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Date(s) du Rapport  No de I'inspection Registre no Genre d’inspection
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Licensee/Titulaire de permis

THE CORPORATION OF THE COUNTY OF MIDDLESEX
c/o Strathmere Lodge, 599 Albert Street, P.O. Box 5000, STRATHROY, ON, N7G-3J3

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

STRATHMERE LODGE
599 Albert Street, Box 5000, STRATHROY, ON, N7G-3J3

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

BONN!E MACDONALD (135) ‘ e
: .- Inspection Summary/Résumé del inspection L

The purpdéé of this inspection was to conduct a Follow up |nspect|on
This inspection was conducted on the following date(s): May 8-9, 2014.

During the course of the inspection, the inspector(s) spoke with Administrator,
Acting Director of Care, Clinical Support Nurse, RAl Coordinator, Facilities
Manager, Registered Nurse, 2 Registered Practical Nurses, Personal Support
Worker and 2 Health Care Aides.

During the course of the inspection, the inspector(s) reviewed resident bed
systems and policy and procedures for Bed Safety and staff training related to
bed safety.

The following Inspection Protocols were used durmg this inspection:
Safe and Secure Home
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Ministry of Health and

Long-Term Care

xff' Ontario

the Long-Term Care
Homes Act, 2007

Findings of Non-Compliance were found

Inspection Report under

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la

Loi de 2007 sur les foyers de
soins de longue durée

during this inspection.

RESPECT DES EXIGENCES

NON COMPLIANCE I NON

'WN =

Wntten Notlflcatlon
'VPC ~‘Voluntary Plan of Correctlon

DR ~;- ‘Director Referral |
CO - Compllance Order e
WAO Work and ActIV!ty Order______-;';; nE

it ot Legende

- WN -

;_:: WAO

o DR = Aiguulage au d!recteur
~Ordre de conformité .

Avss ecnt
VPC ‘Plan de redressement volontalre

.Ordres travaux et actmteé

'Non comphance w1th requwements under
the Long- -Term Care Homes Act, 2007
(LTCHA) was found. (A requn'ement
under the LTCHA includes the = = ==
requirements contained in the items llsted
in the definition of " requnrement under thls
Act" in ¢ subsectlon 2(1) of the LTCHA)

iThe followmg constttutes written e
notification of non-compliance under -
j_paragraph__i,of_s_eqt!.o:n;.15.:2.9fthe__L_TCHA

delaLFSLD.

o respect aux- termes du paragraphe 1 de

Le non- resp'ect des eXIQences de Ia L01 de_;
~|2007 sur.les foyers de soins de longue -
“|durée (LFSLD) a été constaté. (Une =
ex:gence de la loi comprend les ex;gencesj
lqui font partie des éléments énumérés = -

|dans la définition de « exigence prevue
“|par. Ia présente !o: », au paragraphe 2(1)

P arttcle 152 de Ia LFSLD

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 15. Bed rails
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Ministry of Health and Ministére de la Santé et des
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gf” Ontarlo Inspection Repoft under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

Specifically failed to comply with the following:

s. 15. (1) Every licensee of a long-term care home shall ensure that where bed
rails are used,

(a) the resident is assessed and his or her bed system is evaluated in
accordance with evidence-based practices and, if there are none, in accordance
with prevailing practices, to minimize risk to the resident; O. Reg. 79/10, s. 15
(1).

(b) steps are taken to prevent resident entrapment, taking into consideration all
potential zones of entrapment; and O. Reg. 79/10, s. 15 (1).

(c) other safety issues related to the use of bed rails are addressed, including
height and latch reliability. O. Reg. 79/10, s. 15 (1).

Findings/Faits saillants :

1. The Licensee failed to ensure that where bed rails are used, that the resident is
assessed and his or her bed system evaluated in accordance with evidence-based
practices, and if there are none, in accordance with prevailing practices to minimize
risk to the resident.

On January 21, 2014, a compliance order was issued at the home for O.Reg.79/10,
s.15.1 (a) for reSIdent bed safety systems that was to be complled with by February
28, 2014.

Following that order the home commissioned an external contractor to complete a bed
entrapment zone audit of all the resident’s bed systems; that audit was provided to the
home January 27, 2014.

The results of the Entrapment Mitigation Summary audit concluded that 78 (48.7%) of
the beds failed one or more zones of entrapment which could potentially cause injury
to the resident.

As of May 9, 2014, the home had not instituted their February 24, 2014, plan of
correction when a record review with the Clinical Support Nurse, revealed that 71
(91%) of the 78 beds that failed one or more zones of entrapment had not been fully

assessed using the home's Bed Safety Analysis document developed February 4,
2014.

During an interview the Administrator confirmed, his expectations that residents be
assessed and his or her bed system evaluated in accordance with evidence-based
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practices, and if there are none, in accordance with prevailing practices to minimize
risk to the resident. [s. 15. (1) (a)]

2. The Licensee failed to ensure where bed rails are used, that steps are taken to
prevent resident entrapment, taking into consideration all potential zones of
‘entrapment when the following occurred:

On January 21, 2014, a compliance order wés issued at the hofne for O.Reg.79/10,
s.15.1(b) for resident bed safety systems, that was to be complied with by February
28, 2014.

The home commissioned an external contractor to complete a bed entrapment zone
audit of all the resident’s bed systems that was provided to the home January 27,
2014.

The results of the audit (Entrapment Mitigation Summary) concluded that 78 (48.7%)
of the beds failed one or more zones of entrapment which could potentially cause
injury to the resident.

1. During a tour of the home May 8, 2014, with the Registered Nurse, 36 of the 78
beds that failed one or more zones of entrapment were reviewed to determine if the
home had put in place the mitigation strategies/interventions for residents as identified
in the Entrapment Mitigation Summary, January 27, 2014,

The following 10 residents or 27.7 % of those rewewed during the tour, did not have
interventions in place as per the audit.

#01-missing 1 gap filler, bed failed zones 2, 4, 7.
#02-missing 1 gap filler, bed failed zones 2, 4.

#03-missing rolled towels and wedges in gaps.
#04-missing 1 gap filler, failed zones 2, 4.

#05-bed rail to be tied down, tie had been cut and gap filler
was missing from the bed.

#06-bed rail not tied down, bed failed zones 2, 4.

#07-no gap filler, failed zones 2, 4, 7.

#08-rolled towels to be in gaps. No towels observed on left side gap
between matiress and rail.

#09-bed rail was not tied down as bed failed zones 2,4.
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#10-missing rolled towels in gaps between mattress and bed rail.

2. The home’s plan of correction states resident care plans will be updated including
what interventions were to be put in place by February 28, 2014. In an interview with
the RAI Coordinator, May 8, 2014, she confirmed that the care plans for the 78
residents whose beds failed one or more zones of entrapment had not been updated.

3. The home’s Quality Improvement Plan for compliance states, as of February 13,
2014, all Personal Support Workers (PSW’s) and Registered staff members are now
educated in entrapment issues, zones of entrapment and mitigation strategies.

Record review with the Clinical Support Nurse May 9, 2014, revealed, 53 (38.4%)of
138 Registered staff had completed the training.

During an interview with a staff member when queried by the inspector as to what is
the bed bolster system for bed safety, she stated “I have never heard of it. | know we
have a couple of beds with the rails tied down. Some have been taken off by families.”

During an interview the Administrator confirmed, his expectations that steps are taken
to prevent resident entrapment, taking into consideration all potential zones of
entrapment. [s. 15. (1) (b)]

Additional Required Actions:

CO # - 001 will be served on the licensee. Refer to the “Order(s) of the
Inspector”.
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Issued on this 9th day of June, 2014

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

BOI’\(\:@. m(lc GUQIC/
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Ministry of Health and Ministére de la Santé et

Long-Term Care - des Soins de longue durée

Order(s) of the Inspector Ordre(s) de Finspecteur

Pursuant to section 153 and/or Aux termes de Farlicle 163 et/ou

seciion 154 of the Long-Term Care de I'article 154 de fa Loi de 2007 sur les foyers
Homes Act, 2007, 5.0 2007, ¢.8 de s0ins de longue durée, L.0. 2007, chap. 8

Health System Accountability and Performance Division
Performance Improvement and Compliance Branch

Division de la responsabilisation et de la performance du systéme de santé
Direction de I'amélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector (ID #) /
Nom de 'inspecteur (No) : BONNIE MACDONALD (135)

Inspection No. /
No de Finspection :

Log No./
Registre no:

Type of Inspection /
Genre

d’'inspection:

Report Date(s) /

Date(s) du Rapport :

Licensee /

Titulaire de permis :

LTC Home /
Foyer de SLD :

2014_183135_0032

L-000060-14

Follow up

Jun 9, 2014

THE CORPORATION OF THE COUNTY OF
MIDDLESEX

c/o Strathmere Lodge, 599 Albert Street, P.O. Box 5000,
STRATHROY, ON, N7G-3J3 -

STRATHMERE LODGE
599 Albert Street, Box 5000, STRATHROQY, ON,
N7G-3J3

Name of Administrator/
Nom de I'administratrice
ou de Padministrateur : TONY ORVIDAS
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Ministry of Health and Ministére de |a Santé et

;).} Long-Term Care des Soins de longue durée

L7 Ontario Order(s) of the Inspector Ordre{s) de Pinspecteur
Pursuant to section 153 and/or Aux termes de Farticls 163 etfou -
section 154 of the Long-Term Care de 'article 154 de fa Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2067, c.8 de soins de longue durée, 1.O. 2007, chap. 8

To THE CORPORATION OF THE COUNTY OF MIDDLESEX, you are hereby
required to comply with the following order(s) by the date(s) set out below:
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Ministry of Health and Ministére de la Santé et

)’ Long-Term Care des Soins de longue durée
)P Ontarlo Order({s) of the Inspector Ordre(s) de Pinspecteur
Pursuant to section 163 andfor Aux termes de l'article 153 et/ou

section 154 of the Long-Term Care de I'article 154 de la Loi de 2007 sur fes foyers
Homes Act, 2007, 5.0. 2007, ¢ 8 de soins de longue durée, 1..0. 2007, chap. 8

Order #/ Order Type /
Ordre no: 001 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Linked to Existing Order /
Lien vers ordre | 2014 _183135_0004, CO #001;

existant:

Pursuant to / Aux termes de :

O.Reg 79/10, s. 15. (1) Every licensee of a long-term care home shall ensure
that where bed rails are used,

(a) the resident is assessed and his or her bed system is evaluated in
accordance with evidence-based practices and, if there are none, in accordance
with prevailing practices, to minimize risk to the resident;

(b) steps are taken to prevent resident entrapment, taking into consideration all
potential zones of entrapment; and

(c) other safety issues related to the use of bed rails are addressed, including
height and latch reliability. O. Reg. 79/10, s. 15 (1).

Order / Ordre :
The licensee shall ensure the following where bed rails are used:

1. The resident has a complete assessment of their bed system using the
home's Bed Safety Analysis document. Resident's bed systems are evaluated in
accordance with evidence-based practices and, if there are none, in accordance
with prevailing practices, to minimize risk to the resident.

2. Once Bed Safety Analysis is completed resident's Care Plans will be updated
to reflect any resident entrapment zones and mitigation strategies/interventions
required. Care plans will be amended quarterly and when there is significant
change in resident's condition related to their bed system.

3. Steps are taken to prevent resident entrapment, taking into consideration all
potential zones of entrapment.

4. Ensure that all registered and non registered staff have been trained on the

home's Bed Safety-Prevention of Entrapment policy NMBO12, January 23,
2014.
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Pursuant to section 1563 and/or Aux termes de farticle 193 etfou

seclion 154 of the Long-Term Care de P'article 154 de Ia Loi de 2007 sur fes foyers
Homes Act, 2007, 5.0. 2007, ¢.8 de soins ds lorgue durée, L.O. 2007, chap. 8

Grounds / Motifs :

1. The Licensee failed to ensure that where bed rails are used, that the resident
is assessed and his or her bed system evaluated in accordance with evidence-
based practices, and if there are none, in accordance with prevailing practices to
minimize risk fo the resident.

On January 21, 2014, a compliance order was issued at the home for _
0.Req.79/10, s.15.1 (a) for resident bed safety systems that was to be complied
with by February 28, 2014. \

Following that order the home c_ommissionéd an external contractor to complete
a bed entrapment zone audit of all the resident's bed systems; that audit was
provided to the home January 27, 2014.

The results of the Entrapment Mitigation Summary audit concluded that 78
(48.7%) of the beds failed one or more zones of entrapment which could
potentially cause injury to the resident.

As of May 9, 2014, the home had not instituted their February 24, 2014, plan of
correction when a record review with the Clinical Support Nurse, revealed that
71 (91%) of the 78 beds that failed one or more zones of entrapment had not
been fully assessed using the home's Bed Safety Analysis document developed
February 4, 2014.

During an interview the Administrator confirmed, his expectations that residents

be assessed and his or her bed system evaluated in accordance with evidence- |
based practices, and if there are none, in accordance with prevailing practices to ‘
minimize risk to the resident.

(135)

2. The Licensee failed to ensure where bed rails are used, that steps are taken
to prevent resident entrapment, taking into consideration all potential zones of
entrapment when the following occurred:

On January 21, 2014, a compliance order was issued at the home for

0.Req.79/10, s.15.1(b) for resident bed safety systems, that was to be complied
with by February 28, 2014.
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Pursuant to section 163 and/or Aux termes de Farticle 153 et/ou
section 154 of the Long-Term Care de I'article 154 de Ja Loi de 2007 sur fes foyers
Homes Act, 2007, 5.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

The home commissioned an external contractor to complete a bed entrapment
zone audit of all the resident 's bed systems that was provided to the home
January 27, 2014.

The results of the audit (Entrapment Mitigation Summary) concluded that 78
(48.7%) of the beds failed one or more zones of entrapment which could
potentially cause injury to the resident.

During a tour of the home May 8, 2014, with the Registered Nurse, 36 of the 78
beds that failed one or more zones of entrapment were reviewed to determine if
the home had put in place the mitigation strategies/interventions for residents as
identified in the Entrapment Mitigation Summary, January 27, 2014.

The following 10 residents or 27.7 % of those reviewed during the tour, did not
have interventions in place as per the audit.

#01-missing 1 gap filler, bed failed zones 2, 4, 7.

#02-missing 1 gap filler, bed failed zones 2, 4.

#03-missing rolled towels and wedges in gaps.

#04-missing 1 gap filler, failed zones 2, 4.

#05-bed rail to be tied down, tie had been cut and gap filler was missing from the
bed.

#06-bed rail not tied down, bed failed zones 2, 4.

#07-no gap filler, failed zones 2, 4, 7.

#08- rolled towels to be in gaps. No towels observed on left side gap between
mattress and rail.

#09-bed rail was not tied down as bed failed zones 2,4.

#10-missing rolled towels in gaps between mattress and bed rails.

2. The home’s plan of correction states resident care plans will be updated
including what interventions were to be put in place by February 28, 2014. In an
interview with the RAI Coordinator, May 8, 2014, she confirmed that the care
plans for the 78 residents whose beds failed one or more zones of entrapment
had not been updated.

3. The home’s Quality Improvement Plan for compliance states, as of February
13, 2014, all Personal Support Workers (PSW’s) and Registered staff members
are now educated in entrapment issues, zones of entrapment and mitigation
strategies.
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Zf" Ontano Order(s) of the Inspector Ordre(s) de Pinspecteur
Pursuant to section 153 and/or Aux termes de I'arficle 153 etfou

seclion 154 of the Long-Term Care de Particle 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, S.0. 2007, ¢.8 de soins de longue durée, L.O. 2007, chap. 8

Record review with the Clinical Support Nurse May 9, 2014, revealed, 53
(38.4%) of 138 Registered staff had completed the training.

During an interview with a staff member when queried by the inspector as to
what is the bed bolster system for bed safety, she stated “| have never heard of
it. | know we have a couple of beds with the rails tied down. Some have been

taken off by families."

During an interview the Administrator confirmed, his expectations that steps are
taken to prevent resident entrapment, taking into consideration all potential
zones of entrapment.

(135)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’icile : Jul 31, 2014
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Ministry of Health and Ministére de la Santé et
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f/)‘P OntarIO Order(s) of the Inspector Ordre{s) de Pinspecteur
Pursuant to section 153 andfor Aux termes de Farticle 163 elfou
seclion 154 of the Long-Term Care de l'article 154 de fa Lof de 2007 sur les foyers

Homes Act 2007, 5.0. 2007, c.8 de soins de longue durde, L.O. 2007, chap. 8

REVIEW/APPEAL INFORMATION

TAKE NOTICE:

The Licensee has the right to request a review by the Director of this (these) Order(s)
and to request that the Director stay this (these) Order(s) in accordance with section
163 of the Long-Term Care Homes Act, 2007.

The request for review by the Director must be made in writing and be served on the
Director within 28 days from the day the order was served on the Licensee.

The written request for review must include,

(a) the portions of the order in respect of which the review is requested,;
(b) any submissions that the Licensee wishes the Director to consider; and
(c) an address for services for the Licensee.

The written request for review must be served personally, by registered mail or by fax
upon:

Director

c/o Appeals Coordinator

Performance Improvement and Compliance Branch
Ministry of Health and Long-Term Care

1075 Bay Street, 11th Floor

TORONTO, ON

M5S5-2B1

Fax: 416-327-7603
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L/):— Ontarle Order(s) of the Inspector - Ordre(s) de I'inspecteur
Pursuant to section 153 and/or Aux termes de P'article 153 etfou

section 154 of the Long-Term Care de I'article 154 de la Loi de 2007 surfes foyers
Homes Act, 2007, 5.0. 2007, ¢.8 de soins de longue durée, L.O. 2007, chap. 8

When service is made by registered mail, it is deemed to be made on the fifth day
after the day of mailing and when service is made by fax, it is deemed to be made on
the first business day after the day the fax is sent. If the Licensee is not served with
written notice of the Director's decision within 28 days of receipt of the Licensee's
request for review, this(these) Order(s) is(are) deemed to be confirmed by the Director
and the Licensee is deemed to have been served with a copy of that decision on the
expiry of the 28 day period.

The Licensee has the right to appeal the Director's decision on a request for review of
an Inspector's Order(s) to the Health Services Appeal and Review Board (HSARB) in
accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is
an independent tribunal not connected with the Ministry. They are established by
legislation to review matters concerning health care services. If the Licensee decides
to request a hearing, the Licensee must, within 28 days of being served with the
notice of the Director's decision, give a written notice of appeal to both:

Health Services Appeal and Review Board and the Director

Attention Registrar Director

151 Bloor Street West ‘ clo Appeals Coordinator

9th Floor Performance Improvement and Compliance
Toronto, ON M5S 2T5 Branch

Ministry of Health and Long-Term Care
1075 Bay Street, 11th Floor
TORONTO, ON

M5S-2B1

Fax: 416-327-7603

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide
instructions regarding the appeal process. The Licensee may learn
more about the HSARB on the website www.hsarb.on.ca.
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Pursuant to section 163 and/or Aux termes de Farticle 153 etfou
section 154 of the Long-Term Care de l'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL
PRENDRE AVIS

En vertu de l'article 163 de la Loi de 2007 sur les foyers de soins de longue durée, le
titulaire de permis peut demander au directeur de réexaminer I'ordre ou les ordres
gu’il a donné et d’en suspendre I'exécution.

La demande de réexamen doit étre présentée par écrit et est signifiée au directeur
dans les 28 jours qui suivent la signification de l'ordre au titulaire de permis.

La demande de réexamen doit contenir ce qui suit :

a) les parties de l'ordre qui font I'objet de la demande de réexamen;
b) les observations que le titulaire de permis souhaite que le directeur examine;
¢) ladresse du titulaire de permis aux fins de signification.

La demande écrite est signifiée en personne ou envoyée par courrier recommandé ou
par télécopieur au:

Directeur

a/s Coordinateur des appels

Direction de 'amélioration de la performance et de la conformité
Ministére de la Santé et des Soins de longue durée

1075, rue Bay, 11e étage

Ontario, ON

Mb5S-2B1

Fax: 416-327-7603

Les demandes envoyées par courrier recommandé sont réputées avoir été signifiées
le cinquieéme jour suivant I'envoi ef, en cas de transmission par télécopieur, la
signification est réputée faite le jour ouvrable suivant I'envoi. Si le titulaire de permis
ne recoit pas d’avis écrit de la décision du directeur dans les 28 jours suivant la
signification de la demande de réexamen, l'ordre ou les ordres sont réputés confirmés
par le directeur. Dans ce cas, le titulaire de permis est réputé avoir regu une copie de
la décision avant 'expiration du délai de 28 jours.
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En vertu de ['article 164 de la Loi de 2007 sur les foyers de soins de longue durée, le
titulaire de permis a le droit d’interjeter appel, auprés de la Commission d’appel et de
révision des services de santé, de la décision rendue par le directeur au sujet d'une
demande de réexamen d’un ordre ou d’ordres donnés par un inspecteur. La
Commission est un fribunal indépendant du ministére. Il a été établi en vertu de la loi
et il a pour mandat de trancher des litiges concernant les services de santé. Le
titulaire de permis qui décide de demander une audience doit, dans ies 28 jours qui
suivent celui ol [ui a été signifié I'avis de décision du directeur, faire parvenir un avis
d'appel &crit aux deux endroits suivants :

A rattention du registraire Directeur
Commission d'appel et de révision als Coordinateur des appels
des services de santé Direction de I'amélioration de la performance et de la
161, rue Bloor Ouest, 9e atage - conformité
Toronto (Ontario) M5S 2T5 Ministére de la Santé et des Soins de longue durée
1075, rue Bay, 11e étage
Ontario, ON
M5S-2B1

Fax: 416-327-7603

La Commission accusera réception des avis d’appel et transmettra des instructions
sur la fagon de procéder pour interjeter appel. Les titulaires de permis peuvent se
renseigner sur la Commission d’'appel et de révision des services de sanié en
consultant son site Web, au www.hsarb.on.ca.

Issued on this 9th day of June, 2014
Signature of Inspector / | @ '
Signature de I'inspecteur : BO“NC MC*L ‘M"{bﬂ

Name of Inspector /
Nom de P'inspecteur : BONNIE MACDONALD

Service Area Office/
Bureau régional de services : London Service Area Office
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