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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
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AT i e Inspectaon SummaryIR

The purpose of this inspection was to conduct a Complaint mspectton

During the course of the inspection, the inspector(s) spoke with During the course of the inspection, the
inspector(s) spoke with The Administrator, Director of Care, Food service manager, Dietitian, a resident, Power
of Attorney (POA) of resident, Recreational staff, Registered staff and personal support workers.

During the course of the inspection, the inspector(s) reviewed the health record of a resident, home's admission
package,the following policies were reviewed: managing complaints and zero tolerance of abuse.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Medication

Nutrition and Hydration

Prevention of Abuse, Neglect and Retaliation
Reporting and Complaints

Snack Observation
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Findings of Non-Compliance were found during this inspection.

'Legend

-VPC Vo]untary F'[an of Correctlnn RS _ ]
DR - - ‘Directcr Referral lnenin s e PR |gr.ullage au directeur-
‘CO= 7 Compliance Order EE RS S PRSP 0. Ordre de conformlte
‘WAO - Work and Activity Order L L AT SRR

Non-compliance with requirements under the Long Term Care . Le rion- respect des exigences de la Loi de 2007 sUur Ies foyers de
‘Homes Act; 2007 (LTCHA) was found.. . (A requrrement unde the soms delongue cturee (LFSLD) 3 été constate (Une emgence de Ia .
LTCHA includes the requirements contained in the items listed in
the definition of "requrrement under thls Act®in subsection 2(1) £

'of the LTCHA )

3The followmg constltutes wrllten notrf‘ cation of n

-compliance '5:-.
under paragraph Tof sectlon 152:of the LTCHA L

WN #1: The Licensee has failed to comply with L.TCHA, 2007 S.0. 2007, c.a, s. 6. Plan of care
Specifically fzailed 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
(¢} clear directions to staff and others who provide direct care fo the resident. 2007, c. 8, s. 6 {(1).

Findings/Faits saillants :

1. The licensee failed to ensure that there is a written plan of care for an identified resident that sets out clear directions
to staff and others who provide direct care to the resident with respect to ensuring:
1)}two persons provide care to the resident at all times 2) dietary restrictions.

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

s.76.{2) Every licensee shall ensure that no person mentioned in subsection (1) performs their responsibilities
before receiving training in the areas mentioned below:

. The Residents’ Bill of Rights.

. The long-term care home’s mission statement.

. The long-term care home’s policy to promote zero tolerance of abuse and neglect of residents.

. The duty under section 24 to make mandatory reports.

. The protections afforded by section 26.

. The long-term care home’s policy to minimize the restraining of residents.

. Fire prevention and safety.

. Emergency and evacuation procedures.

. Infection prevention and control.

10. All Acts, regulations, policies of the Ministry and similar documents, including policies of the licensee, that
are relevant to the person’s responsibilities.

11. Any other areas provided for in the regulations. 2007, c. 8, s. 76. (2).

D=t L=
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Findings/Faits saillants :
1. The licensee failed to ensure that staff receive training on the duty under section 24 to make mandatory reports.

Not all staff within the home have received training in the area of mandatory reporting under section 24 of the Act.

Additional Required Actions:

VPC - 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 to ensure that all staff at the home
receive fraining on the duty under section 24 to make mandatory reports, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with 0.Reg 79/10, s. 97. Notification re incidents
Specifically failed to comply with the following subsections:

s.97.(2) The licensee shall ensure that the resident and the resident’s substitute decision-maker, if any, are
notified of the results of the investigation required under subsection 23 (1) of the Act, immediately upon the
completion of the investigation. O. Reg. 79/10, s. 97 (2).

Findings/Faits saillants :
1. The licensee failed to ensure that an identified resident's substitute decision-maker(SDM) was notified of the results of
an alieged abuse immediately upon the completion.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 131. Administration of drugs
Specifically failed to comply with the following subsections:

5. 131. (2) The licensee shall ensure that drugs are administered to residents in accordance with the directions
for use specified by the prescriber. O. Reg. 79/10, s. 131 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that drugs were administered to an identified resident in accordance with the directions
specified by the prescriber.

Issued on this 16th day of January, 2012

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