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

This inspection was conducted on the following date(s): April 16, 17, 18, 19, 23,
2013,

This inspection was conducted concurrently with Cl inspection H-001553-12 and
complaints H-001242-12, H-001545-12 and H-000058-13. A non-compliance, s.3(2)
was issued in the Cl inspection report 2103-214146-0024 and is also related to
complaint H-000058-13.

During the course of the inspection, the inspector(s) spoke with the acting
Administrator, acting Director of Care (DOC), the Associate Director of Care
(ADOC), the pharmacist, registered staff, Personal Support Workers (PSW'S),
residents and family members.

During the course of the inspection, the inspector(s) toured the home, observed
resident care, reviewed resident records and reviewed policies and procedures.

The following Inspection Protocols were used during this inspection:
Medication

Responsive Behaviours
Skin and Wound Care

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 48. Required
programs

Specifically failed to comply with the following:

s. 48. (1) Every licensee of a long-term care home shall ensure that the
following interdisciplinary programs are developed and implemented in the
home:

1. A falls prevention and management program to reduce the incidence of falls
and the risk of injury. O. Reg. 79/10, s. 48 (1).

2. A skin and wound care program to promote skin integrity, prevent the
development of wounds and pressure ulcers, and provide effective skin and
wound care interventions. O. Reg. 79/10, s. 48 (1).’

3. A continence care and bowel management program to promote continence
and to ensure that residents are clean, dry and comfortable. O. Reg. 79/10, s. 48
(1).

4. A pain management program to identify pain in residents and manage pain.
O. Reg. 79/10, s. 48 (1). '

Findings/Faits saillants :
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1. The home did not ensure that the skin and wound program ( V3-1400) was
implemented related to the provision of effective wound care interventions.

a. According to the home's skin care program V3-1400, page five, statements five and
six advise that registered staff will document treatment of altered skin integrity on the
resident treatment administration record (TAR) and will also document each dressing
change on the record. According to the TAR, resident #008 was to have daily
dressings to a wound initiated in May 2012. The TAR was blank on 18 of the next 30
days. There was no mention of a dressing change on any of these days in the
progress notes. A registered staff member confirmed that if the treatment was not
documented on the TAR or progress notes, it was not done.

b. According to the TAR, resident #008 was to have daily treatment to a second
wound , initiated in June 2012, The TAR was blank on 23 days of the next 26 days.
c. According to the TAR, resident #012 was to have a medicated cream applied daily.
The TAR for April 2013, was blank on 17 of the possible 23 days. Registered staff
confirmed that there was no notation in progress records to explain treatment not
being done. As of April 23, 2013, according to wound care nurse, the wound had not
deteriorated.

d. According to the TAR, resident #013 was to have a dressing change to a wound
every 3 to 5 days and more often if necessary in March 2013. The treatment was not
done in March 2013 for a period of 15 days. According to a registered staff member,
there was no explanation in progress notes of missed treatments. As of April 23, 2013,
the wound had not deteriorated, according to wound care nurse. [s. 48. (1) 2.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the following interdisciplinary programs
are developed and implemented in the home: a skin and wound care program to
promote skin integrity, prevent the development of wounds and pressure
ulcers, and provide effective skin and wound interventions, to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 101. Dealing
with complaints
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Specifically failed to comply with the following:

s. 101. (1) Every licensee shall ensure that every written or verbal complaint
made to the licensee or a staff member concerning the care of a resident or
operation of the home is dealt with as follows:
1. The complaint shall be investigated and resolved where possible, and a
response that complies with paragraph 3 provided within 10 business days of
the receipt of the complaint, and where the complaint alleges harm or risk of
harm to one or more residents, the investigation shall be commenced
immediately. O. Reg. 79/10, s. 101 (1).
2. For those complaints that cannot be investigated and resolved within 10
business days, an acknowledgement of receipt of the complaint shall be
provided within 10 business days of receipt of the complaint including the date
by which the complainant can reasonably expect a resolution, and a follow-up
response that complies with paragraph 3 shall be provided as soon as possible
in the circumstances. O. Reg. 79/10, s. 101 (1).
3. A response shall be made to the person who made the complaint, indicating,
i. what the licensee has done to resolve the complaint, or
ii. that the licensee believes the complaint to be unfounded and the reasons for
the belief. O. Reg. 79/10, s. 101 (1).

s.101. (2) The licensee shall ensure that a documented record is kept in the
home that includes,

(a) the nature of each verbal or written complaint; O. Reg. 79/10, s. 101 (2).
(b) the date the complaint was received; O. Reg. 79/10, s. 101 (2).

(c) the type of action taken to resolve the complaint, including the date of the
action, time frames for actions to be taken and any follow-up action required;
0. Reg. 79/10, s. 101 (2).

(d) the final resolution, if any; O. Reg. 79/10, s. 101 (2).

(e) every date on which any response was provided to the complainant and a
description of the response; and O. Reg. 79/10, s. 101 (2).

(f) any response made in turn by the complainant. 0. Reg. 79/10, s. 101 (2).

Findings/Faits saillants :
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1. This section was previously issued as a WN in October 2011.

The licensee did not ensure that all written or verbal complaints were responded to
within 10 days, or at all, and no response was made {o the complainant indicating
resolution or otherwise.

a. Resident #003 submitted four written complaints to the home between January
2013 and March 2013 regarding resident care and laundry (infection control) issues.
The signatures of registered staff on the submitted complaints (resident kept
photocopies) indicate the home received them. The resident, as of April 19, 2013 had
not received any response to any of the written complaints. The Acting Administrator
and Acting DOC were unable o determine if any investigation had taken place and
were unable to locate the complaints. The resident provided photocopies of the
complaints submitted. [s. 101. (1)]

2. A review of complaint logs kept by the home revealed that there were no
documented records of complaints in the home from May 2012 to December 2012 that
indicated the nature of each complaint; the date the complaint was received; the final
resolution, if any; every date on which any response was provided to the complainant
and a description of the response; nor any response made in turn by the complainant.
Complaint logs for 2011 and some logs for 2013 were present. An analysis for 2012
completed by the acting Administrator confirmed that the home received at least six
written complaints between May and December 2012,

The acting Administrator confirms that the records are missing and thinks they may
have been shredded by mistake. [s. 101. (2)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that every written or verbal complaint made to
the licensee or a staff member concerning the care of a resident or the
operation of the home is dealt with as follows: |

1. The complaint shall be investigated and resolved where possible, and a
response that complies with paragraph 3 provided within 10 business days of
the receipt of the complaint, and where the complaint alleges harm or risk of
harm to one or more residents, the investigation shall be commenced
immediately.

2. For those complaints that cannot be investigated and resolved within 10
business days, an acknowledgement of receipt of the complaint shall be
provided within 10 business days of receipt of the complaint including the date
by which the complainant can reasonably expect a resolution, and a follow-up
response that complies with paragraph 3 shall be provided as soon as possible
in the circumstances.

3. A response shall be made to the person who made the complaint, indicating,
i. what the licensee has done to resolve the complaint, or

ii. that the licensee believes the complaint to be unfounded and the reasons for
the belief.

(2) The licensee shall ensure that a documented record is kept in the home that
includes,

a. the nature of each verbal or written complaint;

b. the date the complaint was received;

c. the type of action taken to resolve the complaint, including the date of the
action, time frames for actions to be taken and any follow-up action required;

d. the final resolution, if any;

e. every date on which any response was provided to the complainant and a
description of the response; and _

f. any response made in turn by the complainant, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 131.
Administration of drugs
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Specifically failed to comply with the following:

s. 131. (2) The licensee shall ensure that drugs are administered to residents in
accordance with the directions for use specified by the prescriber. O. Reg.
79/10, s. 131 (2).

Findings/Faits saillants :

1. Drugs are not administered to residents in accordance with directions for use
specified by the prescriber.

a. resident #003's medication direction was that resident #003 was to receive specsﬂo
medications daily at 0800. In August 2012, the resident's unopened medication
package for 0800 was found in the medication cart in the late afternoon by the
registered nurse, not given as prescribed. The nurse asked resident #003 if the
medications were refused since the MAR indicated a refusal and the resident stated
that the morning medications had not been offered. Two registered staff confirmed
that if the medications had been offered to the resident, the medications would not
have been in the pouch because all nurses opened the packaging and put the
medications into a cup before offering them to a resident. This information was
confirmed by the resident, two registered staff members and the medication pass
policy 04-02-20.

b. resident #006's medication directions were to hold a specific medication as of a
date in November 2012. However, the specific medication was given to the resident
on three occasions in error after this date. This information was confirmed by the
record and the ADOC

c. resident #007's direction was to receive one dose of a medication in August 2012;
however the resident was given a second dose of the medication on the same day, in
error.

This information was confirmed by the record and the ADOC [s. 131. (2)]
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Issued on this 29th day of April, 2013

Signature of Inspector(s)lSigture de ou des ispecteus o

Bissico jjgvpacyi - thens”
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