 cm in diameter; and

- black scuff marks on the walls between a resident room and the exit doorway, between
two residents' rooms, between a specific room and the entrance to the tub room, and
between the clean utility room and a specific room.

In an interview with PSWs #108 and #116, they reported to the Inspector that the tub
room shower had been out of order for the past year due to a hole in the floor of the
shower stall that would leak water into the floor below it when used.

The Inspector toured the tub room shower with the ESM to review the areas of disrepair.
The ESM acknowledged that the shower had been out of order for the past year.

Inspector #617 toured the common areas with the ESM to review the areas of disrepair.
The ESM acknowledged the following areas of disrepair to the Inspector:

- the elevator door had several areas of scraped paint and required to be re-painted,;

- the flooring had several holes in which the flooring needed to be replaced; and

- the walls in between resident rooms had several areas with scuff marks that required
re-painting. [s. 15. (2) (c)]

Additional Required Actions:

CO # - 002 will be served on the licensee. Refer to the “Order(s) of the Inspector”.

WN #3: 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 aresident 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
aresident 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. O. Reg. 79/10, s. 134.
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Findings/Faits saillants :

1. The licensee has failed to ensure that there was, at least quarterly, a documented
reassessment of each resident’s drug regime.

On May 10, 2017, during a record review of resident #009's physician's orders, Inspector
#617 identified that resident #009 did not have a current quarterly reassessment of their
drug regime.

Inspector #617 reviewed resident #009's Medication Administration Record (MAR) for
January, February, March, April, and May of 2017. Each one indicated that multiple
registered staff had documented that they had administered multiple medications and a
supplement to resident #0009.

A review of resident #009's physician's orders for the administration of their medications
during the months of January, February, March, April and May was identified in the
"Physician's Order Review" signed by physician #117 on particular date in the fall of
2016. This "Physician's Order Review" authorized the administration of these
medications for a specific three month period in 2016. The two "Physician's Order
Reviews" authorizing the administration of these medications for a specific six month
period in 2017 were missing.

On a particular date in May 2017, in an interview with Registered Practical Nurse (RPN)
#105, they reported to the Inspector that resident #009's physician #117, had not
attended the home for a particular length of time. Furthermore, the "Physician's Order
Reviews" for resident #009 had not been signed and the administration of these
medications for a specific six month period in 2017, had not been reviewed and
authorized by the physician.

A review of the MediSystem Pharmacy policy titled “Prescribing-Medication Reviews -
#03-01-30", last reviewed on June 23, 2014, indicated that each resident’s medication
orders ("Physician’s Order Reviews") were to be reviewed every three months for long-
term care homes. The policy also identified that diets, treatments, restraints,
physiotherapy and occupational therapy orders were to always be completed and
reviewed at the time of the review.
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During an interview with the ED, they reported to Inspector #617 that physician #117 had
signed a contract with the home, identifying their services to the residents of the home
under their care.

A review of the physician's contract listed their responsibilities which indicated that they
were to review the resident's medications, treatments, and orders every three months.

Inspector #617 interviewed the DOC who reviewed physician #117's contract and
confirmed that their responsibilities were to review the resident’'s medications,
treatments, and orders every three months.

During an interview with Pharmacist #109, they confirmed to the Inspector that it was the
responsibility of the registered staff to inform each physician of the home when the
resident’s three month "Physician’s Order Review", which was compiled and sent to the
home by MediSystem Pharmacy, needed to be reassessed and signed.

During an interview with RPN #106 and RN #104, they reported to the Inspector that
several residents in the home had not had their "Physician’s Order Review" signed for
the current authorization period. They were not aware of the home’s policy and their
responsibility to ensure that the physician reviewed and signed the "Physician’s Order
Review" and were under the assumption that it was the Pharmacist’s responsibility to do
So.

A review of the unsigned "Physician’s Order Reviews" indicated that a total of 13
residents were missing physician signatures authorizing the administration of the
residents’ medications for the period of April 1, to June 30, 2017, and 33 residents were
missing physician signatures authorizing the administration of the residents’ medications
for the period of May 1, to July 31, 2017. In total, 46 residents, or 54 per cent of the
residents in the home, did not have a current and valid prescription for administration of
their medications that had been administered since either April 1 or May 1, 2017, and
were currently being administered.

In an interview with the DOC, they confirmed to the Inspector that a "Physician Order
Review" was a physician's order. The DOC further explained that a valid physician's
order required the physician's signature to authorize the order for a three month period.
They confirmed to the Inspector that the physician's order for the administration of
medications to resident #009 was not valid for a specific six month period in 2017; and
the unsigned "Physician’s Order Reviews" found for 46 residents in the home were not
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valid for the periods from April 1 to June 30, 2017, and May 1 to July 31, 2017. [s. 134.
(©)]

Additional Required Actions:

CO # - 003 will be served on the licensee. Refer to the “Order(s) of the Inspector”.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 213. Director of
Nursing and Personal Care

Specifically failed to comply with the following:

s. 213. (4) The licensee shall ensure that everyone hired as a Director of Nursing
and Personal Care after the coming into force of this section,

(a) has at least one year of experience working as aregistered nurse in the long-
term care sector; O. Reg. 79/10, s. 213 (4).

(b) has at least three years of experience working as a registered nurse in a
managerial or supervisory capacity in a health care setting; and O. Reg. 79/10, s.
213 (4).

(c) has demonstrated leadership and communication skills. O. Reg. 79/10, s. 213

(4).

Findings/Faits saillants :
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1. The licensee has failed to ensure that everyone hired as a Director of Nursing and
Personal Care after the coming into force of this section, had at least one year of
experience working as a registered nurse in the long-term care sector.

During inspection #2017_633577_0004, Compliance Order #002 was issued pursuant to
Ontario Regulation 79/10 s. 213 (4) (a) The licensee shall ensure that everyone hired as
a Director of Nursing and Personal Care after the coming into force of this section, has at
least one year of experience working as a registered nurse in the long-term care sector.
The compliance due date was April 5, 2017.

On May 9 and 10, 2017, during interviews with Inspector #625, the ED stated that the
home’s current DOC was the employee in place when Compliance Order #002 was
issued during inspection #2017 633577 _0004. The ED stated that they could not confirm
if the current DOC met all of the requirements outlined in the legislation, and specifically
stated that they did not know if the DOC had at least one year of experience working as a
registered nurse in the long-term care sector.

On May 9, 2017, during an interview with Inspector #625, the home's DOC
acknowledged that they did not have at least one year of experience working as a
registered nurse in the long-term care sector.

On February 1, 2017, Inspector #625 reviewed the DOC’s employee file with a focus on
gualifications for the DOC position. The file identified that the DOC had been hired
effective a date in the winter of 2017, but did not indicate that the DOC had any
experience working as an RN in the long-term care sector. [s. 213. (4)]

Additional Required Actions:

CO # - 004 will be served on the licensee. Refer to the “Order(s) of the Inspector”.

WN #5: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6.
Plan of care
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Specifically failed to comply with the following:

S. 6. (1) Every licensee of along-term care home shall ensure that there is a
written plan of care for each resident that sets out,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007, c. 8,s.6 ().

S. 6. (2) The licensee shall ensure that the care set out in the plan of care is based
on an assessment of the resident and the needs and preferences of that resident.
2007, c. 8,s.6 (2).

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) agoal 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 there was a written plan of care for each
resident that set out the planned care for the resident.

A Critical Incident System (CIS) report was submitted to the Director for a fall with injury
that occurred in the winter of 2017, where resident #030 was discovered after having
fallen by RN #112.

During an interview with Inspector #625 on a particular date in May 2017, resident #030
stated that they currently used specific equipment related to falls.

During observations of resident #030’s room on two specific dates in May 2017,
Inspector #625 observed the particular falls equipment present.

During an interview with RPN #114 on a particular date in May 2017, they stated to the
Inspector that the resident utilized the falls equipment observed by the Inspector.
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During an interview with PSW #113 on a date in May 2017, they stated to Inspector #625
that resident #030 used the previously observed falls equipment which would be listed in
the resident’s care plan. The PSW proceeded to show the Inspector the location of
resident #030's care plan located in a binder at the nursing station.

On a date in May 2017, Inspector #625 reviewed resident #030’s care plan located in the
binder at the nursing station with a most recent revision dated on a particular day during
the spring of 2017, which was accessed by PSWs, RPNs and RNs; and the care plan
located on Point Click Care (PCC), with a most recent revision dated nine days after the
date of the care plan in the binder, which was accessed by RNs and RPNs. Neither
version of the care plan identified that the observed falls equipment was to be used for
resident #030.

During an interview with Inspector #625 on a date in May 2017, RPN #115 checked the
current care plan in PCC and the care plan located in the binder at the nursing station
and acknowledged that the use of the observed falls equipment was not identified in
either version of the care plan.

During an interview with Inspector #625 on May 10, 2017, the Director of Care (DOC)
stated that falls equipment was used for resident #030, that it should have been included
in the resident #030’s care plan, but that it was not included in either version of the care
plan that was in use. [s. 6. (1) (a)]

2. The licensee has failed to ensure that there was a written plan of care for each
resident that set out clear directions to staff and others who provided direct care to the
resident.

A CIS report was submitted to the Director for an unwitnessed fall with injury that
occurred on a particular date in the winter of 2017, where resident #030 was discovered
after having fallen by RN #112.

During an interview with Inspector #625 on a particular date in May 2017, resident #030
stated that they used specific falls prevention equipment.

During observations of resident #030 and the resident’s room on two specific dates in
May 2017, Inspector #625 observed the falls prevention equipment present.

During an interview with PSW #113 on a particular date in May 2017, they stated to the
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Inspector that resident #030 used the observed falls prevention equipment which would
be listed in the resident’s care plan located in a binder at the nursing station.

During an interview with RPN #114 on a particular date in May 2017, they stated to the
Inspector that the resident utilized the observed falls prevention equipment.

On a particular date in May 2017, Inspector #625 reviewed resident #030’s care plan
located in the binder at the nursing station which had a revision dated from the spring of
2017. The care plan identified interventions under the focus of “risk for falls”, including
the observed falls prevention equipment.

On a particular date in May 2017, Inspector #625 reviewed resident #030’s current care
plan located on PCC which had a most recent revision dated on a specific date during
the spring of 2017. The care plan identified interventions under the focus of “risk for falls”
but did not identify that resident #030 used the observed falls prevention equipment.

During an interview with Inspector #625 on a particular date in May 2017, RPN #115
checked the current care plan located in PCC and acknowledged that the intervention
related to the use of the observed falls prevention equipment had been removed from the
current electronic care plan, but was located in the hard copy of the care plan. The RPN
stated that the direction regarding resident #030’s use of the falls prevention equipment
was unclear for registered nursing staff who would refer to either care plan for direction.

During an interview with Inspector #625 on May 10, 2017, the DOC acknowledged that
the falls prevention equipment should have been listed consistently in both the electronic
and hard copy care plans that were in use. [s. 6. (1) (¢)]

3. On a particular date in May 2017, during a staff interview with Inspector #625, resident
#013 was identified as using a specific device to aid in elimination for a reason that did
not meet specified criteria.

On a particular date in May 2017, Inspector #625 reviewed resident #013’s health care
record with a focus on the device used to aid in elimination and identified that:

- the order tab found in PCC listed a specific device used to aid in elimination, to be
changed at a specific frequency on a specific recurring date that would not always
coincide with the frequency listed;

- the current care plan indicated the resident used the device but did not indicate specific
characteristics of the device or the frequency of changing the device;
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- the electronic Treatment Administration Record (eTAR) for two consecutive months
identified the specific device was to be changed at a specific frequency on a specific
recurring date. The device change had not been signed for during the last scheduled
recurring date and was next scheduled to be changed two days before the specific
recurring date listed in the order tab and on the eTAR entry; and

- the most recent (but not current) “Physician’s Order Review” dated on a particular date
in the winter of 2017, indicated the device was to be changed at a specific frequency
(that differed from the frequency listed in the order tab and eTAR) but did not list a
specific recurring date.

A review of progress notes identified that there was no corresponding note regarding the
last scheduled device change, which had not been signed for.

During an interview with RN #104 on a particular date in May 2017, they reviewed the
order tab displayed in PCC with the Inspector, that indicated the device was to be
changed at a specified frequency on a specific recurring date; the eTAR and found the
change was listed to occur two days before the recurring specific date; and a doctor’s
order that indicated the device was to be changed at a different frequency than the
specific recurring date listed in the eTAR. RN #104 stated that it was not clear when the
device was to be changed and verified that the device change for the last scheduled time
frame had not been documented on the eTAR.

During an interview with Inspector #625 on May 11, 2017, the DOC stated that, if written
physician’s orders indicated that a device was to be changed at a specified frequency,
that the electronic order identified a different frequency as well as a specific recurring
date, and the eTAR reflected that the device was to be changed on a different recurring
date, the direction to the staff on when to change the device was not clear. The DOC
also stated that staff were to document on the eTAR to indicate that the device had been
changed. [s. 6. (1) (c)]

4. The licensee has failed to ensure that the care set out in the plan of care was based
on an assessment of the resident and the needs and preferences of that resident.

On a particular date in May 2017, during a staff interview with Inspector #617, resident
#005 was identified as using a device to aid in elimination for a reason that did not meet
specified criteria.

On two specific dates in May 2017, Inspector #625 observed resident #005 with the
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device in use.

On May 11, 2017, the Inspector reviewed resident #005’s health care record including:
- physician’s orders dated on a specific date in the spring of 2017. The order did not
identify that the device was ordered;

- the current care plan that indicated that the resident had a medical condition and
required the use of a different intervention for the condition, but did not identify that the
device was in use for the condition;

- the eTAR that did not identify that the device was in use;

- the most recent “EO Bladder Continence Assessment” in PCC dated a specific date in
the spring of 2016, that indicated the resident exhibited the medical condition and
required the use of a different intervention for the condition than the device in use; and
- progress notes from a specific date in the spring of 2017 that identified that the resident
used the device.

During an interview with Inspector #625 on a particular date in May 2017, PSW #108
stated that they knew resident #005 used the device by visually observing it and knew
how to provide care to the resident related to their use of the device from previous
experience. The PSW stated that there was no place to document specific characteristics
of the resident's use of the device and that they did not know if the care plan identified
that the resident used the device as they had not looked at it.

During an interview with Inspector #625 on a particular date in May 2017, RPN #105
stated that the use of the device for resident #005 should be identified in the eTAR but
that it was not there, and that they could not tell from the progress notes or eTAR how
long the resident had used the device. The RPN stated that they needed to visually
confirm that the resident used the device as the electronic chart did not identify when it
was initiated, but that the use of the device should have been identified in the eTAR and
care plan.

During interviews with Inspector #625 on a specific date in May 2017, both RPN #105
and RPN #106 stated that, after a specific event involving resident #005, the device had
been initiated, and that a “Bladder Continence Assessment” should have been completed
in PCC to assess the change in the resident’s status.

During an interview with Inspector #625 on a particular date in May 2017, RN #104
stated that resident #005 had the device in place since a specific event involving the
resident, and acknowledged that there was no physician’s order for the device. The RN
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stated that the current care plan and eTAR did not identify that the device was in use, but
that the care the resident required with respect to the use of the device should have been
identified in the care plan and eTAR, and that a physician’s order should have been
obtained.

During an interview with the DOC on May 11, 2017, they stated to the Inspector that
residents using the device should have a physician’s order in place, that direction to the
staff related to the characteristics of the device, frequency of device changes, any
required monitoring, and that an assessment should be completed as to the reason for
the device use. [s. 6. (2)]

5. The licensee has failed to ensure that the resident was reassessed and the plan of
care was reviewed and revised at least every six months and at any other time when the
care set out in the plan had not been effective.

A CIS report was submitted to the Director for a fall with injury that occurred on a
particular date in the winter of 2017, where resident #030 was discovered after having
fallen by RN #112. The report was amended 23 days after it was submitted, to include
the use of a specific personal assistance services device (PASD) as an immediate action
taken to prevent recurrence.

During an interview with Inspector #625 on a particular date in May 2017, resident #030
stated that they used the specific PASD. The resident demonstrated to the Inspector that
they could remove and apply the PASD independently.

During observations of resident #030 on two specific dates in May 2017, Inspector #625
observed the PASD applied.

During an interview with PSW #113 on a particular date in May 2017, they stated to the
Inspector that resident #030 used a PASD which staff had to remind the resident to
engage. The PSW stated that the use of the PASD as an intervention would be listed in
the resident’s care plan located in a binder at the nursing station.

During an interview with RPN #114 on a particular date in May 2017, they stated to the
Inspector that the resident utilized a specific PASD.

On May 10, 2017, Inspector #625 reviewed resident #030'’s care plan located in the
binder at the nursing station which had a revision dated a specific date in the spring of
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April 2017. The care plan identified interventions under the focus of “risk for falls”
including that the resident was to have an additional component added to the PASD to
discourage the resident from disengaging it.

On May 10, 2017, Inspector #625 reviewed resident #030’s current care plan located on
PCC which had a most recent revision dated nine days after the date identified on the
care plan located at the nursing station. The care plan identified interventions under the
focus of “risk for falls” including that the resident was to have an additional component
added to the PASD to discourage the resident from disengaging it.

During an interview with Inspector #625 on a particular date in May 2017, RPN #115
stated that the resident was able to disengage the PASD, even when the additional
component had been in use, so staff had removed the additional component and were no
longer using it. The RPN indicated that the additional component had not been used to
date during the month of May.

During an interview with Inspector #625 on May 10, 2017, the DOC acknowledged that

resident #030’s plan of care had not been revised to reflect the changes that occurred
with respect to the use of the PASD's additional component. [s. 6. (10) (c)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0O. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance that ensures that:

- that there is a written plan of care for resident #030 and for each resident that
sets out the planned care for the resident;

- that the written plans of care for residents #030 and #013 and for each resident
sets out clear directions to staff and others who provide direct care to the
resident;

- the care set out in the plan of care for resident #005 and for each resident is
based on an assessment of the resident and the needs and preferences of that
resident; and

- resident #030 and each resident is reassessed and the plan of care reviewed and
revised at least every six months and at any other time when care set out in the
plan has not been effective, to be implemented voluntarily.

WN #6: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 20.
Policy to promote zero tolerance

Specifically failed to comply with the following:

s. 20. (1) Without in any way restricting the generality of the duty provided for in
section 19, every licensee shall ensure that there is in place a written policy to
promote zero tolerance of abuse and neglect of residents, and shall ensure that
the policy is complied with. 2007, c. 8, s. 20 (1).

Findings/Faits saillants :
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1. The licensee has failed to ensure that the home's written policy that was in place to
promote zero tolerance of abuse and neglect of residents was complied with.

Inspector #621 reviewed a CIS report that was submitted to the Director on a particular
date in the winter of 2017, for an alleged incident of resident to resident abuse reported
by resident #019 to RPN #107 the previous day. The report identified that resident #019
informed the RPN that resident #020 had abused them.

A review of the home’s policy titled “Zero Tolerance of Resident Abuse and Neglect:
Response and Reporting, RC-02-01-02", last updated January 2016, indicated that all
staff who became aware of an alleged, suspected or withessed resident incident of
abuse or neglect were to report it immediately to the Administrator/designate/reporting
manager or, if unavailable, to the most senior supervisor on shift at that time. The policy
also identified that the Administrator/designate department manager/supervisor was to
immediately initiate a dignified and respectful investigation of the alleged, suspected or
witnessed abuse, notify police authorities as per jurisdictional legislative requirements
and that the Administrator had the authority to place an employee on a leave of absence
with pay pending the results of the investigation.

During an interview with RPN #107 on a particular date in May 2017, they identified to
Inspector #621 that they were the staff person on duty whom resident #019 spoke with
on a particular date in the winter of 2017, and reported an alleged incident of abuse. RPN
#107 further indicated that they were responsible to immediately notify the manager on-
call to report the incident on the date the resident reported the alleged abuse, but did not
do so.

During an interview with the DOC on May 9, 2017, they identified to the Inspector that it
was their expectation that when an incident of suspected, withessed or alleged abuse
occurred after hours, that registered staff would contact the manager on-call and notify
them. The DOC identified that although they were not the manager who was on-call that
evening, no other manager in the home had been contacted on the particular date in the
winter of 2017 regarding the incident. [s. 20. (1)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0O. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance that ensures that, without in any way restricting the
generality of the duty provided for in section 19, every licensee shall ensure that
thereis in place a written policy to promote zero tolerance of abuse and neglect of
residents, and shall ensure that the policy is complied with, to be implemented
voluntarily.

WN #7: The Licensee has failed to comply with LTCHA, 2007 S.O. 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 treatment 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 aresident by anyone or neglect of aresident by the licensee or staff
that resulted in harm or arisk 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 aresident’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).

Findings/Faits saillants :

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

Inspector #621 reviewed a CIS report that was submitted to the Director on a particular
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date in the winter of 2017, for an alleged incident of resident to resident abuse reported
by resident #019 to RPN #107 on a particular date in the winter of 2017. The report
identified that resident #019 informed the RPN that resident #020 had abused them.

A review of the home’s policy titled “Zero Tolerance of Resident Abuse and Neglect:
Response and Reporting, RC-02-01-02” included “Appendix 1 - Jurisdictional Reporting
Requirements”, last updated January 2016. The appendix, referenced the LTCHA, 2007,
S. 24. (1) and indicated that any person who had reasonable grounds to suspect that
abuse of a resident by anyone or neglect of a resident by the licensee of staff that
resulted in harm or a risk of harm to the resident had occurred or may have occurred,
was to immediately report the suspicion and the information upon which it was based to
the Director of the Ministry of Health and Long-Term Care. The appendix listed that
reporting to the Director was to occur online via the Critical Incident System, or after
hours by pager.

During an interview with RPN #107 on a particular date in May 2017, they identified to
Inspector #621 that they were the staff person on duty whom resident #019 spoke with
on the particular date in the winter of 2017, and reported an alleged incident of abuse.
RPN #107 further indicated that they were responsible to immediately contact the
MOHLTC after-hours pager to report the incident on the particular date in the winter of
2017, but did not do so, which resulted in failure to meet the immediate reporting
requirement.

During an interview with the DOC on May 9, 2017, they identified to the Inspector that it
was their expectation that when an incident of suspected, witnessed or alleged abuse
occurred after hours, that registered staff would contact the MOHLTC after-hours pager
to report the incident and obtain an incident number for the report. The DOC confirmed
that the Director had not been notified of the incident by the home until the evening
following the date the resident reported the allegation to the RPN, and that this did not
meet the reporting requirement. [s. 24. (1)]

2. The licensee has failed to ensure that a person who had reasonable grounds to
suspect that improper or incompetent treatment or care of a resident that resulted in
harm or a risk of harm had occurred or may have occurred, immediately reported the
suspicion and the information upon which it was based to the Director.

Inspector #617 reviewed a CIS report that was submitted to the Director on a particular
date in the winter of 2017, related to an incident that caused injury to resident #007 for
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which the resident was taken to hospital and resulted in a significant change to their
health status. The report indicated that five days earlier, resident #007 reported to RPN
#106 that a PSW provided them with improper care which resulted in an injury to the
resident. The resident was not able to identify the exact time it occurred or the PSW who
provided the improper care. The home reported the incident to the Director five days after
the incident had occurred.

A review of the home's investigation notes by Inspector #617 identified that, five days
before the submission of the CIS report, RPN #106 notified the on-call Program
Manager, that an incident regarding improper care of resident #007 resulting in an injury
had occurred.

In an interview with RPN #106, they clarified to the Inspector that resident #007's report
to them of the improper care resulting in an injury was an incident that required
immediate reporting to the Director. The RPN further explained that it was the
responsibility of the registered staff to report this incident to the Director immediately.
They confirmed to the Inspector that on the date that they were made aware of the
incident, they did not notify the Director.

A review of the home’s policy titled “Zero Tolerance of Resident Abuse and Neglect:
Response and Reporting, RC-02-01-02” included “Appendix 1 - Jurisdictional Reporting
Requirements”, last updated January 2016. The appendix, referenced the LTCHA, 2007,
s. 24. (1) and indicated that any person who had reasonable grounds to suspect that
improper or incompetent treatment or care of a resident that resulted in harm or a risk of
harm to the resident was to immediately report the suspicion and the information upon
which it was based to the Director of the Ministry of Health and Long-Term Care.

On May 11, 2017, Inspector #617 interviewed both the ED and DOC who both confirmed

that resident #007's report to RPN #106 should have been immediately reported to the
Director. [s. 24. (1)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0O. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that person who has reasonable grounds to
suspect that any of the following has occurred or may occur immediately reports
the suspicion and the information upon which it is based to the Director:

- improper or incompetent treatment or care of resident #007, or any other resident
in the home, that resulted in harm or arisk of harm to the resident; and

- abuse of resident #019, or any other resident in the home, by anyone or neglect
of aresident by the licensee or staff that resulted in harm or arisk of harm to the
resident, to be implemented voluntarily.

WN #8: The Licensee has failed to com