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Date of inspection/Date de Inspection No/ d’inspection Type of Inspection/Genre d’inspection
I'inspection _ '
20 January 2011 2011_127_9623_19Jan165733 | Complaint # H-00042

LicenseeIT itulaire
The Regional Municipality of Halton, 1151 Bronte Road, Oakville ON L6M 3L1

Long-Term Care Home/Foyer de soins de longue durée
Creek Way Village, 5200 Corporate Drive, Burlington ON L7L 7G7

Name of Inspector(s}/Nom de Pinspecteur(s}

Richard Hayden Long Term Care Homes Inspector — Environmental Health #127

~ Inspection Summary / Sommaire d’ inspection .o

The purpose of thls inspection was to conduct a complaint inspection regarding staffing levels and call beIE
response.

During the course of the mspectaon the inspector spoke with the administrator, director of care and manager of
resident care.

During the course of the inspection, the inspector reviewed call bell system records and staffing schedules.

The following Inspection Protocols were used during this mspectlon
¢ Sufficient Staffing Inspection

Findings of Non-Compliance were found during this inspection. The following action was taken:
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:-Def‘ mtionleéfmltlons o

'WN Written Nottf’ cattonslAws écrlt e
‘VPC = Voluntary Plan of Correctioanlan de redressement vo!ontatre o
DR - :.Director Referral/Régisseur envoye D

CO ~ . “Compliance Order/Ordres de conforimté o S
__WAO - Work and Actl\n!y Order/Ordres: travaux et achwtlés

;'The followmg const:tutes wrltten notifi cat:on of non- compsnance under j i le smvant consmuer un avis d’ecrtt de l'eXIgenc:es prevue ie paragraph T
paragraph 1of sectton 152 of the LTCHA - S L de sechon 1 52 dé les foyers de soms de longue dureé "
-"Nnn-compllance w;th requ:remenls under the Long—Term Care Homes S ;Non respect avec [es extgences sur ie Lo: de 2007!33 foyers de soms de L
. Act, 2007.(LTCHA) was found. (A requirement under the LTCHA includes | fongue duraé & trouvé. {Une exigence dans le Joi comprend les extgences :
the requirements containad in the tems fisted in the definition of - contenues dans les points nimérés dans ka déf nmon de "ex19ence prevue

Prequirement under this Act" in subsection 2(1} of the LTCHA.) -~ "~ par Ea présente lof” au paragraphe 2(1) dela E0| ' ;

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, ¢.8, 5. 5:

5. Every licensee of a long-term care home shall ensure that the home is a safe and secure environment for its
residents. ‘

Findings:
On 20 January 2011 the inspector confirmed the followmg information:

The usual staff complement on night shift (2300 - 0700) is 9 staff consisting of 1 RN, 1 RPN, 5 PSWs (one per
resident home area (RHA)) and 2 PSWs who float between the RHAs. There was a scheduling
miscommunication where one PSW had called in sick for the next night shift but that information was not
passed on to the registered staff. The staff on an evening shift left their assigned RHA at the end of their shift

| without confirming their relief was in the RHA or in the building. As a result, that RHA did not have any staff
member present for the first hour of the 2300 - 0700 shift, placing residents at risk. During that time, three
resident call bells were activated in the RHA, the first at 23:10, the second at 23.:34 and the third at 23:34. The
call bells were not answered for more than 48 minutes; 25 minutes and 27 minutes, respectively. The night
RPN realized the problem after returning to the RHA and a PSW was assigned for the remainder of the shift. In
addition, a resident call bell in another RHA was activated at 05:31 on the same 2300 - 0700 shift but was not
answered for more than 25 minutes.
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