Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

f' Ontarlo inspection Report under Rapport d’inspection sous la

the LLong-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée
Heailth System Accountability and London Service Area Office Bureau régicnal de services de
Performance Division 291 King Street, 4th Floor London
Performance |mprovement and LONDON, ON, N6B-1R8 291, rue King, 4iém étage
Comp]iance Branch Telephone: (51 9) 675-7680 LONDON, ON, N6B-1R8
L o Facsimile: (519) 675-7685 Téléphone: (519) 675-7680
Division de la responsabilisation et de la Télécopieur: (519) 675-7685

performance du systéme de santé
Direction de I'amélioration de la
performance et de [a conformité

Public Copy/Copie du public

Report Date(s) / Inspection No / Log #/ Type of Inspection /
Date(s) du Rapport No de I'inspection Registre no Genre d’inspection
Apr 19, 2013 2013_216144_0027 L-000185-13 Complaint

Licensee/Titulaire de permis

THE CORPORATION OF THE MUNICIPALITY OF CHATHAM-KENT
519 King Street West, CHATHAM, ON, N7M-1G8

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

519 KING STREET WEST, CHATHAM, ON, N7M-1G8

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAROLEE MELLENER (144) _

The purpose of this |rn's7;“péctlo'n was to conduct a Complalnt inspection.
This inspection was conducted on the following date(s): April 16, 2013
During the course of the inspection, the inspector(s) spoke with the Acting
Director of Senior Services, Director of Nursing, one Registered Nurse,

Registered Practical Nurse and Personal Support Worker.

During the course of the inspection, the inspector(s) reviewed one resident
health record and the home policy related to Discharge and Death.

The following Inspection Protocols were used during this inspection:
Personal Support Services
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Findings of Non-Compliance were found during this inspection.

WN #1: 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. (7) The licensee shall ensure that the care set out in the plan of care is
provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The licensee did not ensure that the care set out in the plan of care is provided to
one resident as specified in the plan. The plan of care for one resident when last
reviewed included directives that staff must remain with one resident when toileted.
The resident was left unattended on one occasion. Two staff confirm the resident was
left unattended. [s. 6. (7)]

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 related to ensuring the care set out in the plan of care is
provided to the resident as specified in the plan,, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :

1. The licensee did not ensure that the plan, policy, protocol, procedure, strategy or
system related to their Discharge and Death Policy was complied with. One undated
Resident Death Checklist identified all medications and creams for one resident were
placed in the discontinued box. The resident health record does not include a
physician's order to destroy all medications as directed in the Discharge and Death
Policy. Two staff confirmed the home policy was not followed and the medications
were destroyed. [s. 8. (1) (b)]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents
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Specifically failed to comply with the following:

s. 107. (1) Every licensee of a long-term care home shall ensure that the
Director is immediately informed, in as much detail as is possible in the
circumstances, of each of the following incidents in the home, followed by the
report required under subsection (4):

2. An unexpected or sudden death, including a death resulting from an accident
or suicide. 0. Reg. 79/10, s. 107 (1).

Findings/Faits saillants :

1. The licensee did not ensure that the Director was immediately informed, in as much
detail as is possible, of an unexpected or sudden death, including a death resulting
from an accident or suicide. A Critical Incident System report was not completed and
forwarded to the Director as required in response to one unexpected resident death.
Two personnel confirmed the report was not completed. [s. 107. (1) 2.]

Issued on this 19th day of April, 2013
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