Ministry of Health and Ministére de la Sanié et

} Long-Term Care des Scins de longue durée
L7 Ontario Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 153 and/or Aux termes de arlicle 153 elfou
section 154 of the Long-Term Care de I'article 154 de Ia Loi de 2007 sur les foyers
Homes Act. 2007, 5.0. 2007 ¢ 8 de soins de langues durée, L.O. 2007, chap. 8

Health Systern Accountability and Performance Division
Performance Improvement and Compliance Branch

Division de la responsabilisation et de 1a performance du systéme de santé
Direction de I'amélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector {ID#) /

Nom de Pinspecteur (No) : MONICA KLEIN (193)

Inspection No. /

No de I'inspection : 201 1_078193_0004

Type of Inspection /

Genre d’inspection: Critical Incident

Date of Inspection /

Date de l'inspection : Jun 22, 24, 28, 29, 30, Jul 5, 6, 2011

Licensee / ) VIGOUR LIMITED PARTNERSHIP ON BEHALF OF VIGOUR
Titulaire de permis : 302 Town Centre Blvd, Suite #200, MARKHAM, ON, L3R-0E8
LTC Home / LEISUREWORLD CAREGIVING CENTRE - CHELTENHAM
Foyer de SLD : 5935 BATHURST STREET, NORTH YORK, ON, M2R-1Y8

Name of Administrator /
Nom de 'administratrice
ou de Padministrateur : JENNIFER WALKER

To VIGOUR LIMITED PARTNERSHIP ON BEHALF OF VIGOUR, you are hereby required to comply with the following
order(s) by the date(s) set out below:

Order #/ Order Type /
Ordre no : 001 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

0O.Reg 79/10, s. 36. Every licensee of a long-term care home shalt ensure that staff use safe transferring and
positioning devices or techniques when assisting residents. O. Reg. 79/10, s. 36.

Order / Ordre :

The staff must use safe transferring devices and techniques when assisting residents of the home.

Grounds [ Motifs :

1. In two instances, two different staff members did not use safe transferring devices and techniques when
assisting two identified residents. Both residents sustained injuries that required hospitalization. (193}
2. (193)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’icile : Jul 08, 2011
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REVIEW/APPEAL INFORMATION / RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL

TAKE NOTICE:

The Licensee has the right to request a review by the Directar 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 Directar 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
{¢) an address for services for the Licensee.

The written request for review must be served persanally, by registered mail or by fax upon:
Directar
cfo Appeals Clerk
Performance |mprovement and Compliance Branch
Ministry of Health and Long-Term Care
55 St. Clair Ave. West
Suite 800, 8th fioor
Toronto, ON M4V 2Y2
Fax: 416-327-760

When service is made by registered mail, it is deemad 1o be made on the fifth day after the day of mailing and when service is made by fax, itis
deemed to be made on the first business day afler the day the fax is sent. If the Licensee is not served with written notice of the Direclor’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 Inspeclor's Order(s) lo 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 fegislalion 1o review matters concerning health care services, If the Licensee decides lo request a
hearing, the Licensee must, within 28 days of being served with the notice of the Director's decision, give 2 wrilten notice of appeal o bath;

Health Services Appeal and Review Board and the Directar

Attention Registrar clo Appeals Clerk

151 Bloor Streat West Performance Improvement and Compliance Branch
9th Floor 55 5t. Clair Avenue, West

Toronto, ON Suite 800, 8th Ficer

M55 275 Taranto, ON M4V 2Y2

Fax: 416-327-7603

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

Issued on this 6th day of July, 2011

Signature of Inspector/ M\/‘

Signature de I'inspecteur :
Name of Inspector /

Nom de l'inspecteur : MONICA KLEIN
Service Area Office/
Bureau régional de services :  Toronto Service Area Office
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Ministry of Health and
Long-Term Care

}r O nta ﬁ O Inspection Report under

the Long-Term Care
Homes Act, 2007

Health System Accountability and Performance

Division . Torento Service Area Office
Performance Improvement and Compliance Branch 55 SL. Clair Avanue West. 8th Floor
Division de [a responsabilisation et de la TORONTO, ON, MAV-2Y7
performance du systéme de sante Telephone: {416) 325-9297

Direction de 'amélioration de la performance et dela  Facsimile: (416} 327-4486
conformité

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection
prévue le Loi de 2007 les
foyers de soins de longue

Bureau régional de services de Taronto
55, avenue St. Clair Quest, 8iém étage
TORONTO, ON, MaV-2Y7

Teléphane: {416} 325-8297
Télécopieur: (416) 327-4486

Public Copy/Copie du public

Date(s) of inspection/Date(s) de Inspection No/ No de l'inspection
Pinspection
Jun 22, 24, 28, 29, 30, Jul 5, 6, 2011 2011_078193_0004

Type of Inspection/Genre d’inspection

Critical incident

Licensee/Titulaire de permis

VIGOUR LIMITED PARTNERSHIP ON BEHALF OF VIGOUR
302 Town Centre Blvd, Suite #200, MARKHAM, ON, L 3R-0E8

Long-Term Care Home/Foyer de soins de longue durée

LEISUREWORLD CAREGIVING CENTRE - CHELTENHAM
5835 BATHURST STREET. NORTH YORK, ON, M2R-1Y8

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

MONICA KLEIN (193)

The purpose of this inspection was to conduct a Cntlcai Incident mspectlon

During the course of the inspection, the inspector(s) spoke with residents, family members, direct care staff,
registered staff, Physiotherapist, Restorative care coordinator, Director of care,and Administrator.

During the course of the inspection, the inspector(s) reviewed health records, Restorative care program, home's

policies and procedures.

The following Inspection Protocols were used in part or in whole during this inspection:

Hospitalization and Death
Personal Support Services
Prevention of Abuse, Neglect and Retaliation

Sufficient Staffing

Findings of Non-Compliance were found during this inspection.

NON comp ANCE r NON RESPECT DES EX]GENCES“”
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 36. Every licensee of a long-term care home shall
ensure that staff use safe transferring and positioning devices or techniques when assisting residents. O. Reg. 79/10,
s. 36.

Findings/Faits sayants :

In two instances, two different staff members did not use safe transferring devices and techniques when assisting two identified
residents. Both residents sustained injuries that required hospitalization.

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 $.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (4) The licensee shall ensure that the staff and others involved in the different aspects of care of the resident
collaborate with each other,

(a) in the assessment of the resident so that their assessments are integrated and are consistent with and
complement each other; and

{b} in the development and implementation of the plan of care so that the different aspects of care are integrated and
are consistent with and complement each other. 2007, c. 8, s. 6 (4).

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 sayants :

1. For an identified resident the physician ordered INR (International Normal Ratio) to be checked weekly.The resident
continued to receive Coumadin daily 15 days without INR monitoring.[6(4)b]

2. In two instances, two different staff members did not use safe transferring devices and technigues as indicated in two
identified residents' plans of care when assisting them. Both residents sustained injuries that required hospitalization.[6{7)]

WN #3: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, ¢.8, s. 19. Duty to protect
Specifically failed to comply with the following subsections:

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, ¢. 8, 5. 19 (1).
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Findings/Faits sayants :

An identified resident reported to the licensee that the primary care giver was rough when performing mouth care. The staff
confirmed that during the shower days mouth care was performed by inserting the shower spray in resident's mouth.[1 9{1}]

WN #4: The Licensee has failed to comply with L.TCHA, 2007 S.0. 2007, ¢.8, s. 20. Policy to promote zero tolerance
Specifically failed to comply with the following subsections:
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 sayants :

An identified staff member did not comply with the home's policy that promotes zero tolerance of abuse of residents when
performed mouth care for an identified resident using the shower spray.[20(1)]

WN #5: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 23. Licensee must investigate, respond
and act

Specifically failed to comply with the following subsections:

s. 23. (2) A licensee shall report to the Director the results of every investigation undertaken under clause (1) (a), and
every action taken under clause {1) (b). 2007, c. 8, 5. 23 (2).

Findings/Faits sayants :
The results of the abuse investigation related to an identified resident were not reported to the Director.[23(2)]

WN #6: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

s. 24. (1) A person who has reasonable grounds to suspect that any of the following has occurred or may occur shail
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.

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.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident.

4. Misuse or misappropriation of a resident’'s moneay.

5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System Integration
Act, 2006. 2007, c. B, ss. 24 (1), 195 (2).

Findings/Faits sayants :
The licensee became aware of a suspected incident of abuse of an identified resident and it was reported to the Director five
days later.[24(1)2]

WN #7: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 75. Screening measures
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Specificaily failed to comply with the foilowing subsections:

s. 75. (2) The screening measures shall include criminal reference checks, unless the person being screened is
under 18 years of age. 2007, c. 8, s. 75. (2).

Findings/Faits sayants :

Five newly hired employees files reviewed on June 30, 2011 and noted no Criminal reference checks an file.

[s. 75(2)]

WN #8: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 8. Information for residents, etc.
Specifically failed to comply with the following subsections:

s. 78. (2} The package of information shall include, at a minimum,

(a) the Residents’ Bill of Rights;

{b) the long-term care home's mission statement;

() the long-term care home’s policy to promote zero tolerance of abuse and neglect of residents;

(d) an explanation of the duty under section 24 to make mandatory reports;

{e) the long-term care home's procedure for initiating complaints to the licensee;

(f) the written procedure, provided by the Director, for making complaints to the Director, together with the name and
telephone number of the Director, or the name and telephone number of a person designated by the Director to
receive complaints;

(g) notification of the long-term care home’s policy to minimize the restraining of residents and how a copy of the
policy can be obtained;

(h) the name and telephone number of the licensee;

(i) a statement of the maximum amount that a resident can be charged under paragraph 1 or 2 of subsection 91 {1} for
each type of accommodation offered in the long-term care home;

(j) a statement of the reductions, available under the regulations, in the amount that qualified residents can be
charged for each type of accommodation offered in the long-term care home;

(k) information about what is paid for by funding under this Act or the Local Health System Integration Act, 2006 or
the payments that residents make for accommeodation and for which residents do not have to pay additional charges;
() a list of what is available in the long-term care home for an extra charge, and the amount of the extra charge;

(m) a statement that residents are not required to purchase care, services, programs or goods from the licensee and
may purchase such things from other providers, subject to any restrictions by the licensee, under the regulations,
with respect to the supply of drugs;

(n) a disclosure of any non-arm’s iength relationships that exist between the licensee and other providers who may
offer care, services, programs or goods to residents;

(o) information about the Residents’ Council, including any information that may be provided by the Residents’
Council for inclusion in the package;

(p) information about the Family Council, if any, including any information that may be provided by the Family
Council for inclusion in the package, or, if there is no Family Council, any information provided for in the regulations;
(g} an explanation of the protections afforded by section 26; and

{r) any other information provided for in the regulations. 2007, c. 8, 5. 78 (2)

Findings/Faits sayants :
The home's admission package reviewed on June 30, 2011 and does not include the home's policy to promote zero tolerance
of abuse and neglect of residents.[s.78(2)(c)]

WN #9: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents
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Specifically failed to comply with the following subsections:

s. 97. (1) Every licensee of a long-term care home shall ensure that the resident’s substitute decision-maker, if any,
and any other person specified by the resident,

(a) are notified immediately upon the licensee becoming aware of an alleged, suspected or witnessed incident of
abuse or neglect of the resident that has resulted in a physical injury or pain to the resident or that causes distress to
the resident that could potentially be detrimental to the resident’s health or well-being; and

(b) are notified within 12 hours upon the licensee becoming aware of any other alleged, suspected or witnessed
incident of abuse or neglect of the resident. O. Reg. 79/10, s. 97 {1).

s. 97. {2) The licensee shall ensure that the resident and the resident’s substitute decision-maker, if any, are notified
of the results of the investigation required under subsection 23 (1) of the Act, immediately upon the completion of the
investigation. 0. Reg. 7910, s. 97 {2).

Findings/Faits sayants :
1. The Substitute Decision Maker (SDM) for an identified resident was informed about a suspected incident of abuse of the

resident five days after the licensee became aware of the incident.[97(1)(a)]
2. The licensee did not notify the Substitute Decision Maker (SDM) for an identified resident about the results of the alleged

abuse investigation immediately upon completion.[97(2)]

WN #10: The Licensee has failed to comply with O.Req 79/10, s. 27. Care conference
Specifically failed to comply with the following subsections:

s. 27. (1) Every licensee of a long-term care home shall ensure that,

{a) a care conference of the interdisciplinary team providing a resident's care is held within six weeks following the
resident’s admission and at least annually after that to discuss the plan of care and any other matters of importance
to the resident and his or her substitute decision-maker, if any;

(b} the resident, the resident’s substitute decision-maker, if any, and any person that either of them may direct are
given an opportunity to participate fuily in the conferences; and

(c) a record is kept of the date, the participants and the results of the conferences. 0. Reg. 79/10, 5. 27 (1).

Findings/faits sayants :
An identified resident was deemed capable to take decisions but the resident was not invited to participate to the 6 weeks care
conference.[27(1)(b)]

WN #11: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements
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Specifically failed to comply with the following subsections:

s. 30. {1} Every licensee of a long-term care home shall ensure that the following is complied with in respect of each
of the organized programs required under sections 8 to 16 of the Act and each of the interdisciplinary programs

required under section 48 of this Regulation:

1. There must be a written description of the program that includes its goals and objectives and reievant policies,
procedures and protocols and provides for methods to reduce risk and monitor outcomes, including protocols for the
referral of residents to specialized resources where required.

2. Where, under the program, staff use any equipment, supplies, devices, assistive aids or positioning aids with
respect to a resident, the equipment, supplies, devices or aids are appropriate for the resident based on the resident’s
condition.

3. The program must be evaluated and updated at least annually in accordance with evidence-based practices and, if
there are none, in accordance with prevailing practices.

4. The licensee shall keep a written record relating to each evaluation under paragraph 3 that includes the date of the
evaluation, the names of the persons who participated in the evaluation, a summary of the changes made and the date

that those changes were implemented. O. Reg. 79/10, s. 30 (1).

Findings/Faits sayants :
The restorative care program was last revised on September 2008 as per policy identifier: V7-440. [30(1)3]

Issued on this 6th day of July, 2011

inspecteur ou des inspecteurs
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