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

This inspection was conducted on the following date(s): December 14-17, 2021, and
off-site on December 21-22, 2021.

The following intakes were completed in this Complaint inspection:

Log #015877-21, Follow-up to Compliance Order (CO) #002 related to maintenance
from inspection #2021 769646 0013;

Log #017719-21 related to medication administration;

Log #019070-21 related to prevention of neglect; and

Log #020265-21 related to reporting certain matters to Director.

During the course of the inspection, the inspector(s) spoke with the Executive
Director (ED), Director of Care (DOC), Assistant Director of Care (ADOC) /
Behavioural Supports Ontario (BSO) Lead, Physician, Infection Prevention and
Control (IPAC) Lead, Registered Dietitian (RD), Maintenance Aide, Registered
Nurses (RN), Registered Practical Nurses (RPN), Personal Support Workers (PSW),
and residents.

During the course of the inspection, the inspector(s) reviewed residents' health
records, audit reports of resident's washrooms, audit review and action plan;
conducted observations of residents, and staff to resident interactions.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Maintenance

Infection Prevention and Control

Medication

Nutrition and Hydration

Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours

During the course of this inspection, Non-Compliances were issued.
2 WN(s)
1 VPC(s)
0 CO(s)
0 DR(s)
0 WAO(s)
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The following previously issued Order(s) were found to be in compliance at the

time of this inspection:

Les Ordre(s) suivants émis antérieurement ont été trouves en conformité lors de

cette inspection:

REQUIREMENT/
EXIGENCE

TYPE OF ACTION/
GENRE DE MESURE

INSPECTION # /
DE L’INSPECTION

NO|INSPECTOR ID #/

NO DE L’INSPECTEUR

O.Reg 79/10 s. 90. |CO #002

(2)

2021_769646_0013

726

NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legend

WN — Written Notification

VPC — Voluntary Plan of Correction
DR — Director Referral

CO - Compliance Order

WAOQO — Work and Activity Order

Légende

WN — Auvis écrit

VPC - Plan de redressement volontaire
DR — Aiguillage au directeur

CO - Ordre de conformité

WAO - Ordres : travaux et activités

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 the definition
of "requirement under this Act" in
subsection 2(1) of the LTCHA).

The following constitutes written notification
of non-compliance under paragraph 1 of
section 152 of the LTCHA.

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
durée (LFSLD) a été constaté. (une
exigence de la loi comprend les exigences
qui font partie des éléments énumérés dans
la définition de « exigence prévue par la
présente loi », au paragraphe 2(1) de la
LFSLD.

Ce qui suit constitue un avis écrit de non-
respect aux termes du paragraphe 1 de
l'article 152 de la LFSLD.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive
behaviours

Specifically failed to comply with the following:

s. 53. (4) The licensee shall ensure that, for each resident demonstrating
responsive behaviours,

(a) the behavioural triggers for the resident are identified, where possible; O. Reg.
79/10, s. 53 (4).

(b) strategies are developed and implemented to respond to these behaviours,
where possible; and O. Reg. 79/10, s. 53 (4).

(c) actions are taken to respond to the needs of the resident, including
assessments, reassessments and interventions and that the resident’s responses
to interventions are documented. O. Reg. 79/10, s. 53 (4).

Findings/Faits saillants :

Page 4 of/de 7



. Ministry of Long-Term Ministere des Soins de longue
Ontario @ Care duree

Inspection Report under Rapport d'inspection en vertu de
the Long-Term Care la Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

1. The licensee has failed to ensure that when a resident demonstrated responsive
behaviours, an assessment was completed, and strategies were developed to respond to
these behaviours.

There was a physician order written for a resident with specified diagnoses to monitor the
therapeutic level of a medication every three months. The resident’s clinical records
indicated that the resident experienced responsive behaviours and refused the
monitoring on multiple occasions over a few months. The resident then had a medical
incident and was found unresponsive. As a result, they were transferred to the hospital.
Diagnostic results at the hospital revealed low level of the specified medication.

The BSO Lead acknowledged that the resident was not assessed for their responsive
behaviors with respect to refusal of the above monitoring, therefore triggers and
strategies were not developed to respond to those behaviours.

Failure to complete an assessment, developing, and implementing strategies to respond
to the resident's behaviours resulted in care not being completed as required to monitor
the resident's condition. As a result, the resident had a low level of the specified
medication when they experienced a medical incident.

Sources: resident’s clinical records, interview with BSO Lead and other staff. [s. 53. (4)

(b)]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0O. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that for each resident demonstrating responsive
behaviours, strategies are developed and implemented to respond to these
behaviours, where possible, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 24.
Reporting certain matters to Director
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Specifically failed to comply with the following:

S. 24. (1) A person who has reasonable grounds to suspect that any of the
following has occurred or may occur shall immediately report the suspicion and
the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm or
arisk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).

2. Abuse of aresident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or arisk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).
3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007, c.
8,s.24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, s. 24 (1), 195 (2).
5. Misuse or misappropriation of funding provided to a licensee under this Act or
the Local Health System Integration Act, 2006. 2007, c. 8, s. 24 (1), 195 (2).

Findings/Faits saillants :

1. The licensee has failed to ensure that immediate reports to the Director were
completed when there were reasonable grounds to suspect improper care of a resident.

The home received three letters on three specified dates, from a resident’s family
member. All three letters alleged neglect, abuse, improper nutrition and hydration care,
and untreated medical condition.

The Director of Care stated that the home had concerns regarding resident’s poor intake
and weight loss. They acknowledged that above mentioned allegations were not reported
to the Director and the home did not investigate the allegations made on two of the
letters received from the resident’s family member.

Failure to immediately report incidents of improper treatment or care, puts residents at
risk for potential continuation of such treatment.

Sources: home’s complaint binder, and interview with DOC. [s. 24. (1)]
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Issued on this 12th day of January, 2022

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

Original report signed by the inspector.
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