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The purpose of this inspection was to conduct a Follow up inspection.

This inspection was conducted on the following date(s): August 12, 13, 14, 15,

2013

During the course of the inspection, the inspector(s) spoke with the Director of
Care (DOC), the Assistant Director of Care (ADOC), Registered Nurses (RN),

Registered Practical Nurses

(RPN), Personal Support Workers(PSW), residents and families.

During the course of the inspection, the inspector(s) conducted a walk-through
of resident home areas and various common areas, observed care provided to
residents in the home, reviewed various home policies and reviewed resident
health care records.

The following Inspection Protocols were used during this inspection:

Minimizing of Restraining

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

Legend

WN —

VPC — Voluntary Plan of Correction

DR -
CO -

WAO - Work and Activity Order

Written Notification

Director Referral
Compliance Order

Legendé

WN — Auvis écrit

VPC - Plan de redressement volontaire
DR - Aiguillage au directeur

CO - Ordre de conformité

WAO - Ordres : travaux et activités
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Homes Act, 2007

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.

Inspection Report under
the Long-Term Care

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

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. 17.

Communication and response system

Specifically failed to comply with the following:

s. 17. (1) Every licensee of a long-term care home shall ensure that the home is
equipped with a resident-staff communication and response system that,
(a) can be easily seen, accessed and used by residents, staff and visitors at all

times; O. Reg. 79/10, s. 17 {1).

(b) is on at all times; O. Reg. 79/10, s. 17 (1).
(c) allows calls to be cancelled only at the point of activation; O. Reg. 79/10, s.

17 (1).

(d) is available at each bed, toilet, bath and shower location used by residents;

0. Reg. 79/10, s. 17 (1).

(e) is available in every area accessible by residents; O. Reg. 79/10, s. 17 (1).
(f) clearly indicates when activated where the signal is coming from; and O.

Reg. 79/10, s. 17 (1).

(g) in the case of a system that uses sound to alert staff, is properly calibrated
so that the level of sound is audible to staff. O. Reg. 79/10, s. 17 (1).

Findings/Faits saillants :
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1. The Inspector observed that several residents, who were either sleeping in their
beds or resting in their comfy chairs, did not have access to the resident-staff
communication and response system (call bell) on August 12 and 13, 2013. The call
bells were observed hanging from the wall receptacle, on the floor or wrapped around
the bed side rail which was in the down position. The call bells were not accessible or
within the resident's reach.

The licensee failed to ensure that the resident-staff communication and response
system was easily seen, accessed and used by residents. {s. 17. (1) (a)]

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 ensuring that the resident-staff communication and
response system is easily seen, accessed and used by residents, to be
implemented voluntarily.

WN #2: 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:

s. 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).

Findings/Faits saillants :

1. The licensee did not ensure that the written plan of care for each resident sets out
clear directions to staff and others who provide direct care to the resident. On August
12 and 13, 2013, the Inspector observed resident # 06 sitting in their wheel chair (w/c)
with a restraint in use. The physician recently changed the restraint order.

Resident # 06 plan of care did identify a restraint, however it was not the current
restraint ordered. Clear direction regarding the use of the current restraint was not set
out. [s. 6. (1) (c)]
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WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 87.
Housekeeping

Specifically failed to comply with the following:

s. 87. (2) As part of the organized program of housekeeping under clause 15 (1)
(a) of the Act, the licensee shall ensure that procedures are developed and
implemented for,

(d) addressing incidents of lingering offensive odours. O. Reg. 79/10, s. 87 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that procedures are developed and implemented to
address incidents of lingering offensive odours. Inspector noted that a strong urine
odour was present and lingering in a resident's room on August 12, 13 and 14, 2013.
It was identified by the DOC and ADOC that a laundry cart is stored in the resident's
room at each resident's bedside. There is a schedule for soiled laundry pick up
however soiled articles may be left for long periods in these carts depending on the
next scheduled laundry pick up. The DOC also noted a lingering offensive odour was
present in some of the resident's rooms on August 14, 2013. [s. 87. (2) (d)]

THE FOLLOWING NON-COMPLIANCE AND/OR ACTION(S)/ORDER(S) HAVE
BEEN COMPLIED WITH/

LES CAS DE NON-RESPECTS ET/OU LES ACTIONS ET/OU LES ORDRES
SUIVANT SONT MAINTENANT CONFORME AUX EXIGENCES:

REQUIREMENTI TYPE OF ACTIONI INSPECTION # | INSPECTOR ID #I -
EXIGENCE GENRE DE MESURE NO DE L’'INSPECTION |NO DE L’INSPECTEUR
O.Reg 79/10 s. CO #002 2013_138151_0009 158

110. (7)

O.Reg 79/10 s. 53. |CO #001 2013_138151_0009 158
(2)
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Issued on this 22nd day of August, 2013
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