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Licensee/Titulaire de permis j

RITZ LUTHERAN VILLA
R.R. 5, MITCHELL, ON, NOK-1NO

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

RITZ LUTHERAN VILLA
PART LOT 18, CON 2, LOGAN TWN, R.R. #5 MITCHELL ON, NOK-1NO

Name of Inspector(s}fNom de I'inspecteur ou des inspecteurs
QQNNEE_ M_A_CDONAL_D (135}

lnspection SummaryIResume de l'inspection

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care, Assistant
Director of Care, Registered Nurse, 2 Registered Practical Nurses, 2 Personal Support Workers, Nutrition
Services Director and residents.

During the course of the inspection, the inspector(s) reviewed resident's health records and documentation,
policies and procedures,and observed lunch service in the home.

Log# L-000371-12 L-000574-12

The following Inspection Protocols were used during this inspection:
Accommodation Services - Maintenance

Critical Incident Response
Dignity, Choice and Privacy
Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours
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Findings of Non-Compliance were found during this inspection.

 NON-COMPLIANCE / NON- RESPECT DES EXIGENCES

Legend

Legendé
WN — Wnlten Nottﬁcaiion ' WN — Avis écnt - S
VPG — Voluntary Plan of Correcllon _ VPC — Plan de redressement volonta1re e
DR — Director Referral - Lol DRT: Aiguillage au directeur '
CO~ Compliance Order . _ R CO = :Ordre de conformité
WAO —Work and Activity Order : L WAO . Ordres : travaux st activités

Non-compliance with requirements under the Leng- Term Care i_e non-respect des exigences de la Lol de 2007 sur les foyers de
Homes Act, 2007 {LTCHA) was found. {A requirement under the|soins de longue durée (LFSLD) a été constaté. (Une exigence de la
LTCHA includes the requirements contained in the items listed in|loi comprend les exigences qui font partie des éléments énumérés
the definition of " requ:rement under this Act” in subsection 2(1) |dans la définition de « exigence prevue par la présente loi », au
ofthe E_TCHA) BRI 'I_ ' -I -'; o paragraphe 2(1)dela LFSLD

The following const:tu_tes _wntlen notaf cation of non-compliance - |Ce qui suit constitue un avis ecnt de non-respect aux termes du
under paragraph i of secfton 152 of the LTCHA _ paragraphe 1 de I arilcte 152 de la LFSLD

WN #1: The Licensee has falled to comply with LTCHA, 2007 $.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each
resident that sets out,

(a} the planned care for the resident;
(b) the goals the care is intended to achieve; and
(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1).

Findings/Faits saillants :

1. In the Critical Incident report, the follow up analysis by the Director of Care to prevent re-occurrence was “Resident

will be removed from room during the day when resdient becomes agitated and is hitting out and also taken on more
walks and taken fo other activities during the day”.

In review of resident’s plan of care there Is no reference to these interventions when resident becomes agitated and is
hitting out.

In interviews, two Personal Support Workers were not aware on the interventions to take resident out of the room and
take resident on walks when resident is agitated and hitting out.

Homes' Administrator confirmed his expectation the plan of care needs to set out clear directions to staff and others who
provide direct care to the resident. [LTCHA, 2007 $.0. 2007, ¢.8, s. 6. (1) (c)]

Additional Required Actions:
VIPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance ensuring plans of care set out clear
directions to staff and others who provide direct care to the resident, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, 5. 90. Maintenance services
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Specifically failed to comply with the following subsections:

s.90. (1) As part of the organized program of maintenance services under clause 15 (1) (c) of the Act, every
licensee of a long-term care home shall ensure that,

(a) maintenance services in the home are avallable seven days per week to ensure that the building, including
both interior and exterior areas, and its operational systems are maintained in good repair; and

{b) there are schedules and procedures in place for routine, preventive and remedial maintenance. O. Reg.
79/10, s. 90 (1).

Findings/Faits saillants :

1. Buring lunch May 1, 2012, in first floor Dining room routine, preventative and remedial maintenance schedules and
procedures were not evidenced as being in place when the following was observed:

-Whalls were scraped and paint chipped

-Walls were spatiered with food

-Floors were gouged and streaked black where floor surface was damaged.
-Finish worn off of dining table edges

In interview the homes’ Adminisirator confirmed these mainienance issues were not being addressed as part of the
homes’ remedial maintenance program. {O.Reg. 79/10, 5.90 (1)(b)]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee Is hereby

requested to prepare a wriften plan of correction for achieving compliance ensuring routine, preventative and
remedial maintenance schedules and procedures are in place and implemented, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 33, Bathing
Specifically failed to comply with the following subsections:

s. 33. {1) Every licensee of a long-term care home shall ensure that each resident of the home is bathed, at a
minimum, twice a week by the method of his or her choice and more frequently as determined by the resident’s
hygiene requirements, unless contraindicated by a medical condition. 0. Reg. 79/10, s. 33 {1).

Findings/Faits salllants :

1. Resident's plan of care identified resident is to receive two baths/week.
In review of the resident's Point of Care bathing Documentation for February and March 2012, the following baths were
not provided to the resident as per the plan of care:

February 4, 18 and 25, or 37.5 % of the resident's baths for the month of February, 2012 were not provided.
March 17, 28 and 31, or 33 % of the resident’s baths for the month of March, 2012 were not provided.

In interview, May 1, 2012, Assistant Director of Care confirmed her expectation baths not provided to residents on their
hath days be rescheduled as residents are to be bathed by the method of their choice, at a minimum, twice a week.
[OC.Reg. 79/10, 5.33 (1)]
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Additional Required Actions:

VPG - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance ensuring residents are bathed at
minimum, twice a week by the method of their choice, to be implemented voluntarily.

Issued onthis 15th day of June, 2012

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

B> Macdhated
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