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nspecimn Summarym umé de 1t

The purposs of this inspection was 1o conduct a Resident Quality Inspection inspection.

During the course of the inspecilon, the iInspector{s) spoke with the Administrator, Director of Care (DOC),
Environmental Health Consullant, Reskdent Assesement Insfrurmant {RAI Co-ordinater, Pregrams Supervisor,
Food Services Supervisor (F53), Registered Dietitian (RO}, Businass Co-ordinator, Registered Nurses [RN],
Regisiered Practical Nurses (RPN, persona! support workers {PSW}, physiotherapy aide (PTA), dietary and
suppaort services sialf, residents and family membears.

Ragarding inspection H-0020694-11

During 1he course of the inspection, the Inspector{s) reviewed clinical records, abserved care and services

provided, toured the heme and reviewed relevart pollies and procadures and siher relavant documents as
requestediprovided.

The feliowing Inspection Protocols were used during this inspection:
Acconmnuncdation Services - Houseleeping

Accommaotation Services - Laundry
Accommodation Services - Maintenance

Admission Process
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Centinence Carg and Bowsl Management

Critical incident Responza
Dgnity, Choice and Privacy
Dining Chservaticn

Falis Prevention

Family Council

HospHalization and Death
infecifon Frevention and Control
Medication

Minimizing of Rostraining
Nulrition and Hydration

Pain

Parsonal Support Services
Ciality lmprovement
Recrealion and Social Activities
Resident Charges

Residents’ Councit

Responsive Behaviours

Safe and Secure Homae

Bkin and Wound Care

Minlstry of Health and
Long-Term Care

Inspection Report under
the Long-Term Care
Homes Act, 2007

Findings of Non-Compliance were found during this inspeciion.

Ministére de la Sante €t des
Soins de longue durée '

Rapport d'inspection
préviie le Lot de 2007 ies
foyers de scins de longue
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Non—c:c-mp]tame m!f:frequlremani:s Lndérthe Tang-Term Can

WHN #1: The Licensee has falled to comply with LTCHA, 2667 S5.0. 2007, ¢.8, 5. 6. Plan of cars
Specifically failed to comply with tha following subseciions:

5. 5. {1} Every licenses of a iong-ferm care home shall ensure that there 1s 2 written plan of care for each
resident thal sets out,

{2 the plannad care for the resident;

th) the goals tha care is intended to achieve; and

{c] clear diractions to siaff and othars whe provids direct care {o the residsnt. 2007, c. B, 5. 6 (1).

5. 6. [T} The licensse shall ensure that the care set ouf in the plan of care is provided to the resident as specified
in the plan. 2407, ¢. 8, 5. 6 {7}.

5. §. [9) The Hcensee shall ensure that the following are documented:
1. The proviston of {he care set out In the plan of care.

Z. The swteomes of tha care sef out in the glan of cars.

3. The affectiveness of the plan of cara. 2807, c. 5, 5. & (8.

5. 6. [10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at
least every six months and at any other time when,

fa) a goal in the plan s mat;

[k} the residant’s care needs changa or care set ouf In the plan s no longer necessary; or

{=) eare sat out in the plan has not been effective. 2007, ¢. &, 5. 6 {18).

Findings/Faits saillants :
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1. The written plan of care, set out for residents, & not provida clear directions to staff and oithers whe providn diroct
care to o resident. {s. 6(13c)]

a} The plar of care, inciuding a specialized ment: plan, for an identified resident, did not provide clear direclion on the
number of grain servings that staff are [o pravide daily. The specializad menu plan did not inciude grainsboad with the
dinner meal or at the lunch meal when the rositent recaives foods other than a sandwich, Mintmum savings of grains
would not be met by following direclions on {he spediafized menu. The Registered Dieblilan statod the resident was to be
affered bread with meals as il was part of the meal, however, the plan does not direct staflf io provide bread. Staff serving
the lunch meat October 21, 2011, stated the residant routinely did not receive braad with meoaks.

B} The plan of care ky 4 residont identified that the restdent was {o have & weekly oral assessment. There is no record
of a weekly oral assesement in the the resident’s record. Daurieg an interviow with the RPN, it was confinmed thatl the
residenl gl not roquire & weekly orat assessment and fhat the homa did not have a system to complate this assessmont
weeitly. Tha intorvention statement on the plan of care had nof bosn individualized 0 the needs of the resigent,

c} The plan of cans for a resident idantified that the residant roquired one staff assistance for transfars however the
kardey, ldontified the resident required twa persons for physicat assist,

) The plan of care for a resident did not give ciear diroction related to oral hygiene needs. The plan ndicated that staff
wora 1o brush teeth and thal bwo siaff woro required fo assist No other direction was provided. H wes confirmed by the
LOC that staff were nol able ke porform mouth care for the resident as she reflused. The plan of care did not not identiy
that the restdent refused mouth care nor did if indicate that the residert may be al risk for choking due to an identifiad
kehaviour of the resident,

g} The plan of care for & resident contained conflicting information refated lo toflsfing and hydration. The toilating
section of tha plan identified the resident was not being (oileted, howaver, the urinary incontinence section idertifiod
scheduled toilafing program with tolleting every momling, bufore meals, evening and as needed. The Dietary saection of
the plan identified a fluid goal of 8 x 125ml per day however tha risk for fiuld output exceeding intake plan idertiffod a
Bkl gowl of 510 % 128 mi per day. Staff interviewsd acknowledged that the sections ware conflicting and did not
providu clags diraction.

fl The kardex for a resident, which was avaitable for staff on November 4, 2011, idenfilled the resfdent o require
assistance by two staft for fransfers, The hard copy of the resident's plan identified the rasident o require extensive
asgistance by one stalf for tranafers, however idenlifisd axtensive assistance by two stalf for leanslers undor
psychofropic drug use.  During an infecvlaw with a PSW it was confirmed that anly one slaff was required fo assist the
resident with transfars.

g} Fhe pian of care for an kdentified reskdent indicated that the physician ordered a breatment o be administersd to open
areas in 2011, A few days kster the progress notes indicated that the wound care nurse recommmendod the usa of another
traatmant. This chatge i divection was net recorded on the resident's Treatmernd Administratlon Record to provide clear
diraction to the staff providing care,

R} The plan of care for an idenified resldant did not provide clear direction regarting the dlat ordar, The resident was
piaced on a pureed diet by 1ke RD. The plan of care, identified under high nutrilional risk that the rasident was ok a
puread textured diet, howeaver under oralfdenta! care noted that the resident was on & minced textured dist, During an
intenview with the RD on November 1, 2041, Bwas identified that the RD makes chargss anly to the plan of care
specifically related to nutrilional stafus, all and olhers are to be completed by the apprapriate dopartment.

2. Care sel out in the plan of care was not provided fo the residenls, as specified in their plans. {s. B(7Y]

a) Two ideniified residenis had plans of cars that required thickenad Mids to be provided ot meals related to a risk for
choking. The residents woere given thin puread soup al the lurch maals Gotober 21 and November 2, 2041, Nursing slalt
agsisting residents siated the soup was provided by the dietary depadmaent and cams that way - staff did not allempt o
thicken the soup on aither day observed. Dietary staff intervlewed siafed that the soup was to be thickened o lhe correci
consistency al nalnf of sendoe by nursing staff in the dining roans,

b) Anidenlifed rosident did not receive freaimeant t¢ gpen areas as spacified in his plan of care. & 2014, the Physician
ordered {reziment o the open areas twice dafly. H was aoted an the Treatment Adnsdnistration Record [TAR} for ono
mantl Bat the freatment was administerad 26 oul of the prescribed 53 imes. Progress notes indicaled ihat the wound
care nurse Isfructed staff to hold the physician ordered treaiment and suggested another treatmerd inslead. There was
no evitence on the TAR that the resident was ks receive the suggested treatment aithough there was documantation in
the resident’s progress nofes to indicate fhe reatment was comglated at least 18 firnes thal month, The TAR, identifiad
thal physicians ordered reatment was held 21 fimes one month, There was no phiysician's order 13 dlscentinus the
freatment untd the end of the month.

€1 Tha plan of care for an idenfified residend included the addition of & supnlemen! ko the resident's smoathie at the
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breakiasl meal. The suppleatent was not provided to the resident as required. Staff were using another supplement
inslead of the pragoribed suppiemend and the error was not recognized unti identified by the nspackar,
) Tha plan of care for a resident identified e resident s o have dentures cleaned afler meals and soaked each
evaning. During an intsnview with 2 PSW i was idendiBed ihal at bedfime the resident's dentures are removedicieaned
and oral care providad, followed by oral care again in e morming prior o he danbures baing returmead to the resident.
The resident at times is resistive o having dentures mmoved. The resitenl did nod have heir denlures cisaned alier
each meal as identified in the plan of cara.
3. The kcenses did not ensure that ihe owtcome of the care set out in the pian of care and the elfectivensss of the plan
were documentad. 15 6{812,3]
2] The Recreslion Resilent Aszessment Prolorol Review Summary for an identified resident dated Septamber 28,
2011, did not inchude an evaluation the elfectiveness of the inferventions identified in the plan or the culcome of care
rovided.
E]I Staff administering medications to & resldent did nof accurately docurment the outcome of of the care set out in her
pltan. The resident refused noon medication on Novamber 2, 2011, howeaver {he meadicalior administration record
incicated that the medication was received.
4 Thea plan of care for residents was not reviewed and revised when there were changes fo (he resident reeds, [= 610
®l]
2] A resideni had a change in dist in 2011, from a minced meat diet {prior to hospitalization) to a puresd manu {upon re-
admizsion), howovor, the plan of care was nod revised la refiect this chanrge.
5. Residants were not reassessod and their plans of care reviewed and revised when the care set out in thelr plans was
not affective. f5. 6{10)c)]
a] An identified resident had a goal for wsight to be within a spocificd goal waight ranga. The residard had bean balow
fhis weight since Aprl 2011, A nutritional supplement was infiated by the RO in Juty 2011, resufting i waight
stabilization {heiow goat weight range}, however, the plan of care had not beer revised and avaluaind in relation o tha
gaal ke reach the goal weight range. Interventions were not revised to alfow for waight gain,
B} The care sef out in the plan of care for an identifed resident related to bowel management was not effective.
Pocumentstion on the PSW fiow sheels entified the residen! was nol routinedy having regular bowel movements {every
4-6 days during a {wo month pariod of fime). The assesament by the RD July 25, 2011, did not identify constipation as a
problam and intervertions were act infiated by the RD 1o address the canslipalion. The resident was at risk for
constipation related to a diagnosis and the RARMD S {minimum data set) coding compieted July 20, 2041, idenliffed
constipation as a problem. As needed interventions administered for the management of constipation woro rat
evaiaied for eflectiveness by the inferdiscipiinary feam and the resident's plan of care related to constipation
management was not changed urdil concerms were voiced by the resident's family.
¢ The plan of care for an idenfiliec resident was not reviewed and revised when it was not effective i relation to bowal
managemaent. The resident had at loast 14 peeasions of canglipation (3-10 days wilhoul a bowel movement) during four
maonths in 2011, The plan of care related fo constipation was oot reviawed nor revised wilh action faken to address the
constipation.
The Resident Assessment Instrument (RAN-MOS coding or dune 28, 20114, identified & chango in tho rosident’s bows|
cortingnce {March 36, 201 1 - oecasionally incontinent of bowals, Jure 28, 2011 - totally incondinent of howals), howovar
there was ro assassmend of thesa identified changes.
d} The plan of cors for an idordiked resident was nol revized when ineffeclive in retalion to weight loss.  The goai on the
residant’s plan of care idertified the residonts woighi woldd be within [arged weighl range. The resident felf helow the
goal weight range, ard had significant weight loss the naxt bvo moshs, however, the plan of care was nof revised io
include strategias o allow for weight gain.
g} The plan of care for an identified resident was not reviewed and revised whan the care sot out was nof effectiva, The
pian af care idenBifies a goat stalement for weight gain within the resident's target weight ranga. The residen{s weight
hiag been slabtle for Towr months, however, below the target weight range. The plan of care has not been revisad to
include siralegies io aflow forweight gain e the target range.
i The plan of care for 2 reslden was nol reviewsd and revised when the care was nat effechive. The pian of care
idantifies & goal for weight galn, however, he residant had a significant weight loss for three months in 2041, The plan
was nof revised with strategies to aflow for woight gain. Durkan interview, e RO stabed (hal nudriBonat sirslecies wers
being discussed, howsver, were not currently in placa.
0t Tha plan of care for a resident identified o neod rofaiod to rospensive behaviours, The resident had hres
ocoUrences of non-consensea) touching of ancther residant bafore the plan of cam was roviowed and rovised whon tha
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care set cut was nod offoctive,

Additional Required Acfions:

VPC - pursuant to the Long-Tert Cara Hosies Act, 2007, 5.0. 2607, c.8, 5,152{2)} the licenses is herehy
requestod io prepare a writfen plan of correciion for achleving compliance o ensure compliance with secfions 6
f1). £{7}, 6(9} and 8(1G) of the Long-Tarm Care Homes Act, 2007, to ba implemented voluntarily.

WN #2: The Licenzea has faifed to comply with O.Reg 78/19, s. 71. Menu planning
Spacifically falled te comply with the follewing subsections:

5. 71. {2} The licansee shall ensure that each menu,

{a) provides for adeguate nutrients, fibre and eneryy for the residents based on the current Dietary Reference
Intakes {DRis) pstablished in the reports avoerseen by the United States National Academies and pubitshed by
Mafional Academy Press, as they may sxist from time to time; and
{b} provides for a variety of foods, including fresh seasonal feods, each day from all food groups in kesping
with Canada’s Food Guide az it exists from time to time. ©, Reg, 79110, 5. 71 {2).

2. 71 {3} The licensee shal ensure that each resident is offsred a minimum of,

{a} thres meals daily;

{b} & between-mes! baverage in the morning and aflerneen and a beverage in the evaning after dinner: and
{c} a snack in the afferncon and evening. D. Reg. T8/18, 5. 71 (3).

5. 71. {4} The liconsee shall ensure that the planned menu items are offered and available at each meal and
snack. O. Req. TOMD, s 71 (4.

FindingsiFails saillants :
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1. Tha Hcenses did not ensure that &% residents were offered a snack duging the afterncon Movember 8, 2011, Besidents
requlrirg pureed fextured foods, roceiving suppiements and requiring thickened bevarages were not offered a snack.
Five iderdifed residents wore seved or provided 2 beveragae however no snack offared

Slaff inforviowod could not identify a reason for snacks not baing otfered to some residenis.

During the afterncor neurishment pass on MNovember 1, 2011, an idenfified residen! was served and pravided assistance
with eonsummg her nudritional supplement. The PEW did not provide the resident wilh a snack. The PSW confirmed Bhat
the resident was nat provided a snack, citing the reason as the suppiement is very THling. A review of the November
2011, Residentiai Nuleilional and Iniake Record, for the resident has g "0 documented for food st the 1400 nourishmaont
R,

Tha Homa's policy and procedure "FHSMS020 Meals and Mourishments" states that all residents are io be offered
snacks at mid-afterncon and at bed time.

2. Neot ail residents were oftered the planned menu items af meals and snacks.

a} Particn size of some items was very amad# and did not reflect the poartion on the plarned menu. Some examples:
cheesse dreams made with a dinner rofi verstiz a amburger b meal sandwich served with a dinner roll insicad of 2
D,

b} Residenis receiving (he pursed meny were not offered alt foods according io thta planned manu, resulting 0 reduced
varieky in compadison to the regular textured menu. The monu was pisnned to provide pureed sweet potato frhes,
aoweves, mashed polatoss wers served.

3. Not =il rosidents ware offered the plannad menu #ems at the lunch maal November 2, 2011, Two residents were not
offered a vegetable with their puread enfrees. The vegetable side dish was prepared and available during meal senvice,
however, during inderview the dietary staff stated they forgot to provide the vegetable choice.

At the October 21, 2011, nocn meal, a resident was not offered & complete meat. The planned menw inchided soup, s
entree {pureed ho! dog), vegelable {pureed mixed vegeiables) ared milk. The resldend was offered the saup and enlres
oy, wifholl & side gish and was nof affored milk.

4. The Heenses did not ensura that the menu for an identified resident provided foods from afi focd groups in keeping
with Canada's Food Guide. The individualized menu is planned to provids 3 to 4 servings of gratns per day. Canada's
oo Guidn requires B-7 senvings of grains per day.

During interview with the R0 it was siated that the resident would mest reguirement for grains throaugh the snack
sarvice, however, the resident does not consume snacks. The resident had abnarmal nuteilicnatly retevard laboratory
values that would be impaeted by inadeguale servings of graing (e.o. ron sbatus),

Additional Required Actions:

VPLC - pursiuant fo the L ang-Ferm Cars Homes Act, 2007, 5.0, 2007, ¢.8, 2. 152(2) the licensee is haroby
requestzd fo propara g written plan of corveclion for achieving compliiance lo ensure that each menu providas
food from all food groups in keeging with Canada's Food Guild, residents are offered snacks fwice a day, and
panned monn items are offered af each meal and snack, fo be implemented vofuntarily.

Whi #31 The Licensee has fatied to compiy with D.Reg 78M0, 5. 26. Plan of cars
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Specifically failed lo comply with the following subssctions:

5. 28. (3} A plan of care must be based on, at 2 minimum, interdisciplinary assossment of the following with
respect fo the resident:

1. Customary routines,

2. Ceqnition ability.

3. Communication ablitles, including hearing and language.

4. Vision.

5. Mood and behaviour palterns, inciuding wandering, any identified responsive bahavisurs, any potential
Lehavioura! friggers and variations in resldent functioning at different timas of tha day.

§. Psychologicel wal-heing.

7. Physical funclioning, and the type and level of assistance that is required relaling te activities of daily living,
including hygiang and grooming.

8. Continence, including bladder and bowsl alimination.

9. Disesss diagnosis.

10. Healith conditions, including allergias, pain, risk of falls and other special needs.

T1. Seasonal risk relating tn kot waather.

12. Dental and oral status, Including oral hygiene.

13. Nulrittenal status, including height, weight and any risis ralaiing to nutrition care.

14, Hydralion status and any risks relating fo hydration.

15. Ekin conditien, including altered skin integrify and foot cenditions.

16, Activity patterns and pursuits.

17. Drugs and treatments.

18. Special reatments and infervenlions.

18. Safety risks.

28, Nauzes and vomiiing.

21. Steep palieins and preferences.

22. Cultural, spiritual and religlous preferences and age-related naeds and preferences.

22. Pofantial for discharge. O. Reg, 7314, =. 25 (3}

5. 20. {4} The licensee shall ensure that a registered dietitian who 15 a membar of the siaff of the home,
{a) completes a nutritlonzal assessment for ali residents on admission and whenever there is a significant
changa in a resident's health condition; and

(b} assasses lhe mafters refarred to Tn paragraphs 13 and 14 of subseciion {3). . Reg. 79/13, s. 26 {4).
Findings/Faits salilznts :
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1. {0.Reg. 7910, 5. 2603}8]

The plan of care for an iderdifiad resident was not based on an interdiscipiinary assessment of the resident's continence,
inciding bisdder apd howe| elininalion. The RA-MDS assessment compieted July 26, 2011, indicated the resident had
& ciange i bowsal continence rom theentinent o masty continenl, howsver, the plan of care intiated July 21, 2011,
staiod tho rosident was inconlinent of bowals, The plan of cara was ot conslstent with angd bazed on ke BA-AMDS
assesament dala.

Z. {OWReg. 7810, 5. 26(3114]

The plan of care for an identiiied resident was rot based on an interdiscipinary assessmant of hydralion stalus and any
rsks reiated to hydration atter the July 20, 21 RARMDS assaessment. Poor kydration was not codad as a preblem on
the aszsessment and dehydration was noi trggered. Food and fluid intake records from July 2611 demonstrate a
significant deciing in hydralion from the monih prier (e.g. June 2011 - § days consuming less than target beverage
infakce; July 2611 15 days consuming less than target beverage intake). An interdiscipfinary azsessment of hydration
sdatus did net ooour and the plan of care was nol revised to inclede sirategies to address the poor hydration.

3. {0 Reg, 79410, s, 26(4]

@] The BD, who is a momber of the staff of the home, dif not assess an idenitied resident's nulbrifional slatus in relaticn
to poor skir integrity. The resident devsloped an open area, howovar, a refarra to the RD refaled o allered shin was nol
initiaied. The RE assessed the resident's hydration status one month later, but did not assess the residoat in refation o
siin integrity at that time.

b} The RD did not complete a nuiritionat assessment of an identified resident afier a significant change in heatth
condition related ic choking and hydration. The resident choked on minced vegetables. Two days later began to exhibit
respiraiory sympioms and was medically {reated. Progress notes dated one manth |ater identified ongoing concerns
swallowing minced vegatakles and a referrai was made 10 the RO, The resident was providad a pursed lextured diet with
thickonod fluids on lwe occesions that month, The resident was assessed during s monib for change i diet axlare,
iszues wih coughing/choking, delayed healing of skin issues and documented declino in intake. The resident fard
received thickened fluids on at least 2 oscasions dus 1o swallowing problems. The RO did not assess tho rosidont
related fo this risk relating to hydration, in a timely fashion. Buring an interview with the RD on Movember 1, 2011, it was
canfiemed that the intlial choking episode was not communicated o the RD nor was the use of thickened fluids.

ch The RD digt nod complete a nulritional assessment of an identified resident after a change o the resideni's plan of care
for bowet management. Feollowing concerns related [o constipation identified by the resident's family, inferventions were
Infiiaied by the ghysician, howsaver there was no relerrat 1o the RD [or re-aszessmeant of the resident's hydration status
arvd risks refated o nutrition. The resident did not have a reassessment of $healr fluld inlake, Enlal dally ibee intake and
poals ik reinticn to the bowsl management strategios. The RO did not ro-zssess tho rosidant unil the following rontk.

Additional Reguired Aclions;

VPC - pursuant to the Long-Term Care Aomas Act, 2007, 5.0, 2007, .8, 5.152(2} the feensee is hereby
raquesfed fo prepare a written plan of correction for achieving compiiance to ensure that the RD, who is a
member of the staff completes an assessnrent for alf residents whenever there is a significani change in health
condition and assesses nufrition and hydration sfatus, fo be implemenisd voluntarify.

WN #4: The Licensee has failed to comply with LTGHA, 2007 5.0, 2007, c.B, =, 3. Rezidants’ Bil of Righls
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Specificafly fzifod to comply wilh the following subseclions:

5. 3. (1) Every licensee of a long-term care home shali ensure fhat the following rights of residents are fully
respecied and promoted:

1. Every rezident has the right to be troated with courtesy and respect and in a way that fully recognizes the
resident’s individuality and respects the resfdent’s dignity.

2. Every resident has the right to ha protected from abuse.

3. Every resident has the rlght not {o be neglected by the Heansea or staff.

4. Every resident has the right {o be properly shzlfered, fed, clothed, groomed and cared for in a manner
consistent with his or her needs.

3. Every resident has the right te live in a safe and clean environment.

6. Every residant has the right to exarelse the rights of a citizen.

7. Every residant has tie right to be told who is responsible for and who ks providing the resident's direst caro.

8. Every residant has the right to be afforded privacy in treatiment and in caring for his or her personaf needs,

8. Every rasident has the right to have his or her participation in decision-making respected.

1ik. Every resident has the right {o keap and display personal possessions, pictures and furnishings in his or
her rpom subject to safety requirements and the rights of other residents.

11. Every residant has the right to,

L, participate fuily In {he davelopment, implementalion, review and revision of his ar har plan of care,

i, give or refuse consent {o any treatmant, care or services for which his or her consent is raguired by faw and
to he infermed of ths conseguences of giving or refusing consent,

iii. participate fully in moking any decision concerning any aspect of his or her cars, including any dacision
cencerning his or har admission, discharge or transfar to or from a {ong-term cara home or a secure unit and 1o
ckiain an independent opinton with regard to any of those matters, and
iv. have his or har parzenal health information within the meaning of the Persona! Health Information Profection
Act, 2004 kept confidential in acesrdanca with that Act, and to have access te his er her records of personsat
health informaticn, including his or her plan of care, in accordance with that Act.

12. Every resident has the right to receive care and assistance towards indapandence based on a restorative
care phitozophy to maximize independance o the greatest extent possibis,

13. Every rpsident has the right not to be restrained, except in the fimifed circumstances provided for under this
Act and subjoct io the reguirements provided for under this Act.

14. Every resident has the right {0 comnmwnicate in confidenca, recaive visitors of his or her choice and cansult
in private wilh any persen without inlerference.

15. Every resident whe ls dying er wha is very il has the righl to have family and friends pressnt 24 hours per
day,

16. Every resident has the right to designate a person lo recesive informalion concerning any ransfer or iy
hospitalization of the resident and to have that parsen receive that information immediatety,

17. Every resident hasz the right to raise concerns or recommend changes in policiss and services on hehaif of
himself or herseif or others to the following persons and organizations without Interfaronce and without fear of
ceercion, diserimination or reprisal, whether directed at {he resident or anyons elsa,

i. the Residents’ Council,

ii. the Famly Council,

iii. the Heenses, and, if the licensee Is 2 corporation, the directors and officars of the corporation, and, in the
case of a home approved under Part VIIL, & member of the committee of management for the home under seelion
132 or of ihe board of management for 1ha home under section 125 ar 129,

iv. staff members,

v. government officials,

vi. any ofher porsan inside or oufsids the long-term care home.

18. Every residant has the right to farm friendships and relationships and to pardicipate in the Iife of tha iong-
ferm care homs,

1%. Every residant has 1he right to have his or her lifestyle and choices respected.

20. Evary resident has the right to participate in the Residents’ Council,

21. Evary resident has the right to meet privately with his or har spouse or another person In a room that
assures privacy.
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22, Every rasidant has the right to share a room with another resldent according to their mutual wishes, if
appropriate zccommodation is available.

23. Every resident has the right fo pursue secial, cultural, religicus, spiritual and other interests, ta develap his
ar her potential and to ke given reasonable assistancea by the licenzee 1o pursue these interests and to develop
his or her potentlal.

24, Every resident has 1hs righl {e be infarmed in writing of any law, rule or policy affacting services provided to
the resident armd of lho precadures for indtiating comglzints.

25. Every resldent has the right to manage his or her own financial affairs uniess the resident lacks tha legal
capacity ta do s6.

26. Every resident ras the right to be given access to protecied outdoor areas in ordar 1o enjoy autdoor activity
unless the physical setting makes this impossible.

27. Every resident has the righf to have any frlend, family membar, or ether parson of importance to the
resident atiend any meeting with the llcansas or tha staff of the home. 2007, c. 8, 5. 3 {1).

Findings/Faits saillants :

1. Evary rosident has the dght & he pratected from abuse [s 3(1)12)

An identifisd resident was toucied inappropriately, by anather resident on thres oocasions in 2011, Curing 2 discussion
with the RN and the DOC on Movember 8, 2011, i was canfinned that the residont would not ba able o consent o this
touching and that the three incidenis idenlifled were accasions of non-cansensual sexuat touching. Safeguards, in
addition to menttaring weee nol pul in place o protect the residant untif the third incident. Tha resident was not protected
from apuse.

2. The Licenses did not ansuro that every residen! was afforded privacy in receiving freatment. {s. 3{118]

&) Cn October 21, 20%1, at the noon meai, a resident had their capitlary blood giucose tevels checked, via glticometer,
by the RPN, whila in the dining room with food being served and his table mate seated al the lable. The resident was
not aftardad privacy in the provision of care.

i) Durng an observation of the medicafion pass at the noon meal on Movember 8, 2011, it was nolod that sn RPN gave
a residant an insulin injection while sesled al the dining room table with athar rosidents awaifing the noon meal. Buring
the same medication pass, & second RPN corducled @ capillary Blood glucose level and administered an injection of
insuttre fo ancther resident white seated & a table in the dinieg room with other residents awatting their noan meal,

Addifional Required Acfions:
VPL - pursuant to the Long-Torm Gare Hemes Act, 2007, 5.0 2007, 6.8, 5.152{2) the lfcensee is horehy

regirested fo prepace a wieitien plan of correction for achieving compliance fo ensure that residents are
profected from abuse and afforded privacy in receiving treatment, to be implementad voiuntariy.

Wh #5: The Licensee has falled fo comply with LTCHA, 2007 8.0, 2007, c.§, s. 15. Accommodation services
Specifically fafled to comply with the following subsections:

s. 158, (2} Every licenzee of a long-farm care home shall ensure that,

{a} the home, furnishings and equipment are kept clean and sanitary;

{b} oach resident’s linen and personal clothing is collected, sorted, eleaned and deliverad; and

fe} the home, fumishings and equipment are maintained in a safe condition and in a good state of repair. 2047,
c. 8, 5. 15 {2}.

FindingsfFalts saillants ;
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1. The haee, furnishings and equipment were not maintained in a safe condition or goad skata of repalr.

a} The bathroon in room 201 was noted on Qclobar 21, 201 1 and November 8, 2014, to have puddhing of water and
discolouyration of the floor tites around e loiled, The Adminisirator observed the bathoom an November 8, 2011,
eorfirmad the need for repair and indicated that this bathroom requires ongoing mairdenanso,

11} The celiing in the West End hallway was noted to be leaking on Oelober 21, 2041, with water evident on the faor,
Visitars reported thal areas of tha roof have bean leaking on and off for an extended period of time. A service providor
was onsite making repales during the last week of Colober 2011, Tha Adminfstrator, on November 8, 204 1, confrmod
that the roof has had major ropairs in recent years and (hat this area is a "new” leak.

2. The foilowing situations of poor repair were observed in the home. These situations prevent staff from offectively
cleaning {he arsas, specificatly:

a} The saat on the fub fift ia the West End ub roarn was wom and as a result the surface was no longsr smoath to foueh
srraking i difficult to disinfect between rasldend use. The Administrator observed (ke chalr an Novomber 8, 2044, and
canfinned that the surface was worn Trom Usaga,

b} Wall damage, specifically heles and sceapes in drywall, was evident in the Sun roam Dining Room near the windows
and in restdent room 215, The Adriristrator confirmed that these areas had baen repalrod in the past however due to
Farga chairs andfor rasident aclion the damags is recccurring.

c} Floor tifes in rooms 227 and 228 had avidence of damage fvom the bed frames, snd had two areas which were
vompistaly warn thraugls o the sufnce below.

v

Additfonal Reqguired Actions:

VPC - pursuant to the Long-Tarm Care Homes Act, 2007, 5.0. 2807, ¢.8, 5.152(2) the licensee is hershy
reguosted to prepare a wriflon plan of correction for achieving compliznce fo ensure that the hame, furaishings
ad equipment are maintained in 8 safe condition and in a good sfate of ropair, fo be implemented voluniatily.

WHN #6: The Liconsse has failed to comply with 0.Reg 7810, 5. 20. General requirements
Spacifically falted fo comply with the following subsectons:

5. 30. {1} Every licansee of a long-term care home shail ensure that the fellowing is compled with in respect of
each of the organized programs required under sections & 1o 18 of the Act and each of the interdisciplinary
programs required under section 48 of this Reqgulation:

1. There must be a2 written description of the program that includes its goals and objectivas and rslavant
policles, procedures and protocols and provides for methods to reduce risk and monHor outcomas, including
protocals for the referval of residents to specializad rescurces where required.

2. Where, undar the program, statf use any equipment, supplies, devices, assistive alds or posifioning aids with
respect {o a resident, the equipment, supplies, devices or aids are appropriate for the residont based on the
residant’s condition.

4. Tha pregram must be evaluated and updated at least annually in accordance with evidonce-based praclices
and, if there are none, in accordance with pravailing praclices.

4. The Hicensee shall keep & wiltten record relating to each evaluation under paragraph 3 that includes the date
of ihe evaluation, the names of the persons who participated in the evaluation, a summary of the changes made
and the date that thosa changes wore implemented. ©. Reg. 79/40, 5. 30 {1},

5. 30, {2) The licensee shall snsure that any actions taken with respect le a resident under a program, including
as=essmants, reassessmants, intervantions and the resident's respensas to interventions are documeniad. D.
Reg. 79410, 5. 30 {2).

Findings/Faits salilands :
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1. Actions taken with respect fo a resident under a program, including assessments, reassessments, intervenfions and
the resident's response to interventions are fo be documented.

a} An identified resident was invoived in two sifuations of non-censensual touching s 2011, The assessments,
interventions implemented andfor resident's response to the interventions were not decumented. There was no
dacumetHation in ihe resident’s recond o the Inltif Incident, Documentation of tho secend siustion only idenfified the
incldent and immediate aclions the stop the bekaviour, nol the esponse of the resident. A discussicn with the DOC on
Movember 1, 2011, identified that there ware no reporis complsted for thess incidents and the only documentation
available was in the resident's record.

b} Agtions taken with respect to an identified resident under the nulrifon and hydration program wers not documented.
The resident's nuiritional intake was to be recorded. Documentation of the resident's intake was incomplete for the
motiths reviewead, specifically; September 2011 - 24 omissions; August 2011 - 12 omissions; Juby 2011 - 11 amissicns
and Juree 2081 - 12 omissions. In reviewing the information available on the recards for Suly 207 1 it was identified lizat
the resident had a significant decline in intake since the previous month.

o} Aclions taken withy respect to an identified resident under the nidrition and hydration program were no! dacumented,
The pian of care idenkiied that stal were 1o monitor e sesident's rudridions] take, bowsever, docurmeniation was
mcamplete for the menths reviewsd, specifcally; September 2011 - 17 cmissions; August 2011 - 158 omissions; July
2011 - 13 omissions; and June 2011 - 11 omissions.

d} Acticns takan with respect to an identified resident under the nutriticn and hydration pregram by the RD were not
documaented. The RO stated durng interview that a nutritioral assessment was completed Ociober 14, 2011 in relation
ko significant weight loss and confirmed this assessment was not documented,

e} Actions taken with respec! to an identified resident were not docimented. Buring the RD quatlerly assessment of the
resident it was idenfilted thad dhe residents indabe was reduced aver the past month and didng the oheervation period
she was ral drinking erduak io meel her mininer e larget, a deficit of, 6n average 300milsiday. The BD oid noi
ravise the resident's plan of caro dospito this changs in noeds and recordod 2 plan o continue to moeriter and folow up
of & gquartarly, &t minimum basis. Quning an interview with fhe RD or November 1, 2041, i was identifisd that the BB
assessed the resident and reviewed the resident's intake records one week later, however did not recorg her
regssassment,

Additiona] Reguired Aclicns:

VPG - pursuant fo the Lang-Term Care Homes Act, 2007, 5.0. 2807, £.8, 5.152(2) the licensee is hereby
requested to prepare a wiritlen jHan of correctlon for achieving compifanen fo onsure that actions wifh respect fo
a resident under a program, including assossmoents, reassossmonts, inlervontions and tho rosident’s responsos
are doctiignled, 1o boe implentented voluntarily.

Wh #7: The Licensee has failed to comply with O.Reg 7910, s. 8. Policies, efe.; to be followed, and records
Specifically failed to comply with the following subseclions:

5. 8. {1} iWhere the Act or this Reguiation requires the licensee of a long-term care home to have, instifite or
otherwlse put in place any plan, policy, protocol, procedure, stratagy or system, the licensee is required to
ensure that tha plen, polley, protocol, procedure, sirategy or system,

(4] iz in compliance with and iz implamanted in accordance with applicabla reguirements under the Acl; and
{b) is complied with. C. Rep. 79414, = 8 (1}

Findings/Faits saillants :
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1. The licenses did nol ensure that the Continence Maragement Program Bowel Protocsl was compliod with. Tha
pratocol directed stalf to provide the following: on the [hird day without a bowel movement, the registored staff administer
36mi of mitk of magnesia (as per order} in the evening; on the fourth day withalt a bowel movemont administer a
supposiory (as ordercd) by the day registerad slaif; an the 6% day without a bowel mavement, administor a fieet enema
{as ordered) by o day registerad stall. If the sbove protocel is not effective, ask the physician o discomtinue the oral
slimutanis, and start the resfdent on Lactulose dafly or every other day.

Staff interviswed acknowledged thal the bowal protocol was not followed and identified that direction related to bowed
medicalions was not clear. Stall were instrusted to initiate as needed bowel medications starting an day 2 withold #
bowet movement which was not consistent with the Home's bawed protaco to start on day three withoul 2 bowol
moyameant.

a} Staff providing care {0 an identified resident did not foliow tha protocol on several oceasians during a threa month
poriod in 2011, According to the documentation during this time the resident experienced 13 occasions of four days or
greater without a bowei movement bafore staff provided intervention to promote bowel funclicring. On ons cccasion the
resident had only ane rocorded bowst movement during 18 days. According to the documeantation, staff provided
intervantions lo promoto bowed funciicning on oy 3 cccasians during this period of time. During an inferview with the
aursing stalf # was dentified that the resldent's condition was poor during this time and not eating well, therefore stalt
were nel aguressive with bowel management. | was alse confirmead, during Bis interviow, that action should have been
taken ditring this time, despite the resident's intake.

b} Tha bowal protocol was not foliowed by siaff providing care to an idenlifled rasidant during three monihs in 2041, The
adminiskealion of medications for ihe (realment of constipation did not comply witk the hamea’s bowel protocot
conslsiontly. The resident was identified at risk of constipation and he did not have regudar bowel movemanis, During
the three month period the resident want six days without a bowel movement on six separate occasions and went thres
tays ar mors withowt 2 howel movernant on 20 occasfons. On ane occasion the resident went seven days without a
recarded howel movemeant or howet intervention. On another oceaslon the rosident was provided a laxative on day wo
of no bowol movement, haweaver no other interventions were provided and the resident did not have a bowe? movoment
for five days. O one accasion the resident was disimpacied for a moderate amount of formed sloal, which was
upseiting o the residerd,

) The bowel prolocol was not followed by slaff providing care to an identified resident. The resident did not have a
bowsl| movament for five days in 2041, however, bowe} medications were not used as per he grotocal,

d} The Confinence Managoment Program refered o the uso of Point of Care, howsver, the home doos not use the Point
of Care compuier sysiem,

2. The staff af the home did not comply with the palicy related to Skin and Wound Managoment, rovised Apri 2010, A
rosident was readmiited to the home post hosplislizafion. The home's poticy direcled sia¥ to complste a head to tos
assessmant within 24 hours of a resident's relre from hospital. Staff did not complate tha head 1o fos assessment
within the timellnes specified i the home's pallcy.

3. Staff at the home did not compty wilh e policy and procedure related to medlcation administration, 04-02-20
Fharmacy Manus from Medisystem Pharmacy, filed "Medication Pass”, This nolicy dirocted staff to administer
medi¢atians to the resident ensuritig that oral medications have haen swaliowed. Do not lsave medications al badside
funtess therg is 8 wiitten order o do sa). Do not ask someone else o adeministor the medication. On Nevember 2, 2041,
diiring the noon medication pass, il was noted that the registered stalf admiistering medications placed an identified
residenl’s crushed medications in enfeslaw and left another siafl member, who was assisting the resident, lo ensurs thet
tha medicaiion was consumed. Il was observed that the resident had not consumed the coleslaw during ihe lunch mest.
This policy also directed stall bo initial the Madication Administration Record (MAR) according to policy. Make
appropeiate notations for medications which could not be given (Le. refused by the resident). The dacumentation on the
resident's MAR indicated that the medicafian that was placed in the coleslaw was administered. The resident In facl
refused o eat the colestaw and thus $id not consums her medication.
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Additional Regaired Aclions:

VPL - pursuant fo the Long-Term Care Homes Act, 2067, 5.0. 2007, c.8, 5.152{2) the licensee Is hereby
reguested fo prepare a writfen plan of correction for achieviig compliance fo ensuve thatl where this act or
regulation requires the ficensee fo have a policy, plan, protocol, procedurs, stratoqy or systom, that this
requirement is implemented and complied with, 1o be Implemeniod voluntarily,

Wh #8: The Licensee has failed to compiy with O.Reg 7910, s. 68. Nulrition care and hydration programs
Specifically failed to comply with the following subseclions:

5. B8. {2) Every licensee of a long-term care home shalf ensure that the pregrams include,

{a} the development and implementation, in consuliation with a registered dietitian who is 2 member of the staff
of the home, of policies and proceduras relating to nutiition care and dlaiary services and hydraiion;

(b} the identification of any risks refated to nutrition eare and dietary sarvicas and hydrafion;

(c} the Implemenlation of interventions {0 mitigate and managa thosa risks;

{d} & sysiem to menifer and avaluate the food and fluid Intake of residents with identified risks related ta
mrition and hydration; and

{e) a waight menitoring system to measure and record wilh respect to each residant,

{i) weight on admission and meonihily thereafter, and

{ii} hody mass index and halght upon admission and annually thersafigr. O. Reg. 7810, 5. §8 {2},

FindingsfFaits salliants ;

t. A system was not i place b monilas the food and fuld rtake of supplipmends ordersd for and adminisisraed to an
tdentified residend, who was s rfsition risk. The supplomont ordered by the physician in September 2611, was to be
giver: hree Bmos dafly. Documentation does nof reflect this supplement being provided and the RD indicated that she
miest refy an staff recall of he resident's consumption of the supplements. This process does not allow for an acourate
evaluation of the efiectivenass of the interventicns.

Addifional Required Aclions;

VPG - pursuant to the Long-Term Care Homes Act, 2007, 5.0 2607, .8, 5.152{2} the licensee is herehy
requestad to prepare a wrilten plan of correction for achieving compliance fo ensure that the there Is a sysiem
ia monitor and evaluate the food amd Huitd infake of residents with identificd risks refated {0 ouirfifos and
hydration, to be implemented voluntarily.

WH #3: The Licenzee has failed fo comply withy O.Reg Y910, 5. 124. Every licensee of a longterm care home
shall enzura that drugs obtained for use in the home, except drugs obtained for any emergency drug supply, are
cbtained based on resident usage, and that no more than a three-month supply is kept In the home af any Hme.
0. Req. 7910, 5. 124.

Findings/Faits salllanis :

1. The dcenses did not ensure that no moee than a throe month supply of drugs obiained for use in the home were kept
in b hare at any time. During an observation of the drug storage area, it was noted that there was a surples of slock
makcations. There were sight hottles of Senekol {808 piis}, nine hotlles of antihiztamine {900 pills), nine boilies of
Gravol (900 piiis), aight botitles of Regular Aspirin {4000 piils}, eight bolties of Enteric Coated Agpirn {800 pills) and tharo
ware 5G ampules of B12. it was confirmed by registered staff that anly 7 residents were receiving injeclable 812
menthly, at the time of the inspection, and therafore the supply on hand was in excess of three months,
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VN #10: The Licensee has {aifed to comply with O.Reg 79114, 5. 124. Residenis’ drug regimas
Every licensee of 2 longtarm care hame shall ensure that,

{a) when a resident Is taking any dasg or combination of drugs, including psychotropic drugs, thers is
monitoring and decumsniation of the resident’s response and the effectiveness of the drugs appropriate to the
risk ievel of the drugs;

{I:} approprists actions are taken in response 1o any medication incident Invalving a resident and any adverse
drug reaction {o a drug or combination of drugs, incheding psychetropic drirgs; and

{c} there 13, at lsast quarterly, a documentad reassessment of each resident's drug ragime. 0. Reg. 70M0, 5.
134.

Findings/Faits saillanis :

1. Tho licansee cid not ensure hal when residents were iaking as needed medications, that there was monitoring and

documentation of the resident’s raspense and the effectivenass aof the drugs.

a} An identified resident was provided mitk of magnesia as needed for constipation. The drug was admisisierad on 16

OCCasions ovar a seven month perfod and the effectivenass of tha drug was not recorded,

b} An identified residont was provided milk of megnesia 48 neodad for constipation. The drug was sdmiristored on two
DCCABIONS over 2 byo month period and the effeclivenass of the drug was not recorded. Irtervendlons recorded on the

electronic Medication Administration Record manfhly simmary ware not consistent with progress notos of medications

admiristerad during two months in 2041,

WHN #11: Tha Licenszra has failed to comply with O.Raq T9/40, 5. 32. Bathing
Spacifically falled to comply with the following subsections:

5. 33. {1} Every lleenses of a long-term care home shall ansurg lhat each resident of the home is bathed, at a
minimum, twice 2 wask by the methed of his or her cholee and mere frequently as determined by the residant’s
hygiene reguirements, unless contraindicated by a medical condition. ©. Reg. 7814, 5. 33 {1}

Findings/Fails saillants :

1. The residenl did nof roceive two baths per week a3 Indicated in her plan of care. The plan of care for an ldontifed
residant directed staff lo provide a bath or a shower twice a wack. A review of the resident care flow recards for just
over & one manth perod of Bime revaaled that the residend had only six documenied baths/showers during that time
period despile her plar of care indicating two showersibalhs por woak,

WH #12: The Licenses has failed to comply with G.Reg 73148, s, 24, Oral care
Spucificably failed to comply with the following subsections:

2. 3. (1] Every licensee of a long-term care homea shall ensyre that each resident of the home recelves oraf care
iv maintain the integrily of the oral tissue that includes,

{a) mouth care in the morning and evening, including the cleaning of dentures;

{b) physical assistance or cuing te help a residant who cannet, fer any reason, brush his or her own tealh; and

{c) an offer of an annuzl dental assessment and other preventiva dental services, subjact to paymant haing
suthorized by the resldent or he resident’s substitute decislon-mazaker, if payment is required. 0. Rag. 79414, s,
a4 1.

Findings/Faits saiflants :
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1. An identified resident dict nol recelve aral ¢car o maintain the indegrity of her oraf Basue ncluding moulh care @y the
marming and in the evening,

Documentation on the Resident Caro Flow far the months of Septamber and October 2041 Indiealed the resident did not
have mouth care, which was confirmed by the DOC. Documeniation indicated that no orat care was provided as
evitenced by o "X” on the areas ralated to aral care. During a discussion will: nursing staff, it was noted that the resident
refuses to havo mouth care and therefore staff are not able to complete maoyth cars.

WH #13: The Licensas has failed to comply with O.Reg 78/10, s. 9%, Continence care and bowal management
Specifically falied to comply with the following subsections:

5. 51. {2} Ewvery licanses of a {ong-term care home shall ensure that,

{a) each resideni whe is incontinent receives an assesament that includas idantification of causal factors,
palterns, type of incontinence and potential to restore function with spacific interventicns, and that where the
condition or circumstances of the residant raquire, an assessment is conducted using a clinically appropriate
assessment instrument that s specifically designed for assessment of incontinence;

{b} each resident whe Is Incontinent has an individualized plan, as part of his or her plan of care, to promote
anil manape howe! ang kladdar contlinance basad on the assessment and that the plan is nplamented;

fc} each resident who is unable fo toilet independently some or all of the Hims receives assistance from sfaff to
manage and maintzin coniinence;

[d} each rasident who is incontinent and has been assessed as bhelng petentially continent or continent some of
the time recaives the assistance and support from sfaff to become continent or continent some of the time;

{5} centinence care products are not used as an afternative to providing assistance {o 2 person to tailet;

{f] there are a range of continence care products avallable and accessible fo residents and staff af all times, and
in sufficient quanfities for all requirad changes;

{g} residents whe require continance care products have sufficient changes to remaln clean, dry and
comfortable; and

{In} reskdents are provided with a range of continence care products that,

{i are based on their individua! assessed needs,

{8} properly fit the residents,

{iii} promote resident comfort, ease of use, dignity and good skin integrity,

(v} promote continued Independance wharever possible, and

{v} are appropriate for the tma of day, and for the individual resident’s type of incontinence. 0. Reg. T9M), =.

1 {2}

Findings/Faits saillants :

1. A0 assessment that included the idenfification of causal faclors, patlerns,and types of incontinence using a ciinically
approgriate assessment instrument ihat was specifically designed for assessment of incontinence was not completed for
an kdentifiod resident when she had a decrease in her level of confinence noted in 20141, A ciinically appropriate
assessment instrument was nol used and was not available to staff. Staff indicated during interview thal ihey were
fransitioning to new assessment frms durng that me and documentation did no! include & spaciic canbnenco
assesament, anly revisian o the rosident's plan of care.

WH #14: The Licenses has failed to comply with 0.Rag 79718, 5. 68, Weight changes

Every licensee of a long-term care home shall ansure that residsnts with the following weight changes ares
assessed using an interdisciplinary approach, and that actions are taken and outcomes are evalusted:

1. A change of § par cent of bedy weight, or mere, over one month.

2. A change of 7.5 per cant of hody weight, or more, over three months.

3. A change of 18 par cont of body weight, or more, over § months.

4. Any olher weight change that compromises the resident’s health status, O, Reg. 7910, =. 68,
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Findlngs/Faits saillanis :

1. The licensen did not ansure that residents were assessed using an interdisciplinary approach Toliowing significant
weight ioss and that actions were taken and cltcomas avaliated.

ay An ifentified resident had an 8.2% significant weight loss over three months, but action was naf faken io address the
sipnificant weight loss. interveniions ke address waight loss and poor nubitional irfake were inffiatod ons manth pricr,
howavar, action was not faken when furthar waight foss cocurred the folfowing month, The plan identified by the RD was
to continue to menitar and follow up at next weight review or as required. Ar evaluation of the effectiveness of the
interventions inilisied {he month pdor did not ocour. The residant had furthar weight loss ihe next manth, triggering
ancther signilicant weight foss nofification {10.4% over 8 manths), An interdiscipinary assessment of this significant
waight [oss did not coour and actions were not taken to address the significant weight loss. The plan of care remalnad
the same as initiafly inifiated, despite futher significant weight Joss. The rasident has recently been refared lo the RD
related fo pagr flud intake and an open area.

b} An iderdificd resident had a 9.8% significanl welght foss over three months, however, this was nol idendiffed, as § was
not flegaed by the computer system, The signilicant weight loss was not assessed using an interdiscipiingsry approach
and actions were not iaken to address e gignificant weight loss. The nulritional assesament completed by the RB did
not assass the significant weigh! loss and notod minimal weight loss over the last quatler.

Additional Required Aclions:

VPC - pursvant fo the Long-Termt Care Homes Act, 2007, 5.0, 2807, .8, 5.152(2} the licensee Is herchy
requesied to prepare a wrilten pfan of earrection for achieving compliance te ensure changes to rosidoents
welghis are assessed using an intferdisclpiinary approach and that actions are taken and ouleomes avaluated,
fo bo implamented voluntarily.

Wi #1581 The Licenses has failed to comply with 9.Reg 7940, &. 72, Food production
Specificaily failed to comply with {he {cliowing subsections:

8. V2. {3) The Hcensee shall ensure that all food and fluids In the food preduction system are prepared, stored,
and served using methods to,

{a} preserve lasta, nutritive value, appearance and food quality; and

{b} prevent adulleration, contamination and food borne llingzs, O, Reg. 79410, 5. 72 (3).

5. 72. (4} Tha licensao shall maintzin, and keep for at least one year, & record of,

{a} purchases relating to the food production system, inciuding food delivery receipis;
{h) the approved menu cycie; and

(e} manu substitutions. 0. Reg. 7940, 5. 72 (4).

Findings/Faits saillants :
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1. Mot ali faods were pregared and sorved using methods which preserved taste, nuritive value, and appeasance al tho
lunch meal Oclaber 21, 2011, Tho purood foods (hot dog and cheese dreams) prepared and served wers runny and
not cohesive. The doms woera runedng into other itemns on the plate and nulrilive valie and appearance was not
preserved {tog meuch Auld diletes the nulriive vatua),  Stalf inflerviewed were aware that the pureed foods servod warg
net of ke correct Bxture.

The "Residont's Cholce" menu at the iunch meal on October 21, 2011, was nol prepared and served wsing methods
which proserved nutritive value, laste and food quality. Direction related ke recipes and pariion size was not providad to
stad prepasing and serving the meal, resulting in potential for varlatlons in Savour, laxiure and nutritional content.

Mot alt foods and fluids were served using methads which preventad adulteration and cortamination during the aflernaon
snack service on November 8, 2041, Stalf did not santize their hands batween assisting different residenls wilh aating
and drinking and cookles wors being porioned with their hands.

The censee didd nat maintain and keap for at ieast one year, 2 record of menu subsBilutions, Meny subsiitetions were
recofded on a home specific form, however, the FS5 confimed that these records were dlscarded and not mainisined
for at isast ona year.

WHN #18; Tho Licensee has failed to comply with LTCHA, 2007 5.0. 24807, ¢.8, 5. B4. Evary licenses of a Jong-
tarm care hame shall develop and implement a quality improvement and utilization review system that monitors,
analyzes, evaluates and improves the quallty of the accommadation, care, services, programs and goods
providad to residents of the long-term care home, 2047, ¢, 8, 5. 84,

Findings/Faits saiflants :

1. The new gualily improvemneant and uliization review systam that monitors, analyzes, evaluates and improves the
guatty of bhe accoimmodation, care, senvices, programs and goods provided fo regidenis, had nod hees fufly

implemented at the home.

The homa had a new Guality beorovement Manual, "Responsive Management Inc. 20117 The managers had received
initia training and had implamenied some seclions of the new program.  Chudng an interdew with the Administrator i was
confierned that the new Quaily impraovemerd Prograes had not baeoen filly implementad to date.

WiN #17: Tha Licensee has failed to comply with O.Reg 79/10, 5. 18. Evoery licensee of a long-ferm care home
ghall ansurs that the lighting requiraments sef out in {he Table fo this seclion ars maintained. C. Reg. 79110, 5.
16.TABLEHomes to which the 2002 deslgn manual apgliesbocation - LuxEnclosed Stairways - Minimum levels of
322,82 ux continuous consistent lighting throughoutAl cerriders - Minimum levels of 322,92 {ux contnuous
consistent Hghting fhrougheutin all olher areas of the home, including resident bedrooms and vestibulos,
washrooms, and fuh and shower reoms. - Mintimum levels of 322.92 {uxAll other homes! acation - LuxStairways -
Binkmum levals of 322.82 lux continuous consistent lighting fhroughouthdl corridors - Minimum levsls of 215.28
hux continuous consistent lighting throughoutin ail other arazs of the homa - Migimum levels of 215.54 luxEach
drug cabinet - Minimum levels of 1,876.2% luxAt the bad of each resident when the bed is at the reading position
- Minimum levels of 376.73 luxD. Reg. 7910, r. 18, Tahie,

Findings/Fakts saillanis ;
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1. Lighiing requirements were not maintainod at the bed of each resident, when the hed was at the reading posiiion ta a
reessrlm devel of 376 73 fux.

During = tour of the home the fighting lovals were observed o ba low al Be badsidos in room 204, On Movember 8,
211, the Envirommental Consullant svaluated the fighting levels, using a light meter, at the hedside in bwo areas in room
201, The lighting levels were noted fo be approximately 340 ke whick i= balow the requirernent of 376.73 kix. The
home kad replaced one lIght bull in a fixture at the hedside i room 209 on November 9, 2014, which then registered a
fux reading of greater than 376.73 ux. The Administrator and Environmentst Consultant have verbalized a plan to
replace the lower bull in bedside fixtures and consideralion ko roplace diffusers to ensure tighting levels are mmintained.

WHN #18: The Licenses has faled to comply with 0.Reg 790, s. 97, Notification re incidents
Specifically faited to comply with the following subsections:

5. 97. {1) Ewvery licensea of a long-term care home shall ansurs that the resident's substitute decision-maker, if
any, and any glhor person specified by the resfdent,

(=) are nolified immediately upon the licenzee hacoming awars of an alleged, suspected or witnessad ncident
of abuse or neglect of the resident that #ias resulad in 2 physical injury or pain to the resldant or fhat causes
distress to {he resident that could potentially ba datrimental o ihe resident’s health or weil-being; and

{b} are notified within 12 hours upon the licenses becoming aware of any other alleged, suspectad or witnessed
mcldent of abuse or neglect of the resident. 0. Reg. 7940, 5. 97 (1).

Findings/Faits saillants :

1. The resideni's substitute decision-maker [SDM) was not notified within 12 hours of the Heensee becoming awars of an
incigient of resident abuse,

An idontifiod resident was abused by & resident on two occasions in 2011, There were no incident reports available or
docamentadion in the progress nafes to indicate rotification of the resident's SDM of this abuse. During a discussion
with the DOC on November 8, 2011, i was noted that the she had no knowledge of the SDOM being notified of the
incicdonts i 2011,

WHN #19: The Licensee has failed to comply with O.Req 79/, 5. 87. Housekeeping
Specifically fallad {o comply with the following subsections:

5. B7. (2} As part of the organized program of hausakeeping under clause 15 {1} {a) of the Act, tha licenzes shall
ensure thal procedures are developed and implamentsd for,
{8} eleaning of the home, including,

{1} residant badrooms, including floors, carpets, furnishings, privacy curtains, conlact surfaces and wall
surfaces, and

i} common areas and staff aress, including ficors, carpets, furnishings, confact surfaces and walf surfaces;

{b} cleaning and disinfection of {he following in accordance with manufacturer’s spacifications and using, ata

minimum, a lew level disinfestant in accerdance with evidence-based practices and, if there are none, in
accordance witht prevailing practices:

{ij resident care squipmeant, such as whirlpoels, tubs, shower chalrs and lift chairs,

{if) supplies and devices, including parsanal assistance services devices, assislive aids and positioning aids,
&nd

{ili} contact surfaces;
{e} removal and safe disposal of dry and wel garbage; and
{t} addressing incidenis of {Ingering offensive odours. O. Reg. 7940, s. B7 (2]

Findings/Faits saillanis ;
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1. Incidents of lingering olfensive odours were not addressed. Offensive odours were identified in bwo shared residont
washrooms o Oclober 21, 2001 and November 8, 2011, Interview with the Administeatar contirmend the adours i those
identified raqms.

WH #20: The Licenses has fallad to comply with ©.Rag 79710, 5. 48, Falls prevention and management
Specifically failed te comply with the following subsaclions:

5. 4%, {2} Every licensee of a long-term care home shall ensure that when a resldent has fallen, the residant is
assessed and that where the condition or circumstances of tha resldent requira, a post-fall assessment is
conducted using a clinically appropriate assessment insfrument that is spocifically designed for falls. 0. Regq.
710, 5. 49 {2}

Findings/Falfs salliants ;

1. Residents have nat been assessoed using a clinically appropriate assessment insirument that is specificafly designed
for falis.

&} An ideniified resident had a history of fafls and had been identified at risk. The resident fefl and did noi have = post
fall assesament conducted using a clinically appropriate assessment instrument, specifically deslgned for falls following
this incident.

b} An ientified resident had a history of fafls and had been identified af risk. The resident sustained multiple fails. The
razident feli and did not have a post fall assessment conducled Using a ¢lnically appropriate assessment instrumennt,
spocificatly designated for falls.

Daring an interdew with the DOG il was confirmed Bhal durdng a lime of transifion, between paper and eleckonic
assessments, a few posl fail assezaments were not complokod,

WM #21: The Licensee has falled to comply with O.Reg 79110, 5. 228, Confinuous quality improvement

Every licensee of a long-term care homg shall ansurs that the quality improvement and utiization review system
required under section 84 of the Act complias with the following requirements:

1. There must be a written description of the systom that includes its goals, objectives, pollcies, procadures
and protocols and a process to identify inftiatives for review.

2. The system must be engeing and interdiscipiinary.

3. The improvements made fo the quality of the accommgdation, care, sarvices, pregramis and goods provided
¢ fhe residents must be communicated te the Residents’ Council, Family Council and the staff of the home on
an ongeing basis.

4. A record must be mabntained by the licansoo setiing out,

i. the mallers referred to in paragraph 3,

ik. the names of the persons wha participated in evaluations, and the dates improvemants wera implemented,
and

iH. the communications under paragraph 3. . Reg. 73/18, 5. 228,

Findings/Faits saillants :

. Impravements made through the gualily Inprovemend and uiization review system io accommodations, care,
senvices, pograms, and goads provided fo the residents were not communicated to the Residents Council. During a
raviaw of the Residant Council Meeling Mintdes fhere was no indication of the council being informed af Improvemeants
made through the quality improvement and uliiization reviow system. This was confirned during an iecview wilh the
Brogram Supervisor on Novambor 2, 2011,

WHN #22: The Licensee has failed to comply wilh LTCHA, 2007 5.0. 2007, ¢.8, 5. 85. SatlsfacHon survey
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Epacifically failed to compfy with the following subsections:

5. 85, [3) The licensee shall seak {he advice of the Residents' Council and the Family Council, if any, in
devaloping and carrylng cut the survey, and in acting on its results. 2467, ¢. B, 5. 85. {3},

Findings!Faits saillanis :

1. Residents’ Councll was not sought for advice in developing and carrying oul the satisfaction survey. A review of ke
Residents' Councl Mooting Minutes did not include any infarmailan regarding the homes satisfaction survey. During an
interview with the Program Supenvisor on November 2, 2011, it was sonfirmed that the home had recently complatod
their sirvay, however Restdents’ Council was not censulted prior to the nplementalion. Al this lime tho home was
campiling ihe survey resulls and had commumicalod glans to share the results with the couneil,

Wi #23: The Licensoe bas falled to comply with LYCHA, 2007 8.0, 2007, ¢.8, s. 57. Powers of Hesldents’
Counch

Spocifically failed fo comply with the following subseclions:
2, 37. (2} If the Residents’ Councit has advised the licensee of concems or recommendations under either

paragraph & or B of subsection (1), the licensea shall, within 10 days of receiving 1hs advice, respond o the
Residents’ Council in wilting. 2007, . 8, 5. 57.{2).

Findings/Falta saillants :

1. The licensee had not rosponded in writing, within 10 days of receiving recommendations or concems identifiad by
Resident Cotnell. A reviow of the Resident Council Meeting Minwtes for August 19, 2044, identified that two residents
voiced concemns of missing clothing. These concerns were nol responded o untit September 19, 2041, During an
interview with the Program Supervisor on Movember 2, 2014, il was canlisned that ihe concems were rot responded i
writhin 10 days,

WH #24: The Licenses has falled to comply with C.Reg 7M0, 5. 229. Infecton prevention and centrol program
Spacifically falled to comply with tha following subsections:

5. 229, (10} The licensea shal ensurg that lha following immunization and screening measures aro in place:

1. Each resident admitted to the home must ba screened for tubercutosis within 14 days of admission unless
the residant has already been screened at some time in the 90 days prior te admission and the documanted
rasuits of this screening are avaflabla to the licensee.

2, Residents must be offered imnmunization against inflitenza at the appropriate tima pach year.

2. Residents must be offared immunizaticns against pneumoeccocus, tetanus and diphtharia in accordance with
tho publicly funded Immunizalion schedules posted on the Ministry websife.

4. Stalf is screenad for tubarculosis and other infectious diseases In accordance with evidence-hased practices
and, if there are none, in accordance with prevailing practicas.

5. There must be a staff immuinization program in aceordance with evidence-hased practices and, if there are
none, in accordance with prevailing practices. O. Reg. 79/10, 5. 229 (1),

Findings/Falis saillants

1. Residenls wers not consistently offered insmunizations against tetanus and diphtheria in accordance with publichy
tunded immunizalion schedules. During an interview vilhk the DOGC on November 1, 2041, i was confirmed ihat homo
would adminisler {etanus and diphtheria vaccinations 1o new residonts on admission, ¥ the need was identiffed, however
the home did rot havo a program ir place io offer these immunizations o residents in accordance with the publicly
funded schedulas,
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WHN #25: The Licenses has failed to comaply wilh O.Reg 784D, 5. 73. Dirlng and snack service
Specifically failed to comply with the following subsections:

5. 73. {1} Every licenses of a long-term care home shaif ensure that tha home has a dining and snack service
that inchides, at a minimum, the following slements:

1. Communfcation of the seven-day and dafly menus to residents,

2. Reviow, subjecl fo compliance with subsection 71 {6}, of meal and snack times by the Residenls’ Council,

3. Meal service in a congregate dinlng sefling unless z resident’s assessed needs indicate atherwise.

4. Monitering of all residenis during meals,

3. A process to ensure that food service workers and other staff assisiing residents are awars of tha rasidents’
diets, special needs and preferences,

6. Food and fluids balng served at & temparature that is both safe and palatable to the residents,

7. Sufficient ime for every resident to eat at his or her own pace.

8. Course by course service of meals for each resident, unless otharwiss indicated by the resident or by the
residen{'s assassed needs.

B. Providing residents with any eating alds, assisitve davices, persenal assistance and encouragement reguirad
to sately eat and drink as comfortably and indapendently as possible.

10. Proper technigues to assist residents with eating, inchuding safe positioning of residents who require
assistance.

11. Appropriate furnishings and squipment in resident dining areas, Inclisding comforiabla dining reem chairs
and dining reom tables at an appropriate height to meet the neads of all residenis and appropriate seating for
staff who are assisting residents to eal. G. Reg. 79/10, 5. 73 {1}

Findings/Fails saillants :

1. Althe funch meal on October 21, 2011, mest servics was nof servad course by course for an idertiBed resident, An
ica cream sandwich was placed on ihe kable, howovor, the resident was not finished her entree. The dessart sat on the
table for over 20 minutes and was meltnd by the fime {he resident was able to eat it.

2. Appropriste furnishings, including tablss at an appropriate keight 1o meal the needs of 9 rosidonts, were not available
in the dining arcas. Soveral residents were seated at tahles that were koo high for the residents to socialize and required
a table fop for their wheeichair as they could not reach the iabie,

3. Restderds’ Council had not reviewed the meal and snack Brmes,

A review of tho Resident Council Meeting Minules far the past yoar did nct include any documentation of a raview aof fho
mieal and snock times. An interview with the Program Sugarnvisor on Movember 2, 2044, confirmead 1hal couneit had nat
riviowed the meal and snack times slncs July 2010,

4. At the lunch meat on Oclober 21, 2011, proper positioning was nat usad far for an anbfied residont while being
assisted with eating. The sesldent was tilted back ia the chair white being fed, which created a risk for choking. The
resident was at risk for choking and required thickened fluids. Siaff siated it was difficud to position the residest during
meals.

WH #26: The Licensea has failed to comply with O.Reg 79/10, 5. 131. Administraifon of drugs
Epecificalty failed 1o comply with the following subsections:

s. 131. {2} The Hcansee shall ensure that drugs are administered fo residenls in accordance with the directions
for use specified by the presciriber. O. Reg. 7850, 5. 137 {21,

Findings/Faits saillants :
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1. The resldent did not recsive drugs in accordance with the directions for use specified by the prescriber.

I 28341, a0 identified resident did not receive ane dose of medication as orderad by the physfcian. This omission was
identifiad 2xsd action was takan to moniter the resident, nolify the physician and comrmunicate to the Substlilie Decision
Maker. During a discussion with the BOC the medication omission was confirmed, the staff member iwoived was -
educated regarding the electranic medication administration record {(EMAR), narcofic record, amd Collugn of Nurses of
Oatarin (CNO) standards for medication administration.

Issued on this  20th  day of January, 2012

inspacteur ou des inspectelirs
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