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Report Date(s) / Inspection No / Log # / Type of Inspection /
Date(s) du Rapport No de I'inspection Registre no Genre d’inspection
Aug 8, 2014 2014_108110_0009 T-348-14 Follow up

Licensee/Titulaire de permis

TORONTO LONG-TERM CARE HOMES AND SERVICES
556 JOHN STREET, METRO HALL, 11th FLOOR, TORONTO, ON, M5V-3C6

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

CASTLEVIEW WYCHWOOD TOWERS
351 CHRISTIE STREET, TORONTO, ON, M6G-3C3

Name of Inspector(s)/Nom de l'inspecteur ou des inspecteurs
DIANEBROWN (110)

The purpose of thls II‘I”S”bé.C.tlbn was to conduct a Follow up lnspectlon

This inspection was conducted on the following date(s): June 25 and 26, 2014.
During the course of the inspection, the inspector(s) spoke with the
administrator, assistant administrator, nurse managers, dietitian, registered

staff, personal care aides and an identified resident.

During the course of the inspection, the inspector{s) observed dining services,
provision of resident care, staff/resident interaction, reviewed resident health
records and staff training records.

The following Inspection Protocols were used during this inspection:
Nutrition and Hydration
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Findings of Non-Compliance were found during this inspection.

quirement under this
of

WN #1: The Licensee has failed to comply with O.Regq 79/10, s. 73. Dining and
shack service

Specifically failed to comply with the following:

s. 73. (1) Every licensee of a long-term care home shall ensure that the home
has a dining and snack service that includes, at a minimum, the following
elements:

10. Proper techniques to assist residents with eating, including safe positioning
of residents who require assistance. 0. Reg. 79/10, s. 73 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure that proper techniques were used to assist residents
with eating, including safe positioning of residents who require assistance.

Section 73(1) of the O. Reg 79/10 was previously issued on July 5, 2013 and
February 6, 2014, as a compliance order for inspection #2013_103193 008 and

inspection #2014_241502_0001.

A review of the home's education package, "safe positioning and assisting the
residents at mealtime and snacks", used during a mandatory staff in-service March
2014, outlined the home's expectation on the correct position of residents and staff
during meals. The information included the following: the resident must be in the
correct position, feet on the ground, seating up straight/upright, chin at a 90 degrees
angle and seated at an appropriate height.

The staff must be in the correct position to help a resident to eat, seated and face to
face; same height as the resident; and they must adjust their seat so they are at the

resident's eye level.

Resident #1's plan of care identified resident with chewing and swallowing problems
and requiring a modified diet. The plan of care included a strategy to "ensure resident
is upright at 90 degrees during meals and for 30 minutes post”.

On an identified date and time during the breakfast meal service on an identified fioor,
resident #1 was observed to be in an unsafe feeding position while being assisted with
eating by a personal care aide (PCA). Resident #1 was observed in an unsafe
reclined position, at approximately 70 degrees while being fed. The resident was not
at eye level with the staff member assisting with feeding.

An interview with the PCA revealed that he/she acknowledged that resident #1 was
not being assisted in the proper feeding position. The PCA identified that the correct
feeding position of the resident should be 90-degree.

Registered nurse(RN) was notified by the inspector to assess resident #1's position
for feeding. The RN stated that the resident's position was "definitely not appropriate
for feeding” as the resident was not upright. The RN proceeded to reposition the
resident, along with the PCA, into an upright, 90 degree angle. After the resident was
repositioned the resident reported that he/she was comfortable when asked by
inspector.
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An interview with staff revealed that resident #1 often eats breakfast in bed. The RN
reported to inspector that she was not aware that the residents’ bed does not elevate

to 90 degrees.

An interview with the nurse manager and assistant administrator both revealed that
residents are expected to be positioned at 90 degrees when fed in bed and if a bed
does not elevate to this level that staff should use pillows to correctly position the
resident. The nurse manager and assistant administrator also stated that PCA's are
expected to report to the registered staff that a residents' bed does not elevate to 90
degrees.

At breakfast, in an identified dining room, four residents requiring total feeding
assistance were observed being fed by three PCA's. The PCA's were observed
seated in a chair, in a position above the resident's they were assisting. All

PCA's acknowledged that they were not totally assisting (feeding) residents while
positioned at eye level and stated that chairs were not available to staff to facilitate this
appropriate position. The management staff interviewed were not aware of the staff's
response that adequate, appropriate chairs were not available to staff.(110)

Additional Required Actions:

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

Issued on this 25th day of September, 2014

Signature of Inspector(s)/Signature de Pinspecteur ou
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Name of Inspector (ID #) /
Nom de l'inspecteur (No) : pJANE BROWN (110)

Inspection No. /

No de I'inspection : 2014 108110 _0009
Log No./
Registre no: T-348-14
Type of Inspection /
Genre d’ Follow up
inspection:
Report Date(s) /
Date(s) du Rapport : Aug 8, 2014
Licensee /
Titulaire de permis : TORONTO LONG-TERM CARE HOMES AND
SERVICES

25 JOHN STREET, METRO HALL, 11th FLOOR,
TORONTO, ON, M5V-3C6
LTC Home /

Foyer de SLD : CASTLEVIEW WYCHWOOD TOWERS
351 CHRISTIE STREET, TORONTO, ON, M6G-3C3

Name of Administrator /
Nom de Padministratrice
ou de Padministrateur : Nancy Lew

To TORONTO LONG-TERM CARE HOMES AND SERVICES, you are hereby
required to comply with the following order(s) by the date(s) set out below:
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Aux termes de Farficle 153 st'ou

de V'article 154 de ta Loi de 2007 surjes foyers
de goins de ongue durée, L.C. 2007, chap. 8



Ministry of Health and Ministére de |z Santé et

T‘};—} Long-Term Care des Soins de longue durée

if’k—» Oﬂtaﬂ{} Order(s} of the Inspector Ordre(s) de Pinspecteur
Pursuant {o section 153 andior Aux lermes de farticle 153 etou
seciion 154 of the Long-Tenm Care de Farticie 154 de Ia Lof de 2067 sur fes foyers
Homes Act, 2007, 5.0, 2007, c 8 de 30i1¢ de longue durée, L.Q. 2007, chao. 8

Order #/ Order Type /

Ordre no : 001 Genre d’ordre :  Compliance Orders, s. 153. (1) (b)

Linked to Existing Order /

Lien vers ordre 2014_241502_0001, CO #001;
existant:

Pursuant to / Aux termes de :

O.Reg 79/10, 5. 73. (1) Every licensee of a long-term care home shall ensure
that the home has a dining and snack service that includes, at a minimum, the
following elements:

1. Communication of the seven-day and daily menus to residents.

2. Review, subject to compliance with subsection 71 (6), of meal and snack times
by the Residents’ Council.

3. Meal service in a congregate dining setting uniess a resident's assessed
needs indicate otherwise,

4. Monitoring of all residents during meais.

5. A process to ensure that food service workers and other staff assisting
residents are aware of the residents’ diets, special needs and preferences.

6. Food and fluids being served at a temperature that is both safe and palatabie
to the residents,

7. Sufficient time for every resident to eat at his or her own pace.

8. Course by course service of meals for each resident, unless otherwise
indicated by the resident or by the resident's assessed needs.

9. Providing residents with any eating aids, assistive devices, personal
assistance and encouragement required to safely eat and drink as comfortably
and independently as possible.

10. Proper techniques to assist residents with eating, including safe positioning
of residents who require assistance.

11. Appropriate furnishings and equipment in resident dining areas, including
comfortabie dining room chairs and dining room tables at an appropriate height to
meet the needs of all residents and appropriate seating for staff who are assisting
residents to eat, O. Reg. 79/10, s. 73 (1).

Order / Ordre :
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The Licensee shall complete the following tasks:

1) Ensure Resident #1 is positioned safely for feeding during meal and snack
times.

2) Ensure the appropriate equipment is availabie to support staff in using proper
techniques to feed residents requiring assistance.

3a) Prepare, submit and implement a pian for achieving compliance with O. Reg
79/10,s. 73. (1)

3b) The plan must include:

- a sustainable system for ongoing monitoring for meal and snack services for all
residents to safeguard that residents are assisted / fed safely at all times,
including safe positioning.

- a system to ensure supervisory staff are aware of residents receiving feeding
assistance in their room and the need to provide supervision of staff for proper
feeding techniques and resident positioning.

- a system to immediately address when staff are unable to locate appropriate
chairs for feeding or unable to position a resident in bed for safe feeding.

- the plan must also identify who will be responsible to monitor meal and snack
service to safeguard that residents are assisted/fed safely at all times, including
safe positioning and equipment.

The plan must be submitted to Diane Brown@ontario.ca by August 29, 2014.

Grounds / Motifs :

1. The licensee failed to ensure that proper techniques were used to assist
residents with eating, including safe positioning of residents who require
assistance.

Section 73(1) of the O. Reg 79/10 was previously issued on July 5, 2013 and
February 6, 2014, as a compliance order for inspection #201 3_103193 008 and
inspection #2014_241502_0001.

A review of the home's education package, "safe positioning and assisting the
residents at mealtime and snacks", used during a mandatory staff in-service
March 2014, outlined the home's expectation on the correct position of residents
and staff during meals. The information included the following: the resident must
be in the correct position, feet on the ground, seating up straight/upright, chin at
a 90 degrees angle and seated at an appropriate height.

The staff must be in the correct position te help a resident to eat, seated and
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face to face; same height as the resident: and they must adjust their seat so
they are at the resident’s eye level.

Resident #1's plan of care identified resident with chewing and swaliowing
problems and requiring a modified diet. The plan of care included a strategy to
"ensure resident is upright at 90 degrees during meals and for 30 minutes post”.

On an identified date and time during the breakfast meal service on an identified
floor, resident #1 was observed to be in an unsafe feeding position while being
assisted with eating by a personal care aide (PCA). Resident #1 was observed
in an unsafe reclined position, at approximately 70 degrees while being fed. The
resident was not at eye level with the staff member assisting with feeding.

An interview with the PCA revealed that he/she acknowledged that resident #1
was not being assisted in the proper feeding position. The PCA identified that
the correct feeding position of the resident should be 90-degree,

Registered nurse(RN) was notified by the inspector to assess resident #1's
position for feeding. The RN stated that the resident's position was "definitely not
appropriate for feeding” as the resident was not upright, The RN proceeded to
reposition the resident, along with the PCA, into an upright, 80 degree angle.
After the resident was repositioned the resident reported that he/she was
comfortable when asked by inspector.

An interview with staff revealed that resident #1 often eats breakfast in bed. The
RN reported to inspector that she was not aware that the residents' bed does not
elevate to 90 degrees.

An interview with the nurse manager and assistant administrator both revealed
that residents are expected to be positioned at 90 degrees when fed in bed and
if a bed does not elevate to this level that staff should use pillows to correctly
position the resident. The nurse manager and assistant administrator also stated
that PCA's are expected to report to the registered staff that a residents’ bed
does not elevate to 90 degrees.

At breakfast, in an identified dining room, four residents requiring total feeding
assistance were observed being fed by three PCA's. The PCA's were observed
seated in a chair, in a position above the resident's they were assisting. Al
PCA's acknowledged that they were not totally assisting (feeding) residents
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while positioned at eye level and stated that chairs were not available to staff to
facilitate this appropriate position. The management staff interviewed were not
aware of the staff's response that adequate, appropriate chairs were not
available to staff.(110)

(110)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’icile: Sep 16, 2014
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REVIEW/APPEAL INFORMATION

TAKE NOTICE:

The Licensee has the right to request a review by the Director of this (these) Order(s)
and fo 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

M5S-2B1

Fax: 416-327-7603
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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 Heaith 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 ¢/o 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 appeai 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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RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

PRENDRE AVIS

En vertu de I'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 'ordre ou les ordres qu’
il @ 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 Fordre au titulaire de permis.

La demande de réexamen doit contenir ce qui suit :

a) les parties de I'ordre qui font I'objet de la demande de réexamen;
b) les observations que le titulaire de permis souhaite que le directeur examine;
c) 'adresse 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 I'amélioration de la performance et de la conformité
Ministere de la Santé et des Soins de longue durée

1075, rue Bay, 11e étage

Ontario, ON

M5S-2B1

Fax: 416-327-7603

Les demandes envoyées par courrier recommandé sont réputées avoir été signifiées
le cinquiéme jour suivant I'envoi et, en cas de transmission par telécopieur, la
signification est réputée faite le jour ouvrable suivant I'envoi. Si le titufaire 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, I'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 I'expiration du délai de 28 jours,
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En vertu de I'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 tribunal indépendant du ministére. || a été établi en verty de la loi
et il a pour mandat de trancher des litiges concernant ies services de santé. Le
titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui
suivent celui ol lui a été signifié I'avis de décision du directeur, faire parvenir un avis
d’appel écrit aux deux endroits suivants -

A I'attention du registraire Directeur
Commission d'appel et de révision a/s Coordinateur des appels
des services de santé Direction de I'amélioration de |a performance et de Ia
151, rue Bloor Quest, 9e étage conformité
Toronto (Ontario) M5S 2T5 Ministere 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 transmetira 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 santé en
consultant son site Web, au www.hsarb.on.ca.

Issued on this 8th day of August, 2014

Signature of Inspector / . N
Signature de I'inspecteur : “‘“}k{\{’\ug/ LN A
AL .

Name of Inspector /
Nom de Pinspecteur : DIANE BROWN

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