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~lrnSl!)ectuoll'!l ~o / ILogi # / Type of ~1n1spectoo111 / 
Nlo de D'insjpection 

Sep 6, 2013 2013 159178 0017 - -

Ucem~ee/Tntl\Jl~aiiire «:Ile permns 
University Health Network 

Regestire no Gem·e d'inspecioon 

T-334-13 Complaint 

550 UNIVERSITY AVENUE. TORONTO. ON. M5G-2A2 
lo1n191° Te!M1 Caire Home/Foyer de soons die ~ong11J1e «:ill!lree 
LAKESIDE LONG TERM CARE CENTRE 
150 DUNN AVENUE, TORONTO. ON, M6K-2R6 
Naime oif ~iraspecto1r(s)/Nlom de l'a1111specteul!' ou dies unsjpecfteuirs 
SUSAN LUI (178) 

T~e IPlUlll'IPOSe o1f ftlhns oll'!ls1Pectoo111 wais to colTildluct a Corrrmp~aiu1n1t ~1n1sjpecteo1rn. 

Tlhlos nr\ls1Pectoo1n1 wais co1rndluicited on tlhe fo~~owoe,g dlatce(s): J11JJ~Y 311, AugaJJst 1, 2, 6, 
20113. 

Duirsng t~e co11J11rse oir tlhle unsfPect~oll'e, tlhe onspectoir(s} spoll<e wm, 1Exec11.ntgve 
IDoirecioll', Nh.nll'se Co1n1sllJl~tai'llt, Socua~ Wo1rlker, iregosftered staff, peB"SOITlla~ s11.11ppoll't 
wo1rll<ers, pruvaite comptainno1111, iramo;y of resodlent. 

Du11ri1TUg tclhe course of tR'De 0111spectno1n1, the Dll"ilS1?ecto1r(s) observed iresidlelrit care, 
reviewed resodlent records, reviewed home irecordls ~ind poHcues. 

The follow~ng hiispectio111 Pirotoco~s were llJsed dlurall1lg tlhis anspection: 
Reporteng and Comp~S2ints 
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!ReSIPOll1lsnve IBehaivooul!'s 

fill'lldlBngs of lNlon-Comp~iaince were found dllu1rong tlhlos onspeciion. 

legend 

WINI - Written Notofocatoo111 
VIPC - Vo~untary Plan of Correction 
DR - Directoll" Refena~ 
CO - Comploance 01J"o1er 
WAO - Worlk andl Actovity Order 

Non-comp~iance with reqQ.llirements unolell' 
the long-l erm Call'e Homes Act, 2007 
(l lCIHA) was found!. (A reqn.JJirement 
undlell' the l lCIHA includles the 
ll'eqiuoll'ements contaoned in the otems listed 
on the definitoon of "requirement under this 
Act" in su[bsectoon 2(1) of tlhe l TCIHA.) 

legende 

WN - Avos ecll'it 
VPC - Plan de redressement vo~ontaore 
DR - Aoguollage au dlirecteur 
CO - Ordlll'e de conformite 
WAO - 01J"dl1J"es : travaux et activates 

le non-respect dies exigences die ia Loi de 
2007 sull' les foyell's die soins de iongue 
duree (llFSlD) a ete co111state. (Une 
exigence de la ~oi compreinol les exigences 
qui font partoe des elements enumeres 
dlalnls la dlefinition de « exigence pll'evn.JJe 
pall' la 1Prese1nte loi », au 1Paragraphe 2( 1 ) 
die la llFSlD. 

llhe foUowong constitutes wrotten Ce quo sn.JJit constitue un avis ecrit de non-
notificatoon of non-compliance Lmdler ll'espect aux termes du pall"agra1Phe 1 de 
IP8lll"agraph 1 of section 152 of the l lCHA. l'article 152 de la LIFSLD. 

W!Nl #1: fhe Uce111see !has 1fau;edl to com1PiY woth l TCHA, 2007 S.O. 2007, c.8, s. 6. 
!?~an o1f caill'e 
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Loi de 2007 sur ~es foyers de 
souns die ~onglUle duree 

s. S. (5) The ncensee sha~I ensuire that fthe resodelnlt, tlhe rresidernt's sa.abstmtute 
dlec~soon-maker, sf any, a111d any other l!)ersons desognatedl by the resodleirnt or 
SlUlbstetlUlte dlecasHOll1lafflallker arre given ain opportlUlll1lgty to parftucipaite flUl~~y 001) tlhle 
dleve~o1Pmen1t andl amlpl~emell"lltat;oa, of the 11"esadle1n1t's p~aie, of caire. 2007, c. 8, s. S 
{5}. 

s. 6. ('VO} The ~scensee shaDI ensure that ihe ll'esudeni us reassessed! and the p~aa, 
of caiire reviewed a1n1dl revised! at ~eaist every sax months and at any other tame 
wlheli1l, 
{a} ai goai~ in the IP~an Ds met; 2007, c. 8, s. 6 (10). 
{lb) the iresidlent's care 111leeds change or care set out on the plan is no ionger 
01lecessau-y; oir 2007, c. 8, s. S (10). 
(c} care set ollJlt nli1l t~e p~ai01l has not been e111fectDve. 2007, c. 8, s. S (10). 

fo01ldlengs/f'auts samall"lltS : 
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1. The licensee has failed to ensure that a resident's substitute decision maker was 
given an opportunity to participate fully in the development and implementation of the 
resident's plan of care. 
Staff interviews, family interviews and record review confirm that the substitute 
decision maker (SOM) for Resident# 1 was not consulted or informed when the 
resident was started on a new medication in February 2013. The resident's SOM was 
informed by hospital staff that the resident had been receiving the identified 
medication, when the resident was later admitted to hospital for an unrelated 
condition. [s. 6. (5)] 

2. The licensee has failed to ensure that the resident is reassessed and the plan of 
care reviewed and revised at any time when the resident's care needs change. 
Due to a delay in specimen collection, Resident# 1 was not reassessed and the plan 
of care was not revised for more than 12 days after the resident showed signs of 
possible infection in September 2012. 

Record review, staff and family interviews confirm the following: 
-Resident# 1 has a history of urinary tract infections, which can increase his/her 
agitation. 
-during September 2012, Resident# 1 was experiencing diarrhea, as well as 
confusion, agitation and responsive behaviours. 
-a physician's order was written for Resident # 1 on September 18, 2012 ordering that 
a urine specimen be collected using the clean catch method, and sent for culture and 
sensitivity (C & S) and routine microbiology (R & M). On the same date an order was 
written for a stool specimen to be collected and sent to be tested for C & S, and for 
Clostridium Difficile (C. Diff) toxin. 
-the urine specimen was collected 12 days later on October 1, 2012, and showed 
evidence of a urinary tract infection (UTI) for which the resident was provided 
antibiotic treatment. 
-the stool for C. Diff was collected 30 days later on October 18, 2012, and the stool for 
C & S was collected 36 days later on October 24, 2012. Both stool specimen tests 
were negative. 
-the delay in specimen collection caused a delay in assessment of the resident's UTI, 
which resulted in delayed treatment of the resident's UTI. 
-Record review and staff interviews confirm that Resident # 1 can be resistive to care, 
which can delay collection of a urine or stool specimen. However, progress notes 
indicate several instances during the delay when the resident was calm and 
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cooperative, and there is no indication that an attempt was made to collect a 
specimen at that time. [s. 6. (10) (b)] 

Additional Required Actions: 

VPC- pursuant to the Long-Term Care Homes Act, 2001, S.0. 2007, c.8, s.152(2) 
the ffffcer»see is here/by requested to prepare a written pUan of correction for 
achieving compUiar»ce to ensfLOre that: 
.. residents and their SDMs are given an opporttLDnity to participate ftLD!Uy illU the 
dleveUopmenrt atrDd impffementatffo111 of the pffa111 of care, parlictLDlatrUy in regards to 
new medications otr treatmernts 
-aUU residents are reassessed and their plans of care reviewed and revised at any 
time when the resident's care needs change, to be implemented voluntariUy. 

W~ #2: Time IUceD1lsee lhas ffae~ed to comiµ,~y watltn O.Reg 79/10, s. 131. 
Admuinost1ratooin of drQJlgs 

Sljlecofuca~~Y ffau~edl to comp~y woUo ftlhle fo~~owong: 

s. 131. {2} The ~Bcensee sha~~ ensure tlhatt dlrlL!lgis are adminesf!ered to iresodlenfts in 
accoirdaince witth tlhe dU1recteons for use specified by ~ll1e pirescrRber. 0. !Reg. 
79/1 ~~ s. 131 {2}. 
fulrild!DD1lgs/f zots samaD1lts : 

1 . The licensee has failed to ensure that drugs are administered to the resident in 
accordance with the directions for use specified by the prescriber. 

Family interviews, staff interviews and record review confirm that on October 5, 2012, 
Resident# 1 was not administered drugs as specified by the prescriber. 
On October 5, 2012, Resident # 1 refused to take his/her 1600h medications, and as 
a result the medications were wasted. At 1730h when the resident had family present 
and was calmer, the registered staff member administered the resident's medications 
which were ordered for 2000h. These medications were the same as the 1600h 
medications, but at a higher and more sedating dose than the 1600h dose which had 
been refused earlier. 
As a result, the resident became very drowsy during the evening. [s. 131. (2)] 
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VPC- pursuant to tlhe Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) 
tlhe licensee is /hereby requested to preparre a written plan of conrecltiorn for 
achieving compliance to ensure that drugs are administerred to the residents in 
accordance wiftlh tlfve dirrectffons for BJse specified /by t!he prescriber, fto be 
impUeme81Jtled voftLQrntarriiy. 

WN #3: The licensee has fasled to comp~y with l TCHA, 2007 S.O. 2007, c.8, s. 
22. Ucensee to forward comp~anD1lts 

Specmcai~~Y faiuied to comp~y wm, the fo~~owonig: 

s. 22. (1) !Every ~ocensee of a ~0111g-term care home who receaves a wirotten 
comiµ,~aioe,i COD1lCSll'lnlDD1lg ilhle care of a resodlent OIi" ihe Ojpeiraioon of the ioriigaterm 
call"e home staai~~ ammeduaite~y foll'Waird s~ to time Dnirector. 2007, c. 8, s. 22 (1}. 

f'uirodo01laJS/faiuts saima01ts : 
1. The licensee has failed to ensure that any written complaints that have been 
received concerning the care of a resident or the operation of the home have been 
immediately forwarded to the Director under the Long Term Care Homes Act 
(LTCHA). 
Staff interviews, family interviews and record review confirm that between April 22, 
2012 and May 24, 2013 numerous written complaints were submitted to the home by 
the SOM of Resident# 1 concerning the resident's care. Staff interviews confirm that 
none of these written complaints were forwarded to the Director under the L TCHA. [s. 
22. (1 )] 
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~sslUled on this 9th daiy of Sep~emlber, 2013 

Ministere de !a Sante et des 
Soins de ;ongue duree 

Rap[l)ori d'unspectaon sous ~ai 
Lo~ de 2007 sur ies foyers de 
soo1111s de ~01111gue dluree 

Sogprnaita.a1re of ~ll"ftspector(s)/Sognat1.nre de ~'ill'ilspecteu1r OM dies ol!1lspecieurs 
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