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The purpose of this inspection was to conduct a Resident Quality Inspection.

This inspection was conducted on the following date(s): November 6, 7, 9, 10, 14, 
15, 2017.

During the course of this inspection inspector(s) conducted a tour of the home, 
observed the provision of resident care, reviewed applicable clinical health 
records, policies, procedures, and practices, and conducted medication 
observations.  One Critical Incident inspection, and one follow up inspection was 
conducted concurrently with this Resident Quality Inspection.  The Critical Incident 
was Log # 023510-17 pertaining to Infection Prevention and Control, and the follow 
up inspection was Log # 009810-17 pertaining to bed safety.

During the course of the inspection, the inspector(s) spoke with residents, family 
members, the Administrator, Director of Care (DOC), Assistant Director of Care 
(ADOC), Director of Activities, RAI/Wound Coordinator, Director of Dietary Services, 
registered staff, Personal Support Workers (PSWs), and dietary staff.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Maintenance
Continence Care and Bowel Management
Dining Observation
Family Council
Hospitalization and Change in Condition
Infection Prevention and Control
Medication
Nutrition and Hydration
Personal Support Services
Reporting and Complaints
Residents' Council
Responsive Behaviours
Safe and Secure Home
Skin and Wound Care
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The following previously issued Order(s) were found to be in compliance at the 
time of this inspection:
Les Ordre(s) suivants émis antérieurement ont été trouvés en conformité lors de 
cette inspection:
REQUIREMENT/
 EXIGENCE

TYPE OF ACTION/ 
GENRE DE MESURE

INSPECTION # /          NO 
DE L’INSPECTION

INSPECTOR ID #/
NO DE L’INSPECTEUR

O.Reg 79/10 s. 15. 
(1)                            
                                 
                             

CO #001 2017_539120_0026 130

During the course of this inspection, Non-Compliances were issued.
    4 WN(s)
    0 VPC(s)
    0 CO(s)
    0 DR(s)
    0 WAO(s)
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WN #1:  The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. 
Plan of care
Specifically failed to comply with the following:

s. 6. (5) The licensee shall ensure that the resident, the resident’s substitute 
decision-maker, if any, and any other persons designated by the resident or 
substitute decision-maker are given an opportunity to participate fully in the 
development and implementation of the resident’s plan of care.  2007, c. 8, s. 6 (5).

Findings/Faits saillants :

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES
Legend 

WN –   Written Notification 
VPC –  Voluntary Plan of Correction 
DR –    Director Referral
CO –    Compliance Order 
WAO – Work and Activity Order

Legendé 

WN –   Avis 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.
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1. The licensee failed to ensure that the resident, the SDM, if any, and the designate of 
the resident / SDM had been provided an opportunity to participate fully in the 
development and implementation of the resident’s plan of care. 

On an identified date, a review of the most recent MDS records indicated that resident 
#003 had a medical diagnosis that was coded in section I. Disease diagnosis. A review of 
resident #003’s plan of care indicated that diagnostic tests were completed and treatment 
was ordered by the Physician.   

On November 10, 2017, an interview was conducted with staff #104 indicated that the 
resident or resident’s Power of Attorney (POA) was to be contacted if resident’s 
treatment or health condition changed and was to be recorded in Progress Notes section 
in Point Click Care (PCC). A review of the residents’ progress notes completed by staff 
did not contain information about contacting the resident or their POA about the 
treatment ordered, which was acknowledged by RAI and Wound Co-ordinator on 
November 10, 2017. 

On November 14, 2017, an interview with the ADOC confirmed that the resident was 
their own POA and was not contacted about the treatment ordered, and information 
about obtaining consent from the resident was not recorded in the resident’s Physician 
Order Form.  

The home’s Policy number 2.1 “Ordering and Receiving Medication” (revision date July 
2014), stated that consent from the resident or their POA (if POA was active) was to be 
recorded on Physician Order Form Under section “Checking Nurse 2: Consent 
Obtained”. 

The home did not ensure that the resident, the SDM, if any, had been provided an 
opportunity to participate fully in the development and implementation of the resident’s 
plan of care. [s. 6. (5)]

WN #2:  The Licensee has failed to comply with O.Reg 79/10, s. 68. Nutrition care 
and hydration programs
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Specifically failed to comply with the following:

s. 68. (2)  Every licensee of a long-term care home shall ensure that the programs 
include,
(a) the development and implementation, in consultation with a registered dietitian 
who is a member of the staff of the home, of policies and procedures relating to 
nutrition care and dietary services and hydration;  O. Reg. 79/10, s. 68 (2).
(b) the identification of any risks related to nutrition care and dietary services and 
hydration;  O. Reg. 79/10, s. 68 (2).
(c) the implementation of interventions to mitigate and manage those risks;  O. 
Reg. 79/10, s. 68 (2).
(d) a system to monitor and evaluate the food and fluid intake of residents with 
identified risks related to nutrition and hydration; and  O. Reg. 79/10, s. 68 (2).
(e) a weight monitoring system to measure and record with respect to each 
resident,
  (i) weight on admission and monthly thereafter, and
  (ii) body mass index and height upon admission and annually thereafter.  O. Reg. 
79/10, s. 68 (2).

Findings/Faits saillants :

1. 1. The licensee failed to ensure that the nutrition and hydration program included
(ii) body mass index and height upon admission and annually thereafter.

The home documented current heights in PCC. The health records of 40 residents were 
reviewed.  Of those residents, a total of eleven did not have a current annual height 
measured and recorded within the last year.

The ADOC confirmed that annual heights were not measured and recorded for all 
residents in the home. [s. 68. (2) (e) (ii)]

WN #3:  The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 79. 
Posting of information
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Specifically failed to comply with the following:

s. 79. (3)  The required information for the purposes of subsections (1) and (2) is,
(a) the Residents’ Bill of Rights;   2007, c. 8,  s. 79 (3)
(b) the long-term care home’s mission statement;   2007, c. 8,  s. 79 (3)
(c) the long-term care home’s policy to promote zero tolerance of abuse and 
neglect of residents;  2007, c. 8,  s. 79 (3)
(d) an explanation of the duty under section 24 to make mandatory reports;  2007, 
c. 8,  s. 79 (3)
(e) the long-term care home’s procedure for initiating complaints to the licensee;  
2007, c. 8,  s. 79 (3)
(f) the written procedure, provided by the Director, for making complaints to the 
Director, together with the name and telephone number of the Director, or the 
name and telephone number of a person designated by the Director to receive 
complaints; 2007, c. 8,  s. 79 (3)
(g) notification of the long-term care home’s policy to minimize the restraining of 
residents, and how a copy of the policy can be obtained;  2007, c. 8,  s. 79 (3)
(h) the name and telephone number of the licensee;  2007, c. 8,  s. 79 (3)
(i) an explanation of the measures to be taken in case of fire;  2007, c. 8,  s. 79 (3)
(j) an explanation of evacuation procedures;  2007, c. 8,  s. 79 (3)
(k) copies of the inspection reports from the past two years for the long-term care 
home;  2007, c. 8,  s. 79 (3)
(l) orders made by an inspector or the Director with respect to the long-term care 
home that are in effect or that have been made in the last two years;   2007, c. 8,  s. 
79 (3)
(m) decisions of the Appeal Board or Divisional Court that were made under this 
Act with respect to the long-term care home within the past two years;  2007, c. 8,  
s. 79 (3)
(n) the most recent minutes of the Residents’ Council meetings, with the consent 
of the Residents’ Council;  2007, c. 8,  s. 79 (3)
(o) the most recent minutes of the Family Council meetings, if any, with the 
consent of the Family Council;  2007, c. 8,  s. 79 (3)
(p) an explanation of the protections afforded under section 26;  2007, c. 8, s. 79 (3)
(q) any other information provided for in the regulations.  2007, c. 8,  s. 79 (3)

Findings/Faits saillants :
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1. The licensee failed to ensure that the required information for the purposes of 
subsections (1) and (2) was, (c) the long-term care home’s policy to promote zero 
tolerance of abuse and neglect of residents posted in the home, in a conspicuous and 
easily accessible location in a manner that complied with the requirements, if any, 
established by the regulations. 

On November 6, 2017, during the home tour’s observation, the long-term care home’s 
policy to promote zero tolerance of abuse and neglect of residents was not posted and 
available in easily accessible location and was not communicated to the residents, who 
cannot read the information, which was acknowledged by the Administrator of the home. 
[s. 79. (3) (c)]

WN #4:  The Licensee has failed to comply with O.Reg 79/10, s. 135. Medication 
incidents and adverse drug reactions
Specifically failed to comply with the following:

s. 135.  (1)  Every licensee of a long-term care home shall ensure that every 
medication incident involving a resident and every adverse drug reaction is,
(a) documented, together with a record of the immediate actions taken to assess 
and maintain the resident’s health; and  O. Reg. 79/10, s. 135 (1). 
(b) reported to the resident, the resident’s substitute decision-maker, if any, the 
Director of Nursing and Personal Care, the Medical Director, the prescriber of the 
drug, the resident’s attending physician or the registered nurse in the extended 
class attending the resident and the pharmacy service provider.  O. Reg. 79/10, s. 
135 (1). 

s. 135. (3)  Every licensee shall ensure that,
(a) a quarterly review is undertaken of all medication incidents and adverse drug 
reactions that have occurred in the home since the time of the last review in order 
to reduce and prevent medication incidents and adverse drug reactions;  O. Reg. 
79/10, s. 135 (3). 
(b) any changes and improvements identified in the review are implemented; and  
O. Reg. 79/10, s. 135 (3). 
(c) a written record is kept of everything provided for in clauses (a) and (b).  O. 
Reg. 79/10, s. 135 (3). 
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Findings/Faits saillants :

1. The licensee failed to ensure that every medication incident involving a resident and 
every adverse drug reaction was: reported to the resident, the resident's substitute 
decision maker's (SDM), if any, the Director of Nursing and Personal Care, the Medical 
Director, the prescriber of the drug, the resident's attending physician or the registered 
nurse in the extended class attending the resident and the pharmacy service provider.

The home's medication incident reports for 2017 were reviewed and revealed that in 8 
out of the 18 incidents reported the following;  the resident, resident's SDM, if any, the 
Medical Director, attending physician and pharmacy provider were not consistently 
notified. An interview conducted with the ADOC on November 10, 2017, acknowledged 
that the resident, resident's, SDM, if any, the Medical Director, attending physician and 
pharmacy provider were not consistently notified when there was a medication incident 
reported. [s. 135. (1)]

2. The licensee failed to ensure that a quarterly review was undertaken of all medication 
incidents and adverse drug reactions that have occurred in the home since the time of 
the last review in order to reduce and prevent medication incidents and adverse drug 
reactions. 

An interview conducted with the ADOC on November 9, 2017 revealed that the home did 
not conduct any quarterly reviews that included the 18 recorded medication incident 
reports that occurred in 2017. 

The ADOC acknowledged that the home failed to ensure a quarterly review of medication 
incidents and adverse drug reactions that occurred in the home. [s. 135. (3)]
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Issued on this    11th    day of December, 2017

Signature of Inspector(s)/Signature de l’inspecteur ou des inspecteurs

Original report signed by the inspector.
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