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Date(s) of inspection/Date(s) de Inspection Nof No de 'inspection Type of Inspection/Genre
I'inspection d’inspection
Mar 20, 21, 22, 23, 26, 27, Apr 11,12, 9045 26147 0009 Complaint
Jun 7, 2012 - -

Licensee/Titulaire de permis

RYKKA CARE CENTRES LP
50 SAMOR ROAD, SUITE 205, TORONTO, ON, MBA-1J6

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

WELLINGTON PARK CARE CENTRE
802 HAGER AVENUE, BURLINGTON, ON, L7S-1X2

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LALEH NEWELL (147)

o 3Inspé¢fi¢ﬁ Summary/Résumé dg_.i’_i__nspe_c_tio_n_ SRS

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

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care {DOC),
Registered Staff, Personal Support Workers (psw) and the Physician.

During the course of the inspection, the inspector(s) reviewed medical records, staff schedules, policy and
procedure,and observed resident home areas.

H-001640-11
H-002054-11
H-000351-12
H-002588-11

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Falls Prevention
Pain

Personal Support Services
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Responsive Behaviours

Skin and Wound Care
Sufficient Staffing

Ministry of Health and
Long-Term Care

Inspection Report under
the Long-Term Care
Homes Act, 2007

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection
prévue le Loi de 2007 les
foyers de soins de longue

Findings of Non-Compliance were found during this inspection.

- NON-COMPLIANCE / NON-RESPECT DES EXIGENCES

Legend

WN - Wﬂtten Notlf catlon '

VPG — Voluntary Plan of Correctlon
DR — " Direclor:Referral - ;
CO~ . -Compliance Order

WAQO — Work and Activity Order

- Legende .. DRI

: WN Aws écrat - :
. (VPG = -Plan de redregsement vo[ontalre
i DR—. :

Alguﬂlage au directeur -
CO " Ordre de conformité. : j Ll
WAQO — Ordres : travaux et actmtés

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

Le non-respect des exigences de la Loi de 2007 sur les foyers de _
soins de longue durée (LFSLD) a &té constaté. {Une exngence de la
loi comprend les exigences qui font partie des dléments énumérés

the definition of * requuremeni under this Act"In subsect[on 2(1)

dans la définition ds « exigence prévue par la presente loi », au -
of the LTCHA. ) - S

paragraphe 2(1) de ia LFSLD.

Ce qui suzt constttue un avis écrit de non-respect aux termes du

The foliowtng consmutes wntten notlf cation of nen- comphance
SEAEY paragraphe 1 de l artlc:]e 152 de [a LFSLD :

under paragraph ’i of sectlon 1 52 of the LTCHA '-

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 8. Nursing and personal support
sarvices

Specifically faifed to comply with the following subsections:

s. 8. (3) Every licensee of a long-term care home shall ensure that at least one registered nurse who is both an
employee of the licensee and a member of the regular nursing staff of the home is on duty and present in the
home at all times, except as provided for in the regulations. 2007, c. 8, s. 8 (3).

Findings/Faits saillants :

1. The home did not have at least one registered nurse (RN} who was an employee of the home and a member of the
regular nursing staff on duty during seven shifts between January, February and March 2012.

a. Interview with the Administrator and the Director of Care ( DOC) on March 21, 2012 and review of the RN schedule
for the months of January, February and March 2012 indicate that there have been seven shifts where there has been

no RN in the home. These shifts were covered by the DOC or extra Registered Practical Nurse {(RPN) were scheduled
to wark

Additional Required Actions:

CO # - 001 will he served on the licensee. Refer to the “"Order(s) of the Inspector”.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 76. Training
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Specifically failed {o comply with the following subsections:

s. 76. (7) Every licensee shall ensure that all staff who provide direct care to residents receive, as a condition of
continuing to have contact with residents, training in the areas set out in the following paragraphs, at times or at
intervals provided for in the regulations:

1. Abuse recognition and prevention.

2, Mental health issues, including caring for persons with dementia.

3. Behaviour management.

4. How to minimize the restraining of residents and, where restraining Is necessary, how to do so in accordance
with this Act and the regulations.

5. Palliative care.

6. Any other areas provided for in the regulations. 2007, c. 8, s. 76. (7).

Findings/Faits saillants :

1. A review of the training documentation for the period of January 2011 to December 2011 and interview with the staff
and Administrator confirmed that all staff who provided direct care to the residents did not receive the following training
related to Palliative care, mental health issues, dementia and behaviour management,

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 wriften plan of correction for achieving compliance to ensure that all staff who provide
direct care to residents receive, as a condition of continuing to have contact with residents, training in the areas
set out in the following paragraphs, at time or af intervals provided for in the regulations: Mental health issues,
including caring for persons with dementia, behaviour management and palliative care, to be implemented
voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care
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Specifically failed to comply with the following subsections:

s. 26. (3} A plan of care must be based on, at a minimum, interdisciplinary assessment of the following with
respect to the resident:

1. Cusfomary routines.

2. Cognition ability.

3. Communication abilities, including hearing and language.

4, Vision.

5. Mood and behaviour patterns, including wandering, any identified responsive behaviours, any potential
behavioural triggers and variations in resident functioning at different times of the day.

6. Psychological well-being.

7. Physical functioning, and the type and level of assistance that is required relating to activities of daily living,
including hygiene and grooming.

8. Continence, including bladder and bowel elimination.

9. Disease diagnosis.

10. Health conditions, including allergies, pain, risk of falls and other special needs.

11. Seasonal risk relating to hof weather.

12. Dental and oral status, including oral hygiene.

13. Nutritional status, including height, weight and any risks relating to nutrition care.

14. Hydration status and any risks relating to hydration.

15. Skin condition, including altered skin integrity and foot conditions.

16. Activity patterns and pursuits.

17. Brugs and treatments.

18. Special treatments and interventions.

19. Safety risks.

20. Nausea and vomiting.

21. Sleep patterns and preferences.

22. Cultural, spiritual and religious preferences and age-related needs and preferences,

23. Potential for discharge. O. Reg. 78/10, s. 26 (3}

Findings/Faits saillants :

1. The licensee failed to ensure that a plan of care was based con, at minimum, interdisciplinary assessment of the
following with respect to an identified resident's; Mood and behaviour patterns, Including wandering, any identified
responsive behaviours, any potential behavioural triggers and variations in resident functioning at different times of the
day.

a. The responsive behaviour plan of care for the resident is not based on an interdisciplinary assessment of the resident.
Interview with staff and documentation in the clinical health records indicate that the resident does exhibit inappropriate
responsive behaviours around the unif. There is no evidence that an interdisciplinary assessment related to these
behaviours has heen conducted. Triggers and variations in functioning at different times of the day have not been
identified. The plan of care has not been developed and implemented to manage these responsive behaviours.,

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Acf, 2007, §.0. 2007, ¢.8, 5.152(2} the licensee Is herehy
requested to prepare a written plan of correction for achieving compliance to ensure plan of care for all
residenis must be based on, at a minimum, interdisciplinary assessment of the following with respect fo the
resident, mood and behaviour patterns, including wandering, any identified responsive behaviours, any
potential behavioural tirggers and variations in resident functioning at different time of the day, to be
implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 24. 24-hour admission care plan
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Specifically failed to comply with the following subsections:

5. 24. (2} The care plan must identify the resident and must include, at a minimum, the following with respect to
the resident:

1. Any risks the resident may pose to himself or herself, including any risk of falling, and interventions to
mitigate those risks.

2. Any risks the resident may pose to others, including any potential behavioural triggers, and safety measures
to mitigate those risks.

3. The type and level of assistance required relating to activities of daily living.

4, Customary routines and comfort requirements.

5. Drugs and freatments required.

6. Known health conditions, including allergies and other conditions of which the licensee should be aware
upon admission, including interventions.

7. Skin condition, including interventions.

8. Diet orders, including food texture, fluid consistencies and food restrictions. 0. Reg. 79/10, s. 24 {2}.

Findings/Faits saillants :

1. The home failed {0 ensure that the 24-hour admission care plan developed for an identified resident which must
identify and include, at a minimum any risks the resident may pose to others, including any potential behavioural
triggers, and safety measures to mitigate those risk.

a. An identified resident was admitted to the home in 2011. The 24 hour admission care plan developed for the resident
did not include any potential behavioural friggers to mitigate any risk associated with behaviors. Review of the progress
notes indicate the resident did exhibit responsive behaviours and repeated concerns related to health condition. A
respansive behavioural assessment was inifiated by the registered staff a few days after the resident's admission to the
home, however never completed to determine the potential triggers and interventions or strategies to be outlined in the
resident's plan of care.

[ssued on this 24th day of July, 2012

lga reof necors Sgature de linspecter intus )

.2 D
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Ministry of Health and
Long-Term Care

Order(s) of the Inspector
Pursuant to section 153 and/or

section 154 of the Long-Term Care
Homes Act, 2007, 5.0. 2007, c.8

Health System Accountabhility and Performance Division
Performance improvement and Compliance Branch

Ministére de la Santé et
des Soins de longue durée

Ordre(s) de Finspecteur

Aux termes de f'arlicle 153 etiou

de I'article 164 de la Loi cle 2007 sur les fayers
de s0ins de longue durée, L.O. 2007, chap. 8

Division de la responsabilisation et de [a performance du systéme de sanié
Direction de I'amélioration de la performance et de la conformité

Public Copy/Copie du public

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

Inspection No. /
No de Finspection :

Type of Inspection /
Genre d’inspection:

Date of Inspection /
Date de 'inspection :

Licensee /
Titulaire de permis :

LTC Home /
Foyer de SLD :

Name of Administrator/
Nom de l'administratrice
ou de PFadministrateur :

LALEH NEWELL (147)
2012_026147_0009

Complaint

Mar 20, 21, 22, 23, 26, 27, Apr 11, 12, Jun 7, 2012

RYKKA CARE CENTRES LP

50 SAMOR ROAD, SUITE 205, TORONTO, ON, M6A-1J6

WELLINGTON PARK CARE CENTRE
802 HAGER AVENUE, BURLINGTON, ON, L75-1X2

KEVIN BAGLOLE

To RYKKA CARE CENTRES LP, 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
1/}:—' Ontarlo Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 153 and/or Aux termes de Farticle 153 etiou
section 154 of the Long-Term Care de l'article 154 de Ja Loi de 2007 sur jes foyers
Homes Act, 2007, 5.0. 2007, c.8 de soins de longue durée, L.O. 2007 chap. &
Order #/ Order Type /
Ordre no : 001 Genre d’'ordre : Compliance Orders, s. 153. (1) (b}

Pursuant to / Aux termes de :

LTCHA, 2007 S.0. 2007, c.8, s. 8. (3) Every licensee of a long-term care home shall ensure that at least one
registered nurse who is both an employee of the licensee and a member of the regular nursing staff of the home is
on duty and present in the hoeme at all times, except as provided for in the regulations. 2007, ¢. 8, s, 8 (3).

Order [ Ordre :

The licensee is to prepare and implement a plan to ensure that at least one Registered Nurse (RN} who is both
an employee of the licensee and a member of the regular nursing staff of the home is on duty and present in the

home at all times.

The licensee shall submit the plan to inspector Laleh Newell at Laleh.newell@ontario.ca by June 29, 2012
Grounds / Motifs :

1. The home does not have at least one registered nurse (RN} who is an employee of the home and a member
of the regular nursing staff on duty during seven shifts between January, February and March 2012.

a. Interview with the Administrator and the Director of Care ( DOC) on March 21, 2012 and review of the RN
schedule for the months of January, February and March 2012 indicate that there have heen seven shifts were
there has heen na RN in the home. These shifts were covered by the DOC or exira Registered Practical Nurse

(RPN) were scheduled in.

. (147)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’ici le : Jun 29, 2012

Page 2 ofide 4



Ministry of Health and Ministére de la Santé et

)f:}:-—} Long-Term Care des Soins de longue durée

L/~ Ontario Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 163 and/or Aux termes de larticle 153 et/ou
seclion 164 of the Long-Term Care de Particle 154 de la Loi de 2007 sinles foyers
Homes Act, 2007, 5.Q. 2007, c.8 de soins de longue durée, 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 an the Director within 28 days from the day the order was served on the
Licensee.

The written request for review must include,

(a) the pertions of the order in respect of which the review is requestad;
(k) any submissions that the Licensee wishes the Director to consider; and
(c} an address for services for the Licenses.

The written request for review must be served personally, by registered mail or by fax upon:
Direcior
c/o Appeals Coordinator
Performance Improvement and Compliance Branch
Ministry of Health and Long-Term Care
55 &1, Clair Avenue West
Suite 800, 8th Floor
Toronto, OGN M4V 2Y2
Fax: 416-327-7603

When service is made by registered maii, it is deemed to be mads an 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 afier 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 {o be confirmed by the Director and the Licensee is
deemed to have besen served with a copy of that decision on the expiry of the 28 day period.

The Licenses has the right to appeal the Director's decision on a reguest for review of an Inspector's Order(s) to the Health Services Appeal and
Review Board {(HSARB) in accordance with section 184 of the Long-Term Care Homes Act, 2007, The HSARB is an independent tribunal not
connacted with the Minisiry, 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 Diractor

Aftention Registrar Director

151 Bloor Street West cfo Appeals Coordinator

9th Floor Performance Improvement and Compliance Branch
Toronto, ON M5S 2T5 Ministry of Health and Long-Term Care

55 St, Ciair Avenue West
Suite 800, 8th Floor
Toronto, OGN M4V 2Y2
Fax: 416-327-7603

Upon receipt, the HSARB will acknowledge vour notice of appeal and will provide instructions regarding the appeal process. The Licenses may learn
more about the HSARB on the website www.hsarb.on.ca.
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Ministry of Health and Ministére de la Santé et

N:“} Long-Term Care des Soins de longue durée

L7~ Ontario Order(s) of the Inspector Ordre(s) de l'inspecteur

Pursuant to section 153 and/or Aux termes de Farticle 153 efou
section 154 of the Long-Term Care de l'article 154 de Ia Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, c.8 de s0ins de longue durée, L.O, 2007, chap. &

RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

PRENDRE AVIS

En vertu de l'arlicle 163 de la Loi de 2007 sur les foyers de soins de longue durée, le titulaire de permis peut demander au directeur de réexaminer
Fordre cu les ardres qu'il a donné et d'en suspendre V'exécution,

La demande de résxamen doit &tre présentée par écrit et est signifide au directeur dans les 28 jours qui suivent la signification de P'ordre au titulaire de
permis.

La demande de réexamen dolt contenir ce qui suit :

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

L.a demande écrite est signifiée en personne ou envoyée par courrier recommandé cu par téldcopieur au :

Diracteur

afs Coordinateur des appels

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

65, avenue St. Clair Ouest

8e étage, bureau 800

Toronto (Cntario}) M4V 2Y2

Télécopisur : 416-327-7603

Les demandes envayées par courrier recommandé sont réputées avoir été signifides le cinguidme jour sulvant I'envoi et, en cas de fransmission par
télécapieur, la signification est réputée faite le jour ouvrable suivant '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 répulés 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,

En vertu de I'arlicle 164 de la Loi de 2007 sur les fayers de soins de longue durés, le titulaire de permis a le droit d'interjeter appel, auprés de la
Commission d'appel ef de révision des services de santé, de la décision rendua par le directeur au sujet d’'une demande de réexamen d'un ordre ou
d'ordres donnés par un inspecteur. La Commission est un tribunal indépendant du ministére, Il a 4té établi en vertu de la loj 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 les 28 jours qui suivent
celui ot1 fui a &té signifié 'avis de décision du directeur, faire parvenir un avis Jd'appel écrit aux deux endroits suivants :

A T'attention du registraire Directeur

Commission d'appe! et de révisiocn des services de santé als Coordinateur des appels

151, rue Bloor Ouest, 9e étage Diraction de Famélicration de la perfermance et de fa conformité
Torento (Ontario) M5S 2T5 Ministére de la Santé et des Secins de longue durée

55, avenue St. Clair Quest
8e étage, bureau 800
Toronto (Ontario) M4V 2Y2
Télécopieur : 416-327-7603

La Commission accusera réceplion des avis d'appel et transmeftra des instructions sur la fagon de pracéder pour inferjeler appel. Les filulaires da
permis peuvent se renseigner sur la Commission d'appel et de révision des services de santé en consultant son site Web, au www.hsarb.on.ca.

Issued on this 7th day of June, 2012

Signature of Inspector /
Signature de l'inspecteur ;

Name of inspector /

Nom de l'inspecteur ; LALEH NEWELL
Service Area Office [
Bureau régional de services:  Hamilton Service Area Office
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