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

This inspection was conducted on the following date(s): November 14-16, 2016

During the course of the inspection, the inspector(s) directly observed the delivery
of care and services to residents, resident to resident interactions, conducted a
tour of resident home areas, reviewed resident health care records, various home
policies, procedures, and programs, staff education attendance records,
medication administration, and the implementation of the Infection Prevention and
Control Program.

One intake related to a critical incident the home submitted to the Director
regarding an unexpected death was also inspected concurrently.

During the course of the inspection, the inspector(s) spoke with the Administrator,
Director of Nursing and Personal Care (DOC), Maintenance Manager, Resident
Assessment Instrument (RAI) Co-ordinator, Infection Control Lead, Registered
Nurses (RNs), Registered Practical Nurses (RPNs), Personal Support Workers
(PSWs), residents and residents’ family members.

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

Family Council

Infection Prevention and Control

Medication

Minimizing of Restraining

Nutrition and Hydration

Residents' Council

Skin and Wound Care

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
DR — Director Referral

CO - Compliance Order

WAO — Work and Activity Order

VPC — Plan de redressement volontaire
DR — Aiguillage au directeur

CO - Ordre de conformité

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 O.Reg 79/10, s. 129. Safe storage

of drugs
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Specifically failed to comply with the following:

s.129. (1) Every licensee of along-term care home shall ensure that,
(a) drugs are stored in an area or a medication cart,

(i) that is used exclusively for drugs and drug-related supplies,

(i1) that is secure and locked,

(i) that protects the drugs from heat, light, humidity or other environmental
conditions in order to maintain efficacy, and

(iv) that complies with manufacturer’s instructions for the storage of the drugs;
and O. Reg. 79/10, s. 129 ().
(b) controlled substances are stored in a separate, double-locked stationary
cupboard in the locked area or stored in a separate locked area within the locked
medication cart. O. Reg. 79/10, s. 129 (1).

Findings/Faits saillants :

Page 4 of/de 7



Ministry of Health and Ministere de la Santé et des
Long-Term Care Soins de longue durée

eI

,(/F— Ohtario Inspection Report under Rapport d’'inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

1. The licensee has failed to ensure that controlled substances were stored in a
separate, double-locked stationary cupboard in the locked area or stored in a separate
locked area within the locked medication cart.

At 1200 hours, Inspector #603 observed RPN #104 enter the locked medication room on
third floor, which had two unlocked medication carts. At 1330 hours, Inspector #603
returned to the medication room to observe RPN #104 administer medication to resident
#005. Once the medication was prepared, the RPN left the medication room, locked it,
and failed to lock both medication carts in the medication room.

During an interview with RPN #104 they demonstrated that each medication cart had a
locked box containing controlled substances and later revealed that they understood that
staff did not have to lock the medication carts when they were stored in the locked
medication room.

An interview with the Administrator revealed that it was the home's expectation that
controlled substances were to be double locked in the medication cart when not attended
by staff.

A review of the home's policy titled "Management of Narcotic and Controlled Drugs,
RC-06-05-13", last updated June, 2016, revealed that "All narcotic and controlled drug(s)
will be stored in a separate, double-locked stationary cupboard in a locked area, or in a
separate locked area within the locked medication cart". [s. 129. (1) (b)]

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 ensuring that controlled substances are stored in a
separate, double-locked stationary cupboard in a locked area or stored in a
separate locked area within the locked medication cart, to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 79.
Posting of information
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Specifically failed to comply with the following:

s. 79. (3) Therequired information for the purposes of subsections (1) and (2) is,
(a) the Residents’ Bill of Rights; 2007, c. 8, s. 79 (3)

(b) the long-term care home’s mission statement; 2007,c. 8, s. 79 (3)

(c) the long-term care home’s policy to promote zero tolerance of abuse and
neglect of residents; 2007, c. 8, s.79 (3)

(d) an explanation of the duty under section 24 to make mandatory reports; 2007,
c.8, s.79(3)

(e) the long-term care home’s procedure for initiating complaints to the licensee;
2007, c. 8, s.79 (3)

(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; 2007, c. 8, s. 79 (3)

(9) 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; 2007, c. 8, s. 79 (3)

(h) the name and telephone number of the licensee; 2007, c. 8, s. 79 (3)

(i) an explanation of the measures to be taken in case of fire; 2007, c. 8, s. 79 (3)
()) an explanation of evacuation procedures; 2007, c. 8, s. 79 (3)

(k) copies of the inspection reports from the past two years for the long-term care
home; 2007,c. 8, s. 79 (3)

(I) orders made by an inspector or the Director with respect to the long-term care
home that are in effect or that have been made in the last two years; 2007, c. 8, s.
79 (3)

(m) decisions of the Appeal Board or Divisional Court that were made under this
Act with respect to the long-term care home within the past two years; 2007, c. 8,
S.79(3)

(n) the most recent minutes of the Residents’ Council meetings, with the consent
of the Residents’ Council; 2007, c. 8, s. 79 (3)

(o) the most recent minutes of the Family Council meetings, if any, with the
consent of the Family Council; 2007, c. 8, s. 79 (3)

(p) an explanation of the protections afforded under section 26; 2007, c. 8, s. 79 (3)
(q) any other information provided for in the regulations. 2007, c. 8, s. 79 (3)

Findings/Faits saillants :
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1. The licensee has failed to ensure that the required documents: copies of the
inspection reports from the past two years for the long-term care home were posted in
the home, in a conspicuous and easily accessible location, in a manner that complied
with the requirements established by the regulations.

Inspector #603 completed the initial tour of the home and noted that the home had only
posted (in the entrance, between two elevator doors) four inspection reports from 2016
(a Critical Incident and a Complaint report, dated February 24, 2016, and a Critical
Incident and a Follow Up report, dated June 1, 2016).

The Inspector reviewed the home's last two years' inspections and an RQI report was
served on February 26, 2015; Critical Incident, Complaint, and a Follow Up Inspection
reports were served on May 14, 2015; and an RQI report was served on December 18,
2015. These five reports were not posted in the home.

The Inspector interviewed the Administrator who revealed that they thought it was only
the last two inspections that needed to be posted. [s. 79. (3) (k)]

Issued on this 17th day of November, 2016

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

Original report signed by the inspector.
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