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Ms Hllary Mallett

Beeton ON- LOG 140

Dear Ms Mallett:

3 hﬁ(‘h

P!ease 'ﬁnd enclosed the !nspecfreh Réport—Pubhc Copy for an mspectlon
cenduc’ced July 13, 2010 underthe Long-Term Care Homes Act, 2007 (LTCHA)
' for the p_urpose of ensuring compliance with requirements underthe’ LTCHA

This inspection report ‘must be posted in the home, in a consplcuoue and easny
accessible location in accordance with the LTCHA, 2007, S.0. 2007, ¢ 8 5.79

(1) and (2).

A coby c;if the lns_pection Report-Public -Copy must be made available without
charge upon request. The report will also be onfile with the Toronto Service
Area Office, Performance Improvement and Compliance Branch.

: f o - 0 7
C)Q : MM\Q@O / M’lﬁz(//é)
AaA. Amanda Williams, BSc., BASC., CPH!(C_) s Susan Squires, R.N., BScN
LTC Homes Inspector /. .LTC Homes Inspector

'Sincerely,

NS
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Performance lmprovement.and Compliance Branch

Ministére de la Santé et des Soins de longue durée
Division de Ia responsabiisation et de la performance du systéme de santé
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Taronto Service Area Office Bureau régional de services de Toronto
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Telephaone: 1-866-311-8002 : Téléphone: 1-866-311-8002

Facsimilie: 416-327-4486 Télécopieur: 416-327-4486

Inspection Report under the LTC Homes Act, 2007

Rapport d'inspection prevLie de le Loi de 2007 les foyers de soins de
longue durée

X Public Copy [] Copie du Titulaire

[0 Licensee Copy Copie de la Publique

Date(s) of inspection/Date de 'inspection | Inspection No/ Type of Inspection/Genre d’msptectlon
: d'inspection Mandatory Report

| July 13, 2010

2010_101_9573_13Jul103219
2010_109_9573_13Jul104400

Critical InC|dent

LicenseelTitulaire

The County of Simcoe

Long-Term Care Home/Foyer de soins de longue durée

Simcoe Manor Home for the Aged

Name of Inspector{s)/Nom de Finspecteur(s)

Susan Squires (109) and Amanda Williams {101).

“The purpose of this inspection was to conduct a Mandatory Report/Critical Incident inspection

{ The inspection was conducted by Susan Squires and Amanda Williams.

| The inspection occurred on JuIy 13, 2010‘.

During the course of the inspection, the mspector(s) spoke with:

Administrator

Director of Care
Registered Nursing Siaff
PSW Staff

The following Inspection Protocols were used in part or in whole during this mspectlon
Hospitalization and Death Inspection Protocol

{ Responsive Behaviors
Medications

Corrected Non-Compliance is listed in t'heAsection titled Corrected Non-Compliance.

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

6 -WN -
1 -VPC
2 -CO




.. Ministry of Health and Ministére de la Santé et
D= o . . .
Eﬁ’ Ontario Long-Term Cafe des Soins de longue durce

Le suivant constituer un avis d'ecrit de 'exigences prevue le
paragraph 1 de section 152 de les foyers de soins de longue
duree.

The following constitutes written notificaiion of non-compliance under
paragraph 1 of section 152 of the LTCHA.

Non-compliance with requirements under the Long-Term Care
Homes Act, 2007 {LTCHA} was found. (A requirement under the
LTCHA includes the requirements contained in the items listed in the
definition of "requirement under this Act” in subsection 2(1) of the
LTCHA)

Non-respect avec les exigences sur ie Loi de 2007 les foyers
de svins de longue dureé a trouvé. (Une exigence dans le loi
comprend les exigences contenues dans les points énuméres
dans la définition de "exigence prevue par la présenie loi" au
paragraphe 2{1} de la loi. -

NON- COMPLIANCE / (Non-respectés)

Definitions/Définitions

WN — Written Notifications/Avis écrif
VPG - Pian of correction/Plan de redressement
DR Dlrector ReferraIlReglsseur envoye

WN#1: The Licensee has failed to comply with: LTCHA, 2007, 8.0 2007, c 8, s6 (10) (b). 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, the resident’'s care needs

change or care set out in the plan is no longer necessary

Findings:
1. An identified plan of care was not revised to reflect current significant change in health status.

| Inspector ID#: 101 ‘ ' )
Required Compliance Date: Immedlately '

WN#2: The Licensee has failed to comply with: LTCHA, 2007, §.0. 2001, ¢ 8, s 6 (1) (c). Every
licensee of a long-term care home shall ensure that there is a written plan of care for each
resident that sets out, clear directions io staff and others who provide direct care to the
resident. 2007, c. 8, s. 6 (1).

Findings:
1. Anidentified pian of care does not provide specific individual interventions and strategies
required. :

VPC — Pursuant to LTCHA, 2007, 5.0. 2007, c. 8, s. 152 (2) the licensee is heréby requested fo
| prepare a written plan of correction for achieving compliance forthe plans of care for '
responsive behaviors to be implemented voluntarily.

Inspector ID#: 109
Required Compliance Date:  September 12, 2010

WN#3: The Licensee has failed to comply with: O. Reg. 79/10, 8131 (2). The licensee shall ensure
that drugs are administered to residents in accordance with the directions for use specified by the
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Ministry of Health and Ministére de la Santé et
y> ] K . . .
g,_" Ontario Long-Term Care | des Soins de longue durée

Le suivant constituer un avis d'ecrit de F'exigences prevue le
paragraph 1 de section 152 de les foyers de soins de longue
duree.

' The following constitutes written notification of non-comh[iahce under
paragraph 1 of section 152 of the LTCHA.

Non-compliance with reguirements under the Long-Term Care
Homes Act, 2007 (LTCHA) was found. (A requirement under the
LTCHA includes the requirements contained in the items listed in the
definition of "requirement under this Act" in subsection 2(1) of the
LTCHA)

Non-respect avec les exigences sur le Lo/ de 2007 les foyers
de soins de longue dureé a trouvé. (Une exigence dans le loi
comprend les exigences contenues dans les points énumérés
dans la définition de "exigence prevue par la présente loi” au
paragraphe 2(1) de la loi.

| prescriber.

Findings:
1. One resident was administered a double dose of prescribed medication on a specific date
resulting in a medication error. '
2. The above noted medication error was not identified by the home until 3 days later, resultlng
in delay in follow up actions. :

Compliance Order # 001 will be served on the licensee

Inspector ID#; 101"
Requrred Compllance Date Immediately

WN#4: The Licensee has failed to comply with: O. Reg 7910, 53 (1) 3. Every licensee ofa
long-term care home shall ensure that the following are developed to meet the needs of
residents with responsive behaviors: (3) Resident monitoring and mternal reporting
protocols.

Findings:
1. Resident W|th responsive behavior was placed on one to one monitoring. There was no
tracking/monitoring tool completed for a resident who was placed on one to one monitoring.

Compliance Order #002 will be served on the licensee

Inspector 1D#: 109
Required Compliance Date: August 27, 2010

WN#5: The Licensee has failed to comply with: The Licensee has failed to comply with: O. Reg.
79/10, s. 135 (1) (a} (b). 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, together with a record of the immediate actions taken to assess and
maintain the resndent’s health; and :

{b) reported to the resident, the resident’s substitute decision-maker, if any, the Director of .
Nursing and Personal Care, the Medical Director, the prescriber of the drug, the resident’s
attending physician or the registered nurse in the extended class attending the resident and
the pharmacy service provider.

Findings:
1. There is no documentation in the health record to indicate the physaclan or the SDM were
notified of the medication error incident. Staff interviewed were unable to confirm whether the
parties were notified.

Page 3 of 4



.. Ministry of Health and " Ministére de la Santé et
EF?Ontari o Long-Term Care des Soins de longue durée

. o . - ) . Le suivant constituer un avis d'ecrit de [ exigences prevue le
The following constitutes written notification ef non-compiiance under paragraph 1 de section 152 de les foyers de soins de longue

paragraph 1 of section 152 of the LTCHA. dures.

Non-compliance with requirements under the Long-Term Care
Homes Act, 2007 (LTCHA) was found. (A requirement under the
LTCHA includes the requirements contained in the items listed in the
definition of "requirement under this Act” in subsection 2(1) of the
LTCHA.)

Nen-respect avec les exigences sur le Loj de 2007 les foyers
de soins de longue dure¢ atrouvé: (Une exigence dans le loi
comprend les exigences contenues dans les points énumérés
dans la définition de "exigence prevue par la présente loi" au
paragraphe 2(1) de Ia loi.

Inspector |D#: 101
Required Compliance Date: September 12,2010

| wWiN#8: The Licensee has failed to comply with: 0. Reg. 79/10, s 53 {1) 1. Every licensee of a long-
term care home shall ensure that the fo[lowmg are developed to meet the needs of residents
with responsive behaviors:

{1} Written approaches to care, lncludmg screening protocols, assessment reassessment
and identification of behavioral triggers that may result in responsive behaviors, whether

- | cognitive, physical, emotional, social, environmental or other.

Findings:

1. Behavioral tracklng not completed according 1o the homes protocol. Trlggers for aggressive
behaviors not identified for an identified resident,

2. Staff responsible for the care of the above noted the resident were unable to state what
triggers resulted in responsive behaviors.

VPC — Pursuant to LTCHA, 2007, S.0. 2007, c. 8, s. 152 (2} the licensee is hereby requested to
prepare a written plan of correction for achieving compliance for the written approaches fo

| care including screening protocols, assessment, reassessment and identification of
behavioral triggers for responsive behaviors to be implemented voluntarily.

Inspector ID#: 109
Required Compliance Date: September 12, 2010

Signafure of Licensee of Designated Represehtative ' Signature of Health s}stem Accountability “and Performance Division
Signature du Titulaire du représentant désigné represantative/Signature du (de la) représentant(e) da la Division de la
. . responsabilisation et de la performance dusystéme de santé,

Pus V20
G DUl s (10) Ryt (e

Title: | Date: mate‘of-né ort (if different from date(s) 6f “ﬁspe on).
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L Ontario My oL Healt e

ORDER(S) of an Inspector

Pursuant to section 153 and/or section 154 of the
Long-Term Care Homes Act, 2007, $.0.2007,¢c.8

Susan Squires (109) and Amanda Williams (101)

2010_101_9573_13Jul103219
2010_109_9573_13.Jul104400

» | Critical Incident & Mandatory Reporting

August 12, 2010

| August 12, 2010

| The County of Simcoe

Simcoe Manor

Hilary Mallet

0 The | ou:;fy of: oe, you are hereby required to comply with the following
orders by the date set out below; :

Compliance Order#: 001

Pursuantto O. Reg. 79/10, 8131 (2). The licensee shall ensure that drugs are
administered to residents in accordance with the directlons for use specified by the
prescriber.

The licensee shall ensure that drugs are admlmstered {o residents in accordance with
the directions for use by the prescriber.

Grounds: ‘
1. One resident was administered a double dose of prescribed medication
resulting in a medication error.
2. The above noted medication error was not identified by. the home until 3 days
later when the home completed an investigation into another incident involving
the above identified resident. This resulted in delay in follow up action.

Inspector ID# 101
This order must be complied with by: September 17, 2010




Compliance Order #; 002 :

Pursuant to: O. Reg. 79/10, s 53 (1) 3. Every licensee of a long-term care home
shall ensure that the following are developed to meet the needs of residents with
responsive behaviours:

(3} Resident monitoring and internal reporting protocols.

| The licensee shall deveiop and implement resident monitoring and internal reporting
protocols for all residents with responsive behaviors.

Grounds: _
¢ A resident was not monitored following a serious incident.

Inspector ID# 109
This order must be complied with by September 17, 2010

TAKE NOTICE:

« Alicensee has the right to request a review of this Order by the Director
and to request a stay of the Order by the Director as per section 163 of the
Long-Term Care Homes Act 2007.

+ The request for review by the Director must be made in wrltmg and within
28 days of the date the Order is served.

+ The request for the Director's review must be delivered personally or by
registered mail to the address below, or by fax to the number below.

Director -

c/o Appeals C!erk

Performance and Improvement Branch
Ministry of Health and Long-Term Care
55 St. Clair Ave. West

Suite 800, 8" floor

Toronto ON M4V 2Y2

Fax: 416-327-7603

Date: Mo‘t R 'é/ 201 0

Time Order is Served: F:03 0077




