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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): October 12, 13, 14, 17, 18,
and 19, 2016.

During the course of the inspection, the inspector(s) toured the home, interviewed
residents and family members, observed the provision of care and services, and
reviewed relevant documents including but not limited to meeting minutes, policy
and procedures, and clinical records.

In addition to RQI, the following inspections were completed:

1. Two Critical Incident System 018637-16 related to abuse and 022721-16 related to
falls.

2. One Follow up to CO #001 017945-16 related to bed rails assessment.

During the course of the inspection, the inspector(s) spoke with residents, families,
Registered Nurses (RNs), Registered Practical Nurses (RPNs), Personal Support
Workers (PSWs), Resident Services Coordinator, Resident Assessment Inventory
(RAI) Co-ordinator, Physiotherapist (PT), Director of Care (DOC), Assistant of the
Director of Care (ADOC) and the Administrator.

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management
Dignity, Choice and Privacy

Falls Prevention

Family Council

Infection Prevention and Control

Medication

Minimizing of Restraining

Prevention of Abuse, Neglect and Retaliation
Residents' Council

Responsive Behaviours

Safe and Secure Home

Snack Observation
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During the course of this inspection, Non-Compliances were issued.
5 WN(s)
0 VPC(s)
0 CO(s)
0 DR(s)
0 WAO(s)

The following previously issued Order(s) were found to be in compliance at the
time of this inspection:

Les Ordre(s) suivants émis antérieurement ont été trouvés en conformité lors de
cette inspection:

REQUIREMENT/ |TYPE OF ACTION/ INSPECTION #/ NO|INSPECTOR ID #/
EXIGENCE GENRE DE MESURE DE L’INSPECTION NO DE L’INSPECTEUR

O.Reg 79/10 s. 15. |CO #001 2016_189120_0028 120
(1)
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NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legend

WN — Written Notification

VPC — Voluntary Plan of Correction
DR — Director Referral

CO - Compliance Order

WAOQO — Work and Activity Order

Legendé

WN — Auvis écrit

VPC - Plan de redressement volontaire
DR — Aiguillage au directeur

CO - Ordre de conformité

WAQO - 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. 3.

Residents’ Bill of Rights
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Specifically failed to comply with the following:

s. 3. (1) Every licensee of along-term care home shall ensure that the following
rights of residents are fully respected and promoted:
11. Every resident has the right to,

I. participate fully in the development, implementation, review and revision of his
or her plan of care,

ii. give or refuse consent to any treatment, care or services for which his or her
consent is required by law and to be informed of the consequences of giving or
refusing consent,

iii. participate fully in making any decision concerning any aspect of his or her
care, including any decision concerning his or her admission, discharge or
transfer to or from a long-term care home or a secure unit and to obtain an
independent opinion with regard to any of those matters, and

Iv. have his or her personal health information within the meaning of the Personal
Health Information Protection Act, 2004 kept confidential in accordance with that
Act, and to have access to his or her records of personal health information,
including his or her plan of care, in accordance with that Act. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that the following rights of residents were fully respected
and promoted: 11. every resident had the right to, iv. have his or her personal health
information within the meaning of the Personal Health Information Protection Act, 2004
kept confidential in accordance with that Act.

Staff #116 was observed tearing the top off resident specific medication packages and
placing the packages in the garbage on the medication cart. The staff reported that this
process ensured the resident name and medications were separated, protecting personal
health information (PHI). Perusal of the packaging in the garbage revealed the presence
of two medication packages that contained both the resident names and medications, as
confirmed by staff #116. The confidentiality of PHI was not ensured. [s. 3. (1) 11. iv.]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to
be followed, and records
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Specifically failed to comply with the following:

S. 8. (1) Where the Act or this Regulation requires the licensee of a long-term care
home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that the plan, policy, protocol, procedure, strategy or
system, (b) was complied with. O. Reg. 79/10, s. 8 (1).

A. The home's policy #CARE15-010.06, titled Management of Personal Belongings and
reviewed July 31, 2016, directed that once approved, all belongings were labelled and
recorded on the resident personal belongings list.

During the course of this inspection, several unlabelled belongings were observed in
shared areas:

1. Gage Home Area, a comb and stick deodorant, were observed on October 11, 2106,
2. Nash Home Area, razors and roll on deodorant were observed on October 11, 2016
and roll on deodorant and a jar of cream, on October 17, 2016,

3. In resident's room, unlabelled tooth brush and roll on deodorant, were observed on
October 12 and October 17, 2016, in the bathroom,

4. In another resident's room, unlabelled toothbrush and tooth paste, were observed on
October 12, 2016, in the bathroom.

The DOC and staff confirmed it was the home’s expectation that personal belongings
would be labelled and personal items would not be left in spa. The home did not comply
with their policy. (510a) [s. 8. (1) (b)]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 30. General
requirements
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Specifically failed to comply with the following:

s. 30. (2) The licensee shall ensure that any actions taken with respect to a
resident under a program, including assessments, reassessments, interventions
and the resident’s responses to interventions are documented. O. Reg. 79/10, s.
30 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that any actions taken with respect to a resident under a
program, including assessments, reassessments, interventions and the resident's
responses to interventions were documented.

Resident #201 sustained falls on identified dates in April, June, and July, 2016. Review
of the clinical record revealed staff had conducted post fall assessments using a clinically
appropriate assessment instrument. However, there was no documentation related to
interventions and the resident's responses to intervention for the falls on identified dates
in April, and June, 2016, as confirmed by the Director of Care (DOC). Post fall
interventions and responses to interventions, related to the fall of resident #201, were not
documented. [s. 30. (2)]

WN #4:. 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 failed to ensure that copies of the inspection reports from the past two
years for the long-term care home, were posted.

Review of the home’s compliance history revealed that three inspections had been
undertaken in the past two years, included follow up inspection #2016 189120 0028,
Resident Quality Inspection # 2015 205129 0022 and complaint #2015 265526 0004.
During the initial tour of the home on October 12, 2016, only the follow up inspection log
#2016 189120 0028, was observed to be posted, as confirmed by the Administrator.
Inspection reports for the past two years, were not posted. [s. 79. (3) (k)]

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 129. Safe storage
of drugs

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,

(ii) that is secure and locked,

(iii) 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 :
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1. The licensee 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.

On an identified date in October, 2016, the 0800 medication pass was observed on the
Sarah Calder Home Area. The medication cart was observed unattended and locked.
An identified resident was observed to be receiving narcotic medication. Staff #116, was
observed to retrieve the resident’s 0800 medications, including the narcotic, from a single
locked drawer. Staff #116 confirmed they had poured and signed for the narcotic in the
medication room, then left it in the single locked drawer until it was administered. The
registered staff reported that this process had also been followed for residents #207 and
#208. Registered staff and the Director of Care (DOC) confirmed that narcotics are to be
stored in the the separate locked area within the locked medication cart, at all times. [s.
129. (1) (b)]

Issued on this 21st day of February, 2017

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

Original report signed by the inspector.
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