inspection Report Rapport d’inspection
Z under the Long-Term prévue le Loi de 2007
Care Homes Act, 2007 les foyers de soins de
4 Ontano longue durée

Ministry of Health and Long-Term Care London Service Area Office Bureau réglonal de services de London

Health System Accountability and Parformance Division 291 King Strest, 4th Floor 291, rue King, 4iém &tage
Performance Improvement and Compliance Branch Lendon ON N6B 1R& London ON NGB 1R8
Ministére de la Santé et des Soins de _' Telephone: &19-676-7680 Téléphone, 519-676-7680
longue durée Facsimils: 519-675-7685 - Télécopleur: 512-675-7685

Diviston de 1a responsabl Ilsatton et do la performance du
systéms de santé

Divectlon de I'amélioration de la performeance et de la
conformité

I:l Licensee Copy/Cople du Titulaire Public Capy/Cople Public

Date of Inspection/Date de Finspection Inspection Nof d'inspection . | Type of Inspaction/Genre &’ Inspestion
.September 21,2010 . . .. . . . | 2010-137-2217-20Sep154603 . Complaint L-01060

Licensee/Titulaire
S & R Nursing Homes Ltd., 265 Front Strest, Suite 200, Sarnia, ON N7T 7X1

Long-Term Care Home/Foyer de solns de longue durée
Trilllum Villa Nursing Home, 1221 Michigan Avenue, Sarnia, ON N7S 3Y3

Name of Inspactor/Nom de Finspecteur
Marian C. Mac Donald - # 137

The purpose of this inspection was to conduct a Comp[aint inspecﬁon related to a mediéat'ioh”i‘riéident.

During the course of the inspection, the inspector spoke with: Administrator, Director of Care a registered staff
and resident.

During the course of the inspection, the inspector: reviewed progress notes, Resident Leave of Absence
Policy and LOA Release of Responsibility Form

There were no Inspection Protocols uséd during this inspection:

X Findings of Non-Compliance were found during this inspection. The following action was taken:

2WN
2VPC
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2 Long-Ter. Care’ under the Lon d’inspection prévue
» Ontario ' Term Care Homes le Loi de 2007 les
Ministére de la Santé et Act, 2007 foyers de soins de

des Soins de longue durée longue durée

Deﬂnltlonleéﬁnltions

WN - Writfen NotlrcaltonslAvIs ot T
VPG — Voluntary Plan of Correction/Plan de redressement vo}ontalre
DR - .:Director ReferraliRéglsseur envoyé RS
€O —. ‘Compliance Qrder/Ordres de conformité RN

WAO - Work and Acﬁwty 0 der!Ordres irauaux et actnntés Ll

1 Le suh.rant consliiuar un avla d'écr:l ds laxigenae prévue Ie paragrap
: de sacﬂon 152 da !es foyers de soins de iongue durée T o

The foliow[ng cons!:luies walten notiﬁcauon of nen- compliance under
paragraph‘i of secﬁon 152 oftha LTCHA R R

Non-compliance with {equlremems under tha Long -Term Care Homes R
Act, 2007 {LTCHA) was found. ‘(A requirement under the LTCHA mc!udes
_the tequitements contalngd in the ltems Histed In the definition of

. “requlremenl under this Act" in subsactlon 2(1} of the LTCHA)

Non respec! avec las ex;gance

| ‘cemtentias dars. tes points énumérés dang’la définition ds ! exlgence

$: sur,le'l.or do.2007 o6 foyers d sofnsdo. -
Hongue durde & trouvé. (Une exigenca dans le lo} gomprand les exlgences )

;;révua peﬂa présente toi au paragraphe 2(1} de !a lcl T

WN #1: The Licensee has failed to comply with O. Reg. 79/10, s.8(1)(b)
Where the Act or this Regulation requires the licensee of a long-term care home to havs, Inst!tute or otherwise

put in place any plan, policy, protocol, procedurs, strategy or system, the licensee is required to ensure that
| the plan, policy, protocol, procedure, strategy or system,
{b) is complied with.

Findings:
e The home failed to comply with policy number 2.4.4 related to Resident Leave of Absence.
» All required medications were not sent with an identified resident.

« A blister package of medications was sent with an identified resident which betonged to
another resident,

Inspector ID #:
137

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, $.0. 2007, ¢.8, s,152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance, related to foliowing the policy and
procedure for sending medications with residents, be implemented voluntarily.

WN #2: The Licensee has failed to comply with O. Reg. 79/10, 5.135(1)}(a)

138. (1) Every licensee of a long-term care home shall ensure that every medication incident involving a
resident and every adverse drug reaction is,

(a) documented, logether with a record of the immediate actions taken to assess and maintaln the resident’s
health

Findings:
¢ There was no internal incident report completed for an identified resident.

« Ali required medications were not sent with the resident when on a Leave of Absence and a
blister package of medications was sent that belonged to another resident,

Inspector [D #:
137

Additional Required Actions
VPG - pursuant to the Long-Term Care Homes Act, 2007, $.0, 2007, ¢.8, s. 152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance, related to completing medication
incident reports, to be implemented voluntarily.
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Signature of Llcenses or Representative of Licensee Signature of Health System Ac;ouﬁiablllty and Performance Division
Signature du Titulaire du représentant désigné representative/Signature du (de la) représentantfe} de la Division de la

responsabllisation et de Ia performance du systdme de sanfé.

W:ZMJW

Titie: Date; . Date of Report September 22, 2010
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