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Licensee/Titulaire de permis

DEEM MANAGEMENT LIMITED
2 QUEEN STREET EAST, SUITE 1500, TORONTO, ON, M5C-3G5

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

WELLINGTON HOUSE NURSING HOME
990 EDWARD STREET NORTH, P.O. BOX 1510, PRESCOTT, ON, KOE-1T0

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

JESSICA LAPENSEE (133 _ —

The purpose of this inspection was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care, the
designated lead for housekeeping and laundry services and a member of the housekeeping services
department.

During the course of the inspection, the inspector(s) viewed the raised toilet seat involved in the Critical
Incident, inspected all resident's bathrooms and reviewed the health care record of one resident.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Maintenance

Findings of Non-Compliance were found during this inspection.

~ NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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otification

VPC - Voluntary Plan of Correction
DR - Director Referral

CO-  Gompliance Order

WN - Avis écrit

VPC - Plan de redresseme
DR - Aiguillage a' ”
CO- Ordrede conformlte
WAD — Work and Activity Order WAO - Ordres : travaux et activités

Non-compliance with requirements under the long-lermCare {le non-respect des ex:gences de la Loi de 2007 sur les foyers de
Homes Act 2007 (LTCHA) was found. (A reguirement under the soins de longue durée (LFSLD} a éte constatée (Une exigence de fa
L TCHA includes the requu’ements contained in the items fisted inlloi comprend les exigences gui font partie des éléments énumérés
the definition of “requrrement under thls Ac " in subsection 2(1) ns la définition de « exigence prévue par la presente loi » o
of the LICHA ) , ragraphe 2(1)dela LESLD

The followmg constltutes wntten notlftcation of non-comphanc
under paragraph 1 of sec’uon 152 of the L ICHA.

Ce qui suit constitue un avis écrit de non- respec oo termes du.
_iparagraphe 1 de P'article 152 de fa LFSLD

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 15. Accommodation services
Specifically failed to comply with the following subsections:

s. 15. (2) Every licensee of a long-term care home shalil ensure that,

{a) the home, furnishings and equipment are kept clean and sanitary;

{b) each resident’s linen and personal clothing is collected, sorted, cleaned and delivered; and

(c) the home, furnishings and equipment are maintained in a safe condition and in a good state of repair. 2007,
c.8,s.15(2).

Findings/Faits saillants :

1. Related to s. 15 (2) ¢:

in June, 2011, a resident fell to the floor as they attempted to raise themselves up off of a raised toilet seat. The resident
was transferred to hospital and admitted with an injury. The home's investigation into this incident concluded that the
raised toilet seat was installed correctly but that it malfunctioned. The Administrator indicated that the locking mechanism
at the front of the toilet seat failed and the flanges at the back of the toilet seat did not fit securely to the toilet rim. The

result was that the raised toilet seat lifted off the rim of the toilet and tilted over as the resident used the arms rests for
assistance to stand.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re critical incidents
Specifically failed to comply with the following subsections:

s. 107. (3) The licensee shall ensure that the Director is informed of the following incidents in the home no later
than one business day after the occurrence of the incident, followed by the report required under subsection
(4):

1. A resident who is missing for less than three hours and who returns to the home with no injury or adverse
change in condition.

2. An environmental hazard, including a breakdown or failure of the security system or a breakdown of major
equipment or a system in the home that affects the provision of care or the safety, security or well-being of
residents for a period greater than six hours.

3. A missing or unaccounted for controlied substance.

4. An injury in respect of which a person is taken to hospital.

5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. O. Reg.
79/10, s. 107 (3).

Findings/Faits saillants :
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1. Related to s. 107 (3) 4:

In June, 2011, a resident fell to the floor as they attempted to raise themselves up off of a raised toilet seat that
malfunctioned. The resident was transferred to hospital and admitted with an injury.

The Director was notified of this Critical Incident on June 15th 2011, 3 business days after it occurred.

issued on this 24th day of October, 2011

Slgnature of lnspector s)lStgnature de I mspecteurou des mspecteurs
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