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55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, L5R-4B2

Long-Term Care Home/Foyer de soins de longue durée

STIRLING HEIGHTS
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‘Inspection SummaryIResume de I'inspection

The purpose of thlS inspection was to conduct a Critical Incident System
inspection,

This inspection was conducted on the following date(s): January 15, 16, 2014
During the course of the inspection, the inspector(s) spoke with the Medical
Director, Administrator, Director of Care, Assistant Director of Care, 1
Registered Nurse, 1 Registered Practical Nurse, 1 Secretary and 2 Residents.

During the course of the inspection, the inspector(s) reviewed the clinical
records of 2 Residents, reviewed policy LTC-B-60 and {PC-I-10.

The following Inspection Protocols were used during this inspection:
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Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection

RESPECT DES EXIGENCES

: NON-COMPLIANCE I NON
;Legend e

iWN = Wntten Notifscatton RO,
VPC — Voluntary Plan of Correctlon
DR = Director Referral - .
CO = Compliance Order _
;WAO Work and Actwrty Order

-i:Legende

WN_'

f'_:-:if';g-' CO— .
o WAO Ordres travaux et acttvrtes

Aws ecrrt

~|VPC = Plande redressement volontalre
~|DR = Aiguillage au dlrecteur e
Ordre de conformité -

iNon compllance wrth reqwrements under

the Long-Term Care Homes Act, 2007 -
(LTCHA) was found. (A requlrement 2,17,
‘under the LTCHA includes the S
irequ1rements contained in the 1tems listed
in the definition of “"requirement under thls
3Act" in subsec’uon 2(’!) of the LTCHA )

'The foliowmg constltutes wntten """
notification of non-compliance under :
'paragraph 1 of sectlon 152 of the LTCHA

Le non- respect des ex;gences de la Loi def_
12007 sur les foyers de soins de- Eongue

durée (LFSLD) a été constaté. (Une
' exrgence de la loi. comprend les exrgencesé

Iqui font partie des éléments énumérés -
dans la définition de « exigence prevue
-|par la presente I01 », au paragraphe 2(1)

jiﬁ de Ia LFSLD

Ce qur surt constltue un avis ecrit de non—
~|respect aux termes du paragraphe 1 de o

!arttcle 152 de Ia LFSLD

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 229. Infection

prevention and control program
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Specifically failed to comply with the following:

s. 229. (5) The licensee shall ensure that on every shift,
(a) symptoms indicating the presence of infection in residents are monitored in
accordance with evidence-based practices and, if there are none, in accordance
with prevailing practices; and O. Reg. 79/10, s. 229 (5).

Findings/Faits saillants :

1. The licensee failed to ensure that symptoms indicating the presence of infection in
residents were monitored in accordance with evidence-based practices and, if there
are none, in accordance with prevailing practices as evidenced by:

A) A Resident returned from hospital with a low grade fever and was failed to be
monitored.

Additional Required Actions:

CO # - 001 will be served on the licensee. Refer to the “Order(s) of the
Inspector”.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 24. 24-hour
admission care plan

Specifically failed to comply with the following:

s. 24. (9) The licensee shall ensure that the resident is reassessed and the care
plan is reviewed and revised when,

(a) the resident’s care needs change; O. Reg. 79/10, s. 24 (9).

(b) the care set out in the plan is no longer necessary; or O. Reg. 79/10, s. 24
(9).

(c) the care set out in the plan has not been effective. O. Reg. 79/10, s. 24 (9).

Findings/Faits saillants :
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1. The licensee failed to ensure that a Resident was reassessed and the care plan
was reviewed and revised when the resident’s care needs changed as evidenced by:

A) Resident returned from hospital in 2013 with a significant change of health status.
The care plan was partially revised by staff but not completed.

B) In January, 2014 the inspector received a hand written care plan emailed from the
staff of the Long Term Care Facility. This care plan differs from the original one
received during the initial inspection in the following ways:

1) It has a different physician responsible for the Resident.

2) It does not include the partial update by staff in 2013.

3) It fails to identify who made the hand written alterations. [s. 24. (9)]

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 residents are reassessed and care plans
reviewed and revised when a resident's care needs change, to be implemented
voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records

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 :

Page 4 offde 65



Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

gf’ Ontarlo Inspection Report under Rapport d’'inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

1. The licensee failed to ensure that any plan, policy, protocol, strategy is complied
with as evidenced by:

A) Palicy - Infection Prevention and Control Index IPC - | -10 Immunization of
Residents, dated April 2013. Page 3 section 14 states document each residents
vaccine administration information in the Residents health record. Documentation
must include the date and time the vaccine was administered.

Upon review conflicting documentation noted in a Resident clinical record. The
medication administration order indicates to give Fluad Influenza Vaccine -
Intramuscular, 0.5ml everyday.

Documentation reveals Fluad Influenza Vaccine was given on a date in 2013 in the
Point Click Care progress note and on a different date in 2013 in the Medication
Administration Record. The staff confirmed conflicting documentation. [s. 8. (1)]

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents

Findings/Faits saillants :

1. The licensee failed to ensure that the Director was informed of the following
incidents in the home no later than one business day after the occurrence of the
incident that caused an injury in respect of which a person is taken to hospital as
evidenced by:

A) A Resident sustained a fall and was transferred to the hospital in 2013. Initial report
submitted to the Director late. The Director of Care confirmed that the report was not
submitted within the mandated time frames. [s. 107. (3) 4.]
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Issued on this 10th day of March, 2014

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

?ﬁ%ﬁcﬁﬁ DEWNTTE
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