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The purpose of this inspection was to conduct an Other inspection.
This inspection was conducted on the following date(s): November 18, 19 2014

The purpose of this inspection was to complete a Service Area Initiated Inspection.
During the inspection the inspector conducted a tour of resident areas and
common areas, observed residents and the care provided to them and observed
meal services. Medication administration and storage were observed and the
clinical record for an identified resident was reviewed. The inspector reviewed
minutes of meetings pertaining to the inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator,
The Director of Resident Care, 1 Registered Nurse, 2 Registered Practical Nurses, 2
Maintenance workers, 2 Housekeepers, 1 Dietary Manager, 1 Personal Support
Worker, 3 family members and 3 Residents.

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

Accommodation Services - Maintenance

Dining Observation

Infection Prevention and Control

Medication

Minimizing of Restraining

Prevention of Abuse, Neglect and Retaliation

During the course of this inspection, Non-Compliances were issued.
5 WN(s)
2VPC(s)
0 CO(s)
0 DR(s)
0 WAO(s)

Page 2 ofide 9



Ministry of Health and

. Long-Term Care
g .
E; Ontario

Homes Act, 2007

Inspection Report under
the Long-Term Care

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la
l.oi de 2007 sur les foyers de
soins de longue durée

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES
Legend Legendé
WN - Written Notification WN — Avis écrit

VPC - Voluntary Plan of Correction
DR - Director Referral

CO - Compliance Order

WAOQO — Work and Activity Order

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 élements 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
I'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 73. Dining and

snack service

Specifically failed to comply with the following:

s. 73. (1) Every licensee of a long-term care home shall ensure that the home has
a dining and snack service that includes, at a minimum, the following elements:
10. Proper techniques to assist residents with eating, including safe positioning of
residents who require assistance. O. Reg. 79/10, s. 73 (1).

Findings/Faits saillants :
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1. The licensee has failed to ensure that proper techniques were used to assist residents
with eating, including safe positioning of residents who require assistance as evidenced

by;

On November 18, 2014 observations at 1410 hrs revealed a staff member standing to
feed a resident in a dining room.

On the November 18, 2014 observations at 1730 hrs also revealed a staff member
standing to feed a resident in a dining room.

The staff members confirmed it is the homes expectation that the staff be seated when
feeding residents for safety. [s. 73. (1) 10.]

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 that proper techniques are used to assist
residents with eating, including safe positioning of residents and staff, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 129. Safe storage
of drugs
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Specifically failed to comply with the following:

s. 129. (1) Every licensee of a long-term care home shall ensure that,
(a) drugs are stored in an area or a medication cart,

(i) that is used exclusively for drugs and drug-related supplies,

(ii) that is secure and locked,

(iii) that protects the drugs from heat, light, humidity or other environmental
conditions in order to maintain efficacy, and

(iv) that complies with manufacturer’s instructions for the storage of the drugs;
and O. Reg. 79/10, s. 129 (1).
(b) controlled substances are stored in a separate, double-locked stationary
cupboard in the locked area or stored in a separate locked area within the locked
medication cart. O. Reg. 79/10, s. 129 (1).

Findings/Faits saillants :

1. The licensee has failed to ensure that drugs are stored in a medication cart that is
secure and locked as evidenced by;

On November 18, 2014 observations revealed an unlocked, unattended medication cart.
The staff member confirmed the medication cart was unlocked and unattended.

Further observations revealed an unlocked, unattended medication cart.
The staff member confirmed the medication cart was unlocked and unattended.

On November 19, 2014 observations revealed an unlocked, unattended medication cart.
The staff demonstrated the lock was broken and confirmed it could not be locked.

All three staff members verified it is the homes expectation to keep the medications carts
secure and locked. [s. 129. (1) (a)]
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Additional Required Actions:

VPC - pursuant to the LLong-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 that drugs are stored in a medication cart that is
secure and locked, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 5.
Every licensee of a long-term care home shall ensure that the home is a safe and
secure environment for its residents. 2007, c. 8, s. 5.

Findings/Faits saillants :

1. The licensee has failed to ensure that the home is a safe and secure environment for
its residents as evidenced by;

On November 18, 2014 observations revealed a smoke detector in the third floor hallway
was covered by masking tape.

An interview with the staff revealed the home allowed contractors to cover the smoke
detector last summer while renovations to the floor took place. The smoke detector had
been left covered since August 2014 by error.

The staff confirmed it is the homes expectation that all smoke detectors remain
uncovered. [s. 5.]

WN #4: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 15.
Accommodation services
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Specifically failed to comply with the following:

s. 15. (2) Every licensee of a long-term care home shall ensure that,

(a) the home, furnishings and equipment are kept clean and sanitary; 2007, c. 8, s.
15 (2).

(b) each resident’s linen and personal clothing is collected, sorted, cleaned and
delivered; and 2007, c. 8, s. 15 (2).

(c) the home, furnishings and equipment are maintained in a safe condition and in
a good state of repair. 2007, c. 8, s. 15 (2).

Findings/Faits saillants :

1. The licensee has failed to ensure that the home, furnishings and equipment are
maintained in a safe condition and in a good state of repair as evidenced by;

Observations revealed stained ceiling tiles on the fourth floor, peeling masking tape on
the hand rails throughout the third and fourth floor, 3/9 (33%) of an elevator lights were
not lit and the female resident bathroom walls on the main floor (off the dining room)
were in a poor state of repair requiring wall repair to be completed.

An interview with the management revealed the home currently has a plan in place to
carry out the repairs required to ensure the home is in a good state of repair. [s. 15. (2)

()]

WN #5: The Licensee has failed to comply with LTCHA, 2007 S.0. 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
a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or a risk 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 the person who had reasonable grounds to
suspect that abuse of a resident by anyone has occurred or may occur, immediately
report the suspicion and the information upon which it was based to the Director as
evidenced by;

On September 26, 2014 the Director of Resident Care was notified by a Staff member of
an alleged incident of resident abuse by a staff member.

The Ministry of Health Director was notified of the alleged abuse and investigation on
October 09, 2014.

An interview with the Director of Resident Care confirmed the notification was not
immediate and the expectation is to notify the Director immediately. [s. 24. (1)]
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Issued on this 26th day of November, 2014

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

/lee)oecc e de Witte

Original report signed by the inspector.
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