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KINGSWAY NURSING HOMES LIMITED

310 Queen Street East, R.R. #6, ST. MARYS, ON, N4X-1C8
Long-Term Care Home/Foyer de soins de longue durée

KINGSWAY LODGE NURSING HOME
310 QUEEN STREET EAST, R.R. #6, ST. MARYS, ON, N4X-1C8

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
JUNE OSBORN (105) _
i tnspectlon Summary]Resume de I’ mspectton '

The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): August 21, 2013

During the course of the inspection, the inspector(s) spoke with the resident, the
Administrator, and 2 Registered Practical Nurses.

During the course of the inspection, the inspector(s) completed a clinical record
review, reviewed a policy and other relevant documents.

The following Inspection Protocols were used during this inspection:
Critical Incident Response
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Falls Prevention
Skin and Wound Care

Findings of Non-Compliance were found

during this inspection.

NON COMPLIANCE I NON

RESPECT DES EXIGENCES

Legend fi”"”

VPC Voluntary Plan of Cofrectlon S
DR - Director Referrai
CO - Compliance Order

:.. DR —
|COo -

Legende
TWN - Aws ecnt SERRE |
|VPC - Plan de redressement volontalre
Aiguillage au directeur '

Ordre de conformité

””"WAO Work and Actlvzty Order

T |WAO = Ordres : travaux et activités

Non-compliance wzth requ;rements under
the Long-Term Care, Homes Act, 2007
(LTCHA) was found. (A requ1rement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under th_I_S_
Act"in subs_e_ct_ion 2(1) of the LTCHA.) b

The followmg constltutes Wntten
notification of non-compliance under
paragraph 1 of section 152 of the LT_CH_A__

Le non-respect des ex;gences de la Lon _de
2007 sur les foyers de soins de longue =

lexigence de ia I0| comprend Ies ex:gences_

{qui font partie des éléments énumérés
dans la définition de « exigence prevue
_|par la présente loi », au paragraphe 2(1) -
de la LFSLD :

=) respect aux termes du paragraphe 1 de Ef
I articie 152 de Ia LFSLD

WN #1: The Licensee has failed to comply with 0.Reg 79/10, s. 50. Skin and

wound care
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Specifically failed to comply with the following:

s. 50. (2) Every licensee of a long-term care home shall ensure that,
(a) a resident at risk of altered skin integrity receives a skin assessment by a
member of the registered nursing staff,

(i) within 24 hours of the resident’s admission,

(ii) upon any return of the resident from hospital, and

(iii) upon any return of the resident from an absence of greater than 24 hours;
O. Reg. 79/10, s. 50 (2).

Findings/Faits saillants :
1. The licensee has failed to ensure that a resident received a skin assessment on

__return to the home following admission to hospital. This was confirmedbya

Registered Practical Nurse. [s. 50. (2) (a) (ii)]
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 written plan of correction for
achieving compliance to ensure residents receive a skin assessment upon any
return from the hospital, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents
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Specifically failed to comply with the following:

s. 107. (3) The licensee shall ensure that the Director is informed of the
following incidents in the home no later than one business day after the
occurrence of the incident, followed by the report required under subsection
(4):

1. A resident who is missing for less than three hours and who returns to the
home with no injury or adverse change in condition. O. Reg. 79/10, s. 107 (3).
2. An environmental hazard, including a breakdown or failure of the security
system or a breakdown of major equipment or a system in the home that affects
the provision of care or the safety, security or well-being of residents for a
period greater than six hours. O. Reg. 79/10, s. 107 (3).

3. A missing or unaccounted for controlied substance. 0. Reg:. 79/10, s. 107 (3}.

4. An injury in respect of which a person is taken to hospital. O. Reg. 79/10, s.
107 (3).

5. A medication incident or adverse drug reaction in respect of which a resident
is taken to hospital. O. Reg. 79/10, s. 107 (3).

Findings/Faits saillants :

1. The licensee has failed to inform the director no later than one business day after
an injury in respect of which a person was taken to the hospital. This is evidenced by
a critical incident having been submitted 3 business days following the incident and
transfer to hospital, This was confirmed by a Registered Practical Nurse. [s. 107. (3)]

Additional Required Actions:

VPG - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the Director is notified of injuries requiring
hospital transfers within one business day, to be implemented voluntarily.
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Issued on this 26th day of August, 2013

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

fﬂng CISB OM)
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