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Licensee/Tifulaire de permis

GRACE VILLA LIMITED
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Long-Term Care Home/Foyer de soins de longue durée

GRACE VILLA NURSING HOME
45 LOCKTON CRESCENT, HAMILTON, ON, L8V-4V5

Name of Inspector{s)/Nom de Finspecteur ou des inspecteurs
_S_H_AR_LEE _M__QNAL_LY_ (141 )

The purpose of this lnspectlon was to conduct a Complamt lnspectlon

During the course of the inspection, the inspector(s} spoke with the Administrator, the Director of Care (DOC),
Registered Nurses (RNs), Registered Practical Nurses (RPNs), Personal Support Workers (PSWs)

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

Log #H-001499-12

The following Inspection Protocols were used during this inspection:
Personal Support Services

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON COMPL?ANCE I NON RESPECT DES EX{GENCES
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VPC - Volintary Plan of: Correctlon
DR=:Director Referral -

GO = Compliance Ordar -
WAO .~ Work and Activity Ord eri-

WN-

: Legera'dé

: WN Awsécrlt

Non-comphance with requiremsnts under the Long-Ten

Hornes Act, 2007 (LTCHA) was found. (A requirement tfider the |soins de|

LTCHA Includes the requirements contained in‘the ftems listed in
the definition 'of *requirement under this Act™ In subsection 2(1)::
of the LTCHA ) G '

The foilowmg constltutes wr;tten notuﬁcahon of non- compilance
under paragraph 1 of section 152 of lhe LTCHA' :

: paragfaphe 2013 de laLFSLD.

; paragraphe 1 de ]'arttcle 152'dela LFSLD S

de durée (LFSLD) a: été ‘constats. (Une exigence de la’
loi comprend les exigences qui font partie des éiémems énumérés ™
dans la définition de « ex1gence prévua parla présente foi:n, au::

Ce qui:suit const:tue un avis écrit de

WN #1: The Licensee has falled to comply with LTCHA, 2097 $.0. 2007, ¢.8, s. 3. Residents’ Bill of Rights
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Specifically failed fo comply with the following subsections:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following rights of residents are fully
respected and promoted:

1. Every resident has the right to be {reated with courtesy and respect and in a way that fully recognizes the
resident’s individuality and respects the resident’s dignity.

2. Every resident has the right to be protected from abuse.

3. Every resident has the right not to be neglected by the licensee or staff.

4. Every resident has the right to be properly sheltered, fed, clothed, groomed and cared for in a manner
consistent with his or her needs.

5. Every resident has the right to live in a safe and clean environment.

6. Every resident has the right {o exercise the rights of a citizen.

7. Every resident has the right to be told who is responsible for and who is providing the resident’s direct care.

8. Every resident has the right to be afforded privacy in tfreatment and in caring for his or her personal needs.
9. Every resident has the right to have his or her participation in decision-making respected.

10. Every resident has the right to keep and display personal possessions, pictures and furnishings in his or
her room subject to safety requirements and the rights of other residents.

11. Every resident has the right to,

i. participate fully in the development, implementation, review and revision of his or her plan of care,

li. give or refuse consent to any treatment, care or services for which his or her consent is required by law and
to be informed of the consequences of giving or refusing consent,

iii. participate fully in making any decision concerning any aspect of his or her care, including any decision
concerning his or her admission, discharge or transfer to or from a long-term care home or a secure unit and to
obtain an independent opinion with regard to any of those matters, and

iv. have his or her personal health information within the meaning of the Personal Health Information Protection
Act, 2004 kept confidential in accordance with that Act, and to have access to his or her records of personal
health information, including his or her plan of care, in accordance with that Act.

12, Every resident has the right to receive care and assistance towards independence based on a restorative
care philosophy to maximize independence to the greatest extent possible.

13. Every resident has the right not to be restrained, except in the limited circumstances provided for under this
Act and subject to the requirements provided for under this Act.

14. Every resident has the right to communicate in confidence, receive visitors of his or her choice and consult
in private with any person without interference,

15. Every resident who is dying or who is very ill has the right to have family and fnends present 24 hours per
day.

16. Every resident has the right to designate a person to receive information concerning any transfer or any
hospitalization of the resident and to have that person receive that information immediately.

17, Every resident has the right to raise concerns or recommend changes in policies and services on behaif of
himself or herself or others to the following persons and organizations without interference and without fear of
coercion, discrimination or reprisal, whether directed at the resident or anyone else,

i. the Residents’ Council,

ii. the Family Councill,

i the licensee, and, if the licensee is a corporation, the directors and officers of the corporation, and, in the
case of a home approved under Part VIIl, a member of the committee of management for the home under section
132 or of the board of management for the home under section 125 or 129,

iv. staff members,

v. government officials,

vi. any other person inside or outside the long-term care home.

18. Every resident has the right to form friendships and relationships and to participate in the life of the long-
term care home.

19. Every resident has the right to have his or her lifestyle and choices respected.

20. Every resident has the right to participate in the Residents’ Council.

21. Every resident has the right to meet privately with his or her spouse or another person in a room that
assures pnvacv
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22. Every resident has the right to share a room with another resident according to their mutual wishes, if
appropriate accommodation is available.

23. Every resident has the right to pursue social, cultural, religious, spiritual and other interests, to develop his
or her potential and to be given reasonable assistance by the licensee to pursue these interests and to develop
his or her potential.

24, Every resident has the right to be informed in writing of any law, rule or policy affecting services provided to
the resident and of the procedures for initiating complaints.

25. Every resident has the right to manage his or her own financial affairs unless the resident lacks the legal
capacity to do so.

26. Every resident has the right to be given access to protected outdoor areas in order to enjoy outdoor activity
unless the physical setting makes this impossible.

27. Every resident has the right to have any friend, family member, or other person of importance to the
resident attend any meeting with the licensee or the staff of the home. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :

1. The licensee did not ensure that resident #1 was provided the opportunity to give or refuse consent to any treatment,
care or service for which his or her consent is required. The resident was referred to and received an assessment from
an outside specialized resource in August, 2012, The home did not infarm the Power of Attorney (POA) of the referral or
assessment. The completed referral form did not indicate that the resident or family were aware of the referral. The
DOC confirmed the POA or resident did not consent to the referral or assessment. s.3(1)11.ii

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

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, ¢, 8, 5.6 (7).

Findings/Faits saillants :

1. The licensee did not ensure that the care set out in the plan of care was provided to resident #1 as specified in the
plan. The resident's plan of care included the instruction for the resident to be placed to bed post lunch. In July, 2012
the resident was observed to be up in the lounge area in the afternoon, and did not appear to have been placed in bed
after lunch. The home's documentation related to their investigation into this concern included the action of staff being
reminded to put the resident to bed after lunch. Staff interviewed confirmed the resident was not placed to bed after
lunch on the identified date.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 34. Oral care
Specifically failed to comply with the foliowing subsections:

s. 34, (1) Every licensee of a long-term care home shall ensure that each resident of the home receives oral care
to maintain the integrity of the oral tissue that includes,

{(a) mouth care in the morning and evening, including the cleaning of dentures;

(b) physical assistance or cuing to help a resident who cannot, for any reason, brush his or her own teeth; and
(¢} an offer of an annual dental assessment and other preventive dental services, subject to payment being
authorized by the resident or the resident’s substitute decision-maker, if payment is required. O. Reg. 79/10, s.
34 (1),

Findings/Faits saillants :
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1. The licensee did not ensure resident #1 received mouth care in the morning and evening including the cleaning of
dentures. The resident's plan of care did not provide direction to staff on how frequently the resident's dentures were to
be cleaned. In July, 2012 the Power of Attorney (POA) visited the resident and found their dentures to be excessively
soiled with food debris. The registered nursing staff, who observed the dentures with the POA, confirmed the dentures
were crusted with old dried food debris. The staff member who provided care to the resident on the moming of the visit
confirmed the dentures were not cleaned, as staff person thought it was the bath teams responsibility and the resident
was scheduled for a bath on the identified morning. The DOC confirmed the cleaning of dentures is not within the dufies

of the bath team. s.34(1)(a)

Issued on this 18th day of October, 2012

Signature of Inspector(s)/Signature de Finspecteur ou des inspecteurs

it ok

Page 5 of 5



