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Ministry of Health and Ministére de la Santé et des

h\s— Long-Term Care Soins de longue durée

L)/r Oﬂtarlo 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

The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): March 4, 5, and 6, 2014

During the course of the inspection, the inspector(s) spoke with Personal
Support Workers, Registered Practical Nurses, a Registered Nurse, the Food
Service Supervisor, the Director of Care, the Administrator, a resident, and a

resident's family member.

During the course of the inspection, the inspector(s) observed medication
administration and tray service for a resident, reviewed policies and procedures
related to medication administration and dealing with complaints, a resident’s
health care record, Family Council meeting minutes, a letter from the home to
residents and their families related to the Pleasurable Dining program and two

complaint Ietters

The following Inspection Protocols were used during this inspection:

Dignity, Choice and Privacy
Dining Observation-

~ Medication

" Reporting and Complaints

Findings of Non-Compliance were found during this inspection.
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- notification.of non+ cemp!tance under

Ministry of Health and Ministére de la Santé et des

(\y_ lLong-Term Care Soins de longue durée

L):)V Oﬂtaﬂo 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

NON COMPL[ANCE I NON RESPECT DES EX[GENCES

Legend

WN — Wrttten Not:fication
VPC — Voluntary Plan of Correction
DR - Director Referral - T
CO — ' Compliance Order
WAO Work and Actmty Order

Non- comphance w;th requzrements under
the Long-Term: Care Homes Act, 2007
(LTCHA) was found.: (A requ:rement
under the: LTCHA mciudes the b

in the defmltlon of ”requwement under thls
Act" in___su_hsec_t__ien_ 2(1) of the LTCHA )

- de ta LFSLD tolol

The fol[owmg constltutes wrttten o C_e qUI sust constttue"un avas ecnt de non-... _}

respect aux- termes.du- paragraphe 1
artlcle 152 de'la LFSLD.

paragraph '1 of sectton 152 of the LTCHA I

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.
Plan of care |
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Ministry of Health and Ministere de la Santé et des

f\»—— Long-Term Care Soins de longue durée

Zf—' Ontaﬂo 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

Specifically failed to comply with the following:

5. 6. (1) Every licensee of a long-term care home shall ensure that there is a
written plan of care for each resident that sets out,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.

2007, c. 8, s. 6 (1).

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 opporfunity to participate fully in the
development and implementation of the resident’s plan of care. 2007,¢.8,s.6
(5)-

Findings/Faits saillants :

1. The licensee has failed to comply with LTCHA, 2007 s. 6.(1){(c) in that the plan of
care does not set out clear directions to staff related to the meal service of Resident

#1.[s.-6. (1) ()]

= 2 The-licensee-has failed-to comply with LTCHA, 2007 s: 6-(5) I that Resident #1 - vomars v

and the designate of Resident #1 were not provided the opportunity to participate fully

in the development and implementation of the plan of care,
Resident #1's meal service routine changed. The Administrator, Director of Care and

Food Service Supervisor were all interviewed and confirmed that they did not speak
with Resident #1 or his/her designate prior to the change in meal service to discuss
how this change would directly affect the resident. [s. 6. (5)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensture that the plan of care provides clear direction fo
staff related to meal service and that the resident, and/or designate of the
resident are provided the opportunity to participate fully in the development and
implementation of the plan of care, to be implemented voluntarily.
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Ministry of Health and Ministére de la Santé et des

f\;— Long-Term Care Soins de longue durée

[iﬁ 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

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 101. Dealing
with complaints
Specifically failed to comply with the following:

s. 101. (2) The licensee shall ensure that a documented record is kept in the
home that includes,

(a) the nature of each verbal or written complaint; O. Reg. 79/10, s. 101 (2).
(b) the date the complaint was received; O. Reg. 79/10, s. 101 (2).

(c) the type of action taken to resolve the complaint, including the date of the
action, time frames for actions to be taken and any follow-up action required;
0. Reg. 79/10, s. 101 (2).

(d} the final resolution, if any; O. Reg. 79/10 s. 101 (2).

(e) every date on whlch any response was prowded to the comp[ainant and a
description of the response; and O. Reg. 79/10, s. 101 (2).

(f) any response made in turn by the complainant. O. Reg. 79/10, s. 101 (2).

Findings/Faits saillants :

1. The licensee failed to comp!y with r. 101. (2) in that the licensee did not ensure that
a documented record is kept in the home for all verbal or written complaints.

Ona spemﬂed date the Food Services Supervisor provided a copy of two letters from

" Resideiit #1's designats that detailed eomplaints dbout meal service for” Reésideht #17

On a specified date Resident #1's designate stated that from the end of January 2014

to the present, he/she had made muitiple verbal complaints related to the care of

Resident #1.
In an interview on March 5, 2014, the Administrator stated that a documented record

was not kept in the home for these, or any other, verbal and written complaints. [s.
101. (2)]

Additional Req'uired Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the home keeps a documented record for
all verbal or written complaints, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
22, Licensee to forward complaints
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Ministry of Health and Ministére de la Santé et des

{\F Long-Term Care Soins de longue durée
L):f" Oﬂtarlo 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

Specificéily failed to comply with the following:

s.22. (1) Every licensee of a long-term care home who receives a written
complaint concerning the care of a resident or the operation of the long-term
care home shall immediately forward if to the Director. 2007, c. 8, s. 22 (1)

Findings/Faits saillants : ,
1. The licensee failed to comply with LTCHA, 2007, s.22(1) in-that the licensee did not
immediately forward two written complaints concerning the operation of the home to

the Director.
On a specified date Resident #1's designate stated that from the end of January 2014

to the present, he/she had made multiple verbal complaints related to the care of

Resident #1.
On a specified date the Food Service Supervisor stated that the letters of complamt

were not forwarded to the Director. [s. 22. (1)]

‘I$sued 6n'this ~ 7th "~ day of March, 2014 "~

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

Barbar Lobineon | Jessica Pattison.
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