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REVERA LONG TERM CARE INC.
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Long-Term Care Home/Foyer de soins de longue durée

ROSE GARDEN VILLA
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Name of Inspector(s)/Nom de 'inspecteur ou des inspecteurs

CAROLEE MILLINER (144) _
pection Summary, mé de Finspe
The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): August 20, 2013

During the course of the inspection, the inspector(s) spoke with one resident,
the Executive Director, Director of Care, one Registered Practical Nurse, three
Personal Support Workers and one Dietary Aide.

During the course of the inspection, the inspector(s) reviewed one resident
health care record and one resident home area Residents Weekly Bath
Schedule.

The following Inspection Protocols were used during this inspection:
Personal Support Services
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Skin and Wound Care

Findings of Non-Compliance were found during this inspection.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.
Plan of care
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Specifically failed to comply with the following:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a
written plan of care for each resident that sets out,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007, c. 8,s. 6 (1).

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is
provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :

1. The licensee failed to ensure the pian of care for one reSIdent sets out clear S

directions to staff and others who provide direct care to the resident. Three staff
confirmed the resident's last two quarterly reviews were not revised to include
changes to the resident's plan of care. [s. 6. (1) (¢})]

2. The licensee failed to provide care to one resident as specified in the plan. A
physician ordered procedure was not consistently provided as ordered. One resident
and staff confirmed the procedure was not provided as ordered.[s. 6. (7)]

3. The licensee failed to provide care to one resident as specified in the plan. One
resident at the request of family was scheduled for a specific procedure to be
completed. Interview with one resident and two staff confirmed the care was not
provided. [s. 6. (7)]

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 related to ensuring the plan of care for each resident sets
out clear directions to staff and others who provide direct care to the resident
and that the care set out in the plan of care is provided to the resident as
specified in the plan, to be implemented voluntarily.
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WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 129. Safe
storage of drugs

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 did not ensure that drugs are stored in an area or a medication cart
that is secure and locked. A container of physician ordered medication was observed
in one resident's room. One staff confirmed the medication is stored in the resident's
room. [s. 129. (1) (a) (ii)]

Issued on this 23rd day of August, 2013

Signature of Inspector(s)lSignature de Pinspecteur o des inspecteurs

CARPLEE 1 /LLINVER
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