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Licensee/Titulaire de permis

ROYAL CANADIAN LEGION DISTRICT 'D' CARE CENTRES

59 Lawson Rd, TORONTO, ON, M1C-2J1

Long-Term Care Home/Foyer de soins de longue durée
"TONY STACEY CENTRE FOR VETERANS' CARE

59 Lawson Road, TORONTO, ON, M1C-2J1

Name of Inspector(s)/Nom de 'inspecteur ou des mspecteurs

AMANDA NIXON (148)

Inspec ion. Summarleesume de I’mspectlon
The purpose of this inspection was to conduct a Complaint mspectlon

This inspection was conducted on the following date(s): November 19, 2013, on
site.

During the course of the inspection, the inspector(s) spoke with Administrator,
registered and non-registered nursing staff members.

| During the course of the inspection, the inspector(s) reviewed the resident
health care record, including plan of care and flow sheets.

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

Findings of Non-Compiiance were found during this inspection.

NON-COMPLIANCE / NON - RESPECT’/TV
Legende o

S EXIGENCES

WN — Avis ecnt / -
 |VPC — Plan de redresse fﬁent voiontaxre
|IDR-  Aiguillage au directeur
|CO- Ordre de conformité
WAO — Ordres : yavaux et actzvrtes

’DR - D;rector Referra! :
cOo —_».» . Compliance Order
WAO Work and Actrvnty Order

{Le non-respect des xigences de la Loi de
2007 sur les foyers de soins de longue
| ;(LFSLD) a été constaté. (Une
’ex&genceﬁf;  [a loi comprend les exxgences
qui font partle des éléments enumeres ~
dans la définition de « exigence prévue
par la présente loi », au paragraphe 2(1)
|delaLFSLD. -

requ;rements contamed* f’ -
in the definition of "requsrement under this
Act“ in subsection 2(1) of the LTCHA.)

'::Ce qui ,su;t constitue un avis ecnt de non-
respect aux te""'mes du paragraphe 1 de
larticle 152 de la LFSLD -

The fdﬂowmg constitutes written
nottﬂca'ﬂon of non- comphance under

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 38. Notification
re personal belongings, etc.

Every licensee of a long-term care home shall ensure that a resident or the
resident’s substitute decision-maker is notified when,

(a) the resident’s personal aids or equipment are not in good working order or
require repair; or

(b) the resident requires new personal belongings. O. Reg. 79/10, s. 38.

Findings/Faits saillants :
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1. The licensee failed to comply with O.Reg 79/10 s.38 (b), whereby the licensee
failed to ensure that a resident or the resident’s substitute decision maker is notified
when the resident requires new personal belongings.

The substitute decision maker (SDM) of Resident #1 informed the inspector that the
resident had been missing dentures for several days prior to the SDM being notified of
the missing personal belongings. A review of the resident's health care record
confirmed that the resident's dentures were missing and that the SDM was not notified
of the missing dentures until several days after the staff of the home identified them as
missing. [s. 38. (b)]

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

Specifically failed to comply with the following:

s. 107. (1) Every licensee of a long-term care home shall ensure that the

Director is immediately informed, in as much detail as is possible in the

circumstances, of each of the following incidents in the home, followed by the

report required under subsection (4):

1. An emergency, including fire, unplanned evacuation or intake of evacuees.
0. Reg. 79/10, s. 107 (1).

Findings/Faits saillants :
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1. The licensee failed to comply with O. Reg. 79/10, s.107 (1) 2., whereby the licensee
did not ensure that the Director is immediately informed of an unexpected or sudden
death.

In accordance with O.Reg. 79/10, s.107 (1) and (4), a licensee shall ensure that the
Director is immediately informed, in as much detail as is possible of an unexpected or
sudden death. The licensee is also required to provide a written report to the Director,
as described by subsection 4, within 10 days of becoming aware of the incident.

On a specified date, the health status of Resident #1 deteriorated leading to the
absence of vital signs. A review of the health care record and interviews with staff
demonstrate that the death of Resident #1 was unexpected.

The Administrator of the home confirmed that the Director was not immediately
informed by the licensee of the sudden death, described above, nor has a written
report made to the Director, as of November 19, 2013, as required by O. Reg 79/10,
8.107(4). [s. 107. (1)]

Issued on this 22nd day of November, 2013

Sige Iet()ISigte de I’ispeteur ou des inspecteur

‘ A'y)/%({&\w @ LTCH /AS{'ﬁ(c"/ﬁ/
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