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Bernadette Susnik, Environmental Health #120

The purpose of this visit was to conduct a complaint inspection.

During the course of the inspection, the inspector spoke with the Administrator, a Registered Nurse and
residents.

During the course of the inspection, the inspector reviewed the identified resident’s records, policies and
procedures on responding to internal complaints and documentation kept by the home following the receipt of a
complaint.

The following Inspection Protocols were used during this inspection:

* Accommodation Services - Laundry
* Reporting and Complairits
* Dignity, Choice and Privacy

Findings of Non-Compliance were found during this inspection. The following action was taken:
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the requuements contalned in the items listed In the definition of .
; require n_der thrsA' i subsectlon 2(1}0?_ e LTCHA)

WN #t T he l.'censee has farled to comply wrth O Reg 79/10 5.101 (1)3 & 101(2) Every lrcensee shall
‘ensure that every written or verbal complaint made to the Ircensee or a staff member concermng the care, of a :
resrdent or operatren of the home is dealt with as follows: : DT R

3 A response shall be made to the person who made the complaznt rndxeatmg, o
o A what the llcensee has done to resolve the eomp[alnt or S Ry B
5 Jii. that: the tlcensee betleves the complaint to be unfounded and the reasons for the belzet

:'f (2) The ilcensee shali ensure that a documented record is kept in the home that rnciudes

: (a) the nature ot each verba[ or wrrtten comptalnt o = '

::'( ) the type of actlon taken to reso[ve the complatnt rncludmg the date ot the actron t|me frames for actions
io be taken and anyfollow up actlon requrred : I s e L T

;j-__(d) the tmal resolutlon, |fany, S ' I R e

'-'(e) every date on whlch any response was provrded to the complamant and a, desorrptron of the response
--and - : : _ T :

(f) any response made in turn by the complaznant; . PR R

Fmdmgs

In 2011, an identified resident verbally complained to staff that money was missing from her purse. Less than
one month later, she complained to staff that money was again missing from her purse. Both complaints were
documented by stalf in the resident’s progress notes however no formal investigation ensued in either case.

A response given by a home employee was to give her money to the office clerk. However, the resident does
not have an account at the home,

[n 2011, an identified resident verbally summarized all of their complaints to both the Director of Care and the
Administrator. The resident had a meeting with both individuals at separate times. Notes made by both
individuals were reviewed. Neither of the individuals followed the requirements set out in the Regulation as
noted above with respect to the complaint process. The resident indicated that they received answers to
some of their questions from nursing staff on days that they originally made the complaints , however the
resident felt it was necessary to make a personal visit to the Administrator and Director of Care because they
feel that the issues have not been truly resolved and that they continue.
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Additional Reguired Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance in respect to ensuring 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 identified under section 101(1)3 and 101(2). The plan is to be
implemented voluntarily.

WN #2: The license has failed to comply with the.LTCHA 2007, S.0., 2007, c. 8, S. 84.. Every licensee. of
a long- -term care home shall develop and implement & ‘quality 1mprovement and. utlhzat:on review system that
monitors, analyzes, evaluates and i improves the quality: of the accommodat;on care ser\nces programs and

__goods provnded to res;dents of the iong-term care home ST

Flndmgs

The lost and found process in the home is not monitored, analyzed or evaluated to determine where
improvements need to be made. Numerous unlabelled articles of clothing were noted in the laundry room,
and the laundry staff did not know when the articles were acquired. No proactive programs are in place to
manage the unlabelled articles in the laundry room. Family and residents are permitted to rummage through
the articles when they believe something has gone missing. No proactive auditing is conducted to limit the
number of unlabelled articles reaching the laundry room (closet checks, checking articles before sending to
laundry etc.). Complaints from residents who claim that an article has been lost are not formally documented
and the home does not keep track of how many complaints are lodged or resolved.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance in respect to ensuring that the
laundry service is part of the quality improvement and utilization review system that monitors, analyzes,
evaluates and improves quality. The plan is to be implemented voluntarily.

WN #3 ~ The licensee has failed to -comply with. the LTCHA, 2007, S.0. 2007, ¢.8,s. 3(1)1. Every
licensee of a Iong—term_c_are home shall ensure that the followmg rlghts of res:dents are fuIIy respected and
'promoted - i S T P _

1 Every res1dent has the rlght to be treated thh courtesy and respe__et and m a way that fully recogntzes
' the resudent s mchv:duallty and respects the reSidents d]gnlty L RN
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in 2011, an identified resident, while lying in bed, had both of their legs physically grabbed by a personal care
worker (PSW) who then swung them over to the side of the bed. The resident became very upset, and did
not appreciate the roughness and suddenness of the action. They expressed their concerns to the PSW at
the time and complained formally to the administrator of the home two days later.

WN #4 — The licensee has.failed to comply with O. Reg. 79/10, 8. 41.. -Every licensee of a.long-term care -
home shall ensure that each resident of the home has h;s or her deswed bedtlme and rest routmes supported
and individualized to promote comfort, rest and sleep. . s IS T Ty :

Findings:

An identified resident has not had their bedtime and rest routines supported to promote rest and sleep. An
interview with the resident and a review of the notes made by staff in the resident’s progress notes, confirm
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resolution is apparent.

that the resident has complained to staff about their room mate repeatedly, waking the resident in the middie
of the night. The resident expressed their concerns to staff on 5 occasions. Based on the documented
statements, it appears that the resident’s stress level is escalating. The resident also made requests to the
staff on two occasions, as to their preferred bed time and wake time, which is not being honored. The
resident received responses such as the staff were too busy with other residents to honour the resident's
preferences. Documentation with respect to these issues have been made in the progress notes, however no
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