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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): February 9, 2015

During the course of the inspection, the inspector(s) spoke with The Assistant
Administrator, front-line nursing staff, housekeeping staff, registered nursing staff,
residents, family members and visitors, and maintenance staff.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Housekeeping
Safe and Secure Home

During the course of this inspection, Non-Compliances were issued.
2 WN(s)
1 VPC(s)
0 CO(s)
0 DR(s)
0 WAO(s)
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NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

Legend Legendé

WN —  Written Notification WN — Auvis écrit

VPC — Voluntary Plan of Correction VPC — Plan de redressement volontaire

DR — Director Referral DR — Aiguillage au directeur

CO - Compliance Order CO - Ordre de conformité

WAOQO — Work and Activity Order

WAO — 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 énumérés 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. 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).
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Findings/Faits saillants :

1. The licensee has failed to ensure that the home is maintained in a safe condition and
in a good state of repair.

On February 9, 2015, floor surfaces in the following areas were observed to be uneven
with pockets of lowered flooring (i.e. dips) and sloping causing change in gait and
redirection of movement when walking across the identified surfaces:

- 1 East corridor from the fire doors leading from 1 West through to the lounge beside the
east stairway

- 4 identified resident rooms

- 1 East "Sitting Room"

- 2 East "Sitting/Activity Room" [s. 15. (2) (c)]

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 floor surfaces in the home are even and safe for
residents with unstable gait and/or require mobility devices to manoeuvre through
the home, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 58. Every licensee
of a long-term care home shall ensure that when transferring and positioning
residents, staff shall use devices and techniques that maintain or improve,
wherever possible, residents’ weight bearing capability, endurance and range of
motion. O. Reg. 79/10, s. 58.

Findings/Faits saillants :
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1. The licensee has failed to ensure that when positioning residents, staff shall use
devices and techniques that maintain or improve, wherever possible, residents' weight
bearing capabilities, endurance and range of motion.

An identified resident was observed to be left unattended in an identified lounge with
his/her wheelchair reclined at a 45 degree angle without a head rest present. Interview
with the Assistant Administrator and registered staff on the unit confirmed that this was
not an appropriate practice and that staff should have ensured a head rest was in place
for the resident. [s. 58.]

Issued on this 10th day of March, 2015

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

Original report signed by the inspector.
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