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r Oﬂtat‘ Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): February 5, 2013

During the course of this inspection,the inspector inspected four critical
incidents:Log# 000810-12, 001187-12, 001779-12 and 002076-12

During the course of the inspection, the inspector(s) spoke with the
Administrator, Nurse Managers, the Program Manger, Registered staff,
Personal Support staff and Reception staff.

During the course of the inspection, the inspector(s) observed residents,
observed resident rooms, reviewed residents’ health care records and the
licensee's investigation documentation.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Medication
Prevention of Abuse, Neglect and Retaliation
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

m_“_wm————m

‘ ‘NON_COMPLlANCEINON RESPECT DES EXIGENCES
— — ‘ - Legende = |

Legendi

WN — Written Notlflcatton

VPC — Voluntary Plan of Correctton
DR - Director Referral “

CO - Compliance Order |

WAO Work and Actwnty Order

 |WN - Awvis écrit
|VPC — Plan de redressement volontalre
DR — Aiguillage au directeur
CO - Ordre de conformite
WAO - Ordres : travaux et activites
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Non- compirance with requrrements under |Le non-respect des exigences de la Loi de
the Long-Term Care Homes Act, 2007 {2007 sur les foyers de soins de longue
(LTCHA) was found. (A requrrement  |durée (LFSLD) a été constate. (Une
under the LTCHA mcludes the |exigence de la loi comprend les exigences
requrrements contained in the items: Ilsted |qui font partie des éléments énumérés

in the definition of "requirement under this |dans la définition de « exigence prévue
Act" in subsectlon 2(1) of the LTCHA) _|par la présente loi », au paragraphe 2(1)

de la LFSLD
The fotlowmg constrtutes wrrtten :.5» Ce qui suit constltue un avis écrit de non-
notification of non- compfrance under _ |respect aux termes du paragraphe 1 de

paragraph 1 of sectron 152 of the LTCHA l’artrcle 152 de la LFSLD

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:

1. Every resident has the right to be treated with courtesy and respect andina
way that fully recognizes the resident’s individuality and respects the resident’s
dignity. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :

1. Log #0-00810-12

The licensee's investigation and interview with the nurse manager confirmed a
personal support worker's tone of voice was inappropriate when the personal support
worker spoke with resident # 3. [s. 3. (1) 1.]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 131.
Administration of drugs
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Specifically failed to comply with the following:

s. 131. (2) The licensee shall ensure that drugs are administered to residents in
accordance with the directions for use specified by the prescriber. O. Reg.
79110, s. 131 (2).

Findings/Faits saillants :

1. Log #0-001779-12

Documentation related to critical incident # 2935-000039-12 , the licensee's
investigation and interviews with the administrator and two nurse managers confirmed
a registered staff made a number of medication errors. No residents were adversely
effected due to these errors. [s. 131. (2)]

Issued on this 21st day of February, 2013

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