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H.J. MCFARLAND MEMORIAL HOME
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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
DARLENE MURPHY (103)

Inspection Summary/Résumé de P'inspection

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

During the course of the inspection, the inspector(s) spoke with Residents, Personal Support Workers, a
Registered Practical Nurse, the Office Manager, the Director of Resident Care, and the Administrator.

During the course of the inspection, the inspector(s) did a walk-through of the secure unit, observed the
cleanliness of the furniture in the resident common areas and resident rooms, and reviewed resident health care

records.

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

Accommodation Services - Laundry

Persdnal Support Services

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend

WN'= Written Notification

VPC = Voluntary Plan of Correction
DR~ - Director Referral

CO.—  Compliance Order.. -

WAQ —Work and Activity Order

Legendeé

WN — . Avis ecrit .
VPC - Plan.de redressement volontaire
DR = Aiguillage au directeur

CO ~  Ordre de conformité

WAOQO — 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

Le non-respect des exigences dela 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 énuméres

the definition of "requirement under this Act” in subsection. 2(1)

dans la définition de « exigence prévue par la présente loi », au
ofthe LTCHA) - : ‘

paragraphe 2(1) de la LFSLD.

The following constitutes written notification of non-compliance

Ce qui suit constitue un avis écrit de non-respect aux termes du
under paragraph 1 of section 152 of the LTCHA. :

paragraphe 1 de l'article 152 de la LFSLD:

“WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (5) The licensee shall ensure that the resident, the resident’s substitute decision-maker, if any, and any
other persons designated by the resident or substitute decision-maker are given an opportunity to participate
fully in the development and implementation of the resident’s plan of care. 2007, c. 8, s. 6 (5).

Findings/Faits saillants :

1. The licensee failed to ensure the resident's substitute decision- maker was given the opportunity to participate fully in
the development and implementation of the resident's plan of care.

A resident's physician orders were reviewed. On two separate occasions the physician ordered and the home initiated a
new medication. There was no indication that the Power of Attorney had been notified or had the opportunity to discuss
the initiation of these medications.

WN #2: The Licensee has failed to comply with O.Reg 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 shalil 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 fully in the conferences; and |

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

Findings/Faits saillants :

Page 2 of 4




Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

1. The licensee failed to ensure a care conference of the interdisciplinary team providing care to a resident was held
within six weeks following the resident's admission.

Three resident health care records were reviewed. There was no indication that a care conference was held within six
weeks following the resident's admission date for any of the three residents.

The Administrator, Beth Piper, confirmed there had been no care conferences for these three residents within the
legislated time-lines, but that care conferences were now scheduled. The Administrator advised changes in managerial
roles had been responsible for the omissions.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 38. Notification re personal belongings, etc.
Every licensee of a long-term care home shall ensure that a res;dent or the resident’s substitute decision-maker
is notified when,

(a) the resident’s personal aids or equipment are not in good working order or require repaxr or

{b) the resident requires new personal belongings. O. Reg. 79/10, s. 38. '

Findings/Faits saillants :

1. The licensee failed to ensure a resident's substitute decision-maker was notified when the resident's personal aides or
equipment was not in.good working order or required repair. :

A Personal Support Worker (PSW) was interviewed. The PSW stated the family member had enquired as to the
whereabouts of a specific resident belonging. The PSW advised the family member it had been removed due to a safety
concemn.

There was no indication the family member had been informed of the removal of the specific personal belonging prior to
her enquiry.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 89. Laundry service
Specifically failed to comply with the following subsections:

s. 89. (1) As part of the organized program of laundry services under clause 15 (1) (b) of the Act, every licensee
of a long-term care home shall ensure that,

(a) procedures are developed and implemented to ensure that,

(i) residents’ linens are changed at least once a week and more often as needed,

(i) residents’ personal items and clothing are labelled in a dignified manner within 48 hours of admission and
of acquiring, in the case of new clothing,

(iii) residents’ soiled clothes are collected, sorted, cleaned and delivered to the resident, and

(iv) there is a process to report and locate residents’ lost clothing and personal items;

(b) a sufficient supply of clean linen, face cloths and bath towels are always available in the home for use by
residents;

(c) linen, face cloths and bath towels are kept clean and sanitary and are maintained in a good state of repair,
free from stains and odours; and

{d) industrial washers and dryers are used for the washing and drying of all laundry. O. Reg. 79/10, s. 89 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure resident personal items were labelled within 48 hours of admission.
A Personal Support Worker advised that a resident had previously misplaced his/her dentures. The PSW stated the

dentures were eventually found but were unlabelled. The PSW also advised she believed the dentures were still
unlabelied at this.time.

Issued on this 19th day of April, 2012

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

MM/ZZW/'/V
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