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TORONTO LONG-TERM CARE HOMES AND SERVICES
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Long-Term Care Home/Foyer de soins de longue durée
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200 DAWES ROAD, TORONTO, ON, M4C-5M8

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

SUSAN SQUIRES (109)
Inspection Summary/Résumé de l'inspection

The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): December 11, 13, 2012
This inspection corresponds with log # T0057-12

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care, Charge Nurse, family member

During the course of the inspection, the inspector(s) Reviewed the heaith record
for resident # 1

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

Page 1 of/de 3



Ministry of Health and

My Long-Term Care

N

¢/ Ontario
the Long-Term Care
Homes Act, 2007

Inspection Report under

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

Findings of Non-Compliance were found

during this inspection.

NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legend

WN — Written Notification

VPC - Voluntary Pian of Correction
DR — Director Referral

CO - Compliance Order

WAQO - Work and Activity Order

Legendé

WN - Auvis écrit

VPC - Plan de redressement volontaire
DR - Aiguillage au directeur

CO - Ordre de conformité

WAO - 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
l'article 152 de la LFSLD.

WN #1: 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. (4) The licensee shall ensure that the care set out in the care plan is

based on an assessment of the resident

and the needs and preferences of that

resident and on the assessment, reassessments and information provided by

the placement co-ordinator under sectio

n 44 of the Act. O. Reg. 79/10, s. 24 (4).

Findings/Faits saillants :
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1. The licensee failed to ensure that the care set out in the 24-hour admission care
plan is based in the resident's assessed needs and preferences and on the
assessments, reassessments and information provided by the placement co-ordinator.
A resident was admitted to the home for respite care for twelve days. According to the
resident's spouse, the Lorazepam was given to the resident every morning and every
evening prior to giving the resident care.The information that was provided to the
home by the CCAC for medications stated that he/she receives Lorazepam 1 mg
twice a day 1 hour prior to morning and evening care.

The licensee, when reconciling the medication orders from CCAC, transcribed the
Lorazepam as a PRN order rather than a routine order which the resident had been
receiving prior to admission to the home. The resident did not receive the Lorazepam
twice a day as previously prescribed by his physician. [s. 24. (4)]

Issued on this 27th day of December, 2012
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