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Feb 27, 29, Mar 6, 2012 2012_091112_0018 Complaint

Licensee/Titulaire de permis

CARESSANT-CARE NURSING AND RETIREMENT HOMES LIMITED
264 NORWICH AVENUE, WOODSTOCK, ON, N4S-3V9

Long-Term Care HomefFoyer de soins de longue durée

CARESSANT CARE LISTOWEL NURSING HOME
710 RESERVE AVENUE SOUTH, LISTOWFEL, ON, N4W-2L1

Name of Inspector(s}/Nom de P'inspecteur ou des inspecteurs
AROLE ALEXANDER (112)

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

During the course of the inspection, the inspector(s) spoke with the Director of Care, the Administrator, the RA|
Coordinator, the lead for Infection Control and 3 Personal Support Workers,

During the course of the inspection, the inspector(s) observed resident care areas for supplies, observed
infection control measures utllized by staff, and reviewed the following: the staffing schedute, back up plan, call
in sheets, infection control minutes, outbreak policies and procedures, related staff training and resident
bathing records,

The following Inspection Protocols were used during this inspection:
Infection Prevention and Control

Findings of Non-Compiiance were found during this inspection.

Page 1 of 3




}r\ )—— Ministry of Health and Ministére de la Santé et des

}_, Long-Term Care Soins de longue durée
1/ Onta rlo Inspection Report under Rapport d’inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Legend

VVPG Voiuntary Plan'of
DR— Djrector Refetral e

conformtté g I
travaux et act:wtés ey

loi comprenci les’ exsgances qui font pame des é!éments énumérés
dans la définition de « exigence pré a présente loi » au n
: paragraphe '2(1) de la LFSL s o

e [ce qui suit constltue un avis é_cr_:_t_de__n_o espect aux 1ermes du _-'f

paragra he de iarhcle 152dsala LESLD.

WN #1 The Licensee has failed to comply with O. Reg 79110, s. 8, Pohmes, etc., to be followed, and records
Specifically failed to comply with the following subsections:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or
otherwise put in place any plan, policy, protocol, procedure, strategy or system, the licensee is required to
ensure that the plan, policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable requirements under the Act; and
(b} is complied with. O. Reg. 79/10, s. 8 {1).

Findings/Falts saillants :

1. The home's poticy entitled "Staffing and Supplies during an outbreak” states:

"The need to increase staffing levels will be determined after consultation with the Vice President Operations or
delegate"

A memo dated February 13, 2012 directed to "All NH staff" stated "We will not be replacing PSW call ins effective
immediately."

The home was declared in outbreak (Enteric) beginning February 15, 2012,

The home did not determine the need for increased staffing during the outbreak. On February 16th, 2012, the home was

short staffed by 2 PSW's on days and 1 PSW on evenings. On February 17, the home was short staffed by 1 evening
shift PSW.

[OReg S.8.(1)(b)] -

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 31. Nursing and personal support services
Specifically failed to comply with the following subsections:

s. 31. {3) The staffing plan must,

(a) provide for a staffing mix that is consistent with residents’ assessed care and safety needs and that meets
the requirements set out in the Act and this Regulation;

{b) set out the organization and scheduling of staff shifts;

{c) promote continuity of care by minimizing the number of different staff members who provide nursing and
personal support services to each resident;

{d) include a back-up plan for nursing and personal care staffing that addresses situations when staff, including
the staff who must provide the nursing coverage required under subsection 8 (3) of the Act, cannot come to
work: and

{e) be evaluated and updated at least annually In accordance with evidence-based practices and, if there are
none, in accordance with prevailing practices. 0. Reg. 79/10, s, 31 (3).
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Findings/Faits saillants :

1. During an enteric outbreak at the home beginning February 15, 2012 the home's staffing mix was not in keeping with
residents assessed care and safety needs needs. Staff who were unable to work were not always replaced and
management did not determine if staffing needs were in need of an increase due to the outbreak,

[OReg 79/10 8. 31. (3)}(a)]

WN #3: The Licensee has falled to comply with 0.Reg 79/10, s. 33. Bathing
Specifically failed to comply with the following subsections:

s. 33. (1) Every licensee of a long-terin care home shall ensure that each resident of the home is bathed, at a
minimum, twice a week by the method of his or her choice and more frequently as determined by the resident’s
hygiene requirements, unless contraindicated by a medical condition. O. Reg. 79/10, s. 33 {1).

Findings/Faits saillants :

1. Within the time frame of the home's outbreak beginning February 15 up to the day of the inspection, several residents
did not receive one ar more of their scheduled baths. [OReg 798/10 5.33.(1))

Issued on this 6th day of March, 2012

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