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2013 216144 0056 - -

Licensee/Titulaire de permis 
REVERA LONG TERM CARE INC. 

Log # / Type of Inspection / 
Registre no Genre d'inspection 

L-000591-13 Complaint 

55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, L5R-4B2 
Long-Term Care Home/Foyer de soins de longue duree 
ROSE GARDEN VILLA 
350 DOUGALL AVENUE, WINDSOR, ON, N9A-4P4 
Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 
CAROLEE MILLINER (144) 

1nspectionSummary/R~sume de !'inspection 
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. 

-- .. --

V\IN~ YVriUE)11Ne>tificati9n ..... ···• · .. 
iVPC -' Voluntary J=>lan of Correction 
DR~ <PirectorReferra] ••• 
cq... • G.c:implic3i")Ce Qrd1,r···· 
·wAO-'Worki:lridActivityOrder • 
-"·"• :"~-~--,--- , .. -.... _,,. _ _, 

VVN••~· Avis ecrit )···.··•··.·.··• \····• // ; c•···•··. 
ypQ..,. Plan deredtessernentvolontc!ire 
DR:.C, Aigqillage attdirecteur • •• 

CQ>. Ordredeconforrni.te ··. ··.•.•. > 
WAQ--, Ord res :Jravaux etactivltes •• ••• 

•• .... ~. -· ~ . . ..... --··-.. - . ..~~ 

•Non-cornplic!ncewith requirements under . Le .• non-respect dE)~exiger,ces.de la\1.0.rc:te. 
·theLong-]enri Care Hornes Act, 2007· 2007surJesJoyers desoi.ns de. longtie 
(LTCHA)\-VaS found.· .. (A requirement duree (LFSL.D)a.etf constate. (Une ,· ... •· ....• 
. under the.LTCHA includesJhe exigenced.e la IPLcornprend.les el<igences 
requirerne.ntscqntaine.d• in·theiterns listed quifonfpartie, d.es~le111ents-enufuer~s .. 
. if1theidefinitipnof .. "requirernent·.under.this dansladefinitipn•.dE>.(CE,Xigenceprevue···· 
iA.gtllin s1.19se;ctio11.2(1.) .oflhe·• LTCHA.)······ par la·.prese11te,.loi)>fa.u••paragraphe2(1J··•·· 

defaLFSlD. •• 

•ytie.followingc0nstituteswritteh• 
,ooUfication.•.of .. non~compHanceunder 
iparagrcjphJ ... {lfsectiorf1!52oftne LTCHA. 

Ceqursuif constituej&navis ~crilde •• nJ(l; 
respectaux ter(Jles duparagraphe 1 .. de 
!'article 152 de la lFSLD, ••• • 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. 
Plan of care 
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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 plan of care for one resident sets out clear 
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) (c)] 

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 0. 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. 0. 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 lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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