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Licensee/Titulaire de permis

SPECIALTY CARE EAST INC.
400 Applewood Crescent, Suite110, VAUGHAN, ON. L4K-0C3

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

TRILLIUM CENTRE
800 EDGAR STREET. KINGSTON, ON, K7M-854

Name of Inspector(s)/Nom de 'inspecteur ou des inspecteurs
DARLENE MURPHY (103)

Inspection Summary/Résumé de Pinspection

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with Personal support workers, Registered Practical
Nurses, a Registered Nurse, the Executive Director of Care and the Administrator.

During the course of the inspection, the inspector(s) reviewed resident health care records and observed
resident care. During this inspection, two complaints were inspected. The log numbers are as follows: O-
002719-11 and 0-002766-11.

The following Inspection Protocols were used during this inspection:
Personal Support Services

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend o : Legendé -

WN - Written Notification . WN- Aviséerit |

VPC - Voluntary Plan of Correction , ; VPC = Plan.de redressement volontaire

DR~ Director Referral ‘ E , DR = - Aiguillage au directeur

CO = Compliance Order. - CO — . Ordre de conformité

WAO —Work and Activity Order WAO — Ordres :travaux et activités

Non-compliance with requirements under the Long-Term:Care: }Le non-respect des exigences de la Loi de 2007 surles foyers de
Homes Act, 2007 (LTCHA) was found. (A requirement under the|soins de longue durée (LFSLD) a été constaté. (Une exigence de 1a -
L TCHA includes the requirements contained in.the items listed injloi comprend les.exigences qui font partie des éléments énumérés
the definition of "requirement under this Act"in subsection 2(1) |dans la définition de « exigence prévue par la présente loi », au

of the LTCHA.) : paragraphe 2(1) dela LFSLD.

The‘follov'ving constitutes written notification of non-compliance . |Ce qui suit constitue un avis écrit de non-respect aux termes du
under.paragraph 1 of section 152 of the LTCHA. paragraphe 1-de l'article 152 dela LFSLD.

&

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
1. A resident was admitted to a short stay bed for a period of four days.

The resident was not given his/her prescribed medications on two occasions on a specified date. The home did a follow
up investigation and found problems with the medication administration process for short stay residents that may have
contributed to the omission. The home has made improvements to the medication administration process for short stay
residents in response to the incident. ‘

During the resident's short stay, a personal aide was lost. The home investigated the incident and discovered the
personal aide had not been cared for in a manner consistent with the resident plan of care.

The licensee failed to ensure that care set out in the plan of care was provided to the resident as specified in the plan.

Issued on this 22nd day of February, 2012

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