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

This inspection was conducted on the following date(s): October 30, 31, November
1,2,2017

During the course of the inspection, the inspector(s) spoke with the Chief
Executive Officer (CEO), Executive Coach of Resident Care Shalom Village Original
(ECRC SVO), Executive Coach of Resident Care Shalom Village Too (ECRC SVTo0),
Community Center Executive Coach (CCEC) Manager - SVO, Recreation Therapist
(RT), Personal Support Workers (PSWSs), Registered Nurses (RNs), Registered
Practical Nurses (RPNs), with residents and their families.

During the course of the inspection, the inspector(s) conducted a tour of the home,
including residents' rooms and common areas, reviewed infection prevention and
control policy, reviewed inspection related documentation, relevant clinical
records, relevant policies, procedures and practices within the home, reviewed
meeting minutes, investigation notes, staff files, observed the provision of care
and medication administration.

The following Inspection Protocols were used during this inspection:
Infection Prevention and Control

Medication

Minimizing of Restraining

Residents' Council

Skin and Wound Care

During the course of this inspection, Non-Compliances were issued.
2 WN(s)
2 VPC(s)
0 CO(s)
0 DR(s)
0 WAO(s)
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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 O.Reg 79/10, s. 15. Bed rails
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Specifically failed to comply with the following:

s. 15. (1) Every licensee of along-term care home shall ensure that where bed
rails are used,

(a) the resident is assessed and his or her bed system is evaluated in accordance
with evidence-based practices and, if there are none, in accordance with prevailing
practices, to minimize risk to the resident; O. Reg. 79/10, s. 15 (1).

(b) steps are taken to prevent resident entrapment, taking into consideration all
potential zones of entrapment; and O. Reg. 79/10, s. 15 (1).

(c) other safety issues related to the use of bed rails are addressed, including
height and latch reliability. O. Reg. 79/10, s. 15 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that where bed rails were used, a) the resident was
assessed and their bed system was evaluated in accordance with evidence-based
practices and, if there were none, in accordance with prevailing practices, to minimize
risk to the resident.

In October, 2017, it was observed during the Residents Quality Inspection (RQI) that
specified devices were used in the home, which were attached to the resident #005 and
#007's beds. In November, 2017, it was observed that devices, used by the following
residents’ # 005, #006, #007, #008, #009, #010, #011, #012, #013, #014, #015, were
removed on the home’s decision. In November, 2017, ECRC SVO indicated that
specified devices were considered by the home as alternatives to the standard residents'
devices and no resident assessments were completed by the home at the time of their
application. Further, ECRC SVO confirmed the home made a decision to remove
specified devices permanently for all residents.

The home did not ensure that specified devices used for the residents were assessed
and evaluated in accordance with evidence-based practices and, if there were none, in
accordance with prevailing practices, to minimize risk to the resident related to the use of
residents' devices. [s. 15. (1)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance and ensuring that where bed rails are used, a) the resident
Is assessed and their bed system is evaluated in accordance with evidence-based
practices and, if there are none, in accordance with prevailing practices, to
minimize risk to the resident, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 135. Medication
incidents and adverse drug reactions

Specifically failed to comply with the following:

s. 135. (1) Every licensee of along-term care home shall ensure that every
medication incident involving a resident and every adverse drug reaction is,

(a) documented, together with a record of the immediate actions taken to assess
and maintain the resident’s health; and O. Reg. 79/10, s. 135 (1).

(b) reported to the resident, the resident’s substitute decision-maker, if any, the
Director of Nursing and Personal Care, the Medical Director, the prescriber of the
drug, the resident’s attending physician or the registered nurse in the extended
class attending the resident and the pharmacy service provider. O. Reg. 79/10, s.
135 (2).

Findings/Faits saillants :
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1. The licensee failed to ensure that every medication incident involving a resident and
every adverse drug reaction were (b) reported to the resident, the resident’s substitute
decision-maker (SDM), if any, the Director of Nursing and Personal Care, the Medical

Director, the prescriber of the drug, the resident’s attending physician or the registered
nurse in the extended class attending the resident and the pharmacy service provider.

A review of medication incidents for the period of time between January 7, 2017, and
September 11, 2017, was conducted. During this period of time, there were a total of 39
documented medication incidents. Upon review of these incidents, the SDM was not
notified a total of 27 times, and the physician was not notified a total of 23 times.

The 2016 Annual Drug Evaluation included a summary of gaps identified in the home. It
was noted that SDM needed to be called for all medication incidents.

In an interview conducted with both ECRC SVs, it was acknowledged that the home did
not consistently report medication incidents to the resident's SDM, and to the physician.
[s. 135. (1)]

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 and ensuring that every medication incident involving a
resident and every adverse drug reaction are (b) reported to the resident, the
resident’s substitute decision-maker (SDM), if any, the Director of Nursing and
Personal Care, the Medical Director, the prescriber of the drug, the resident’s
attending physician or the registered nurse in the extended class attending the
resident and the pharmacy service provider, to be implemented voluntarily.
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Issued on this 6th day of December, 2017

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

Original report signed by the inspector.
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