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Licensee/Titulaire de permis

SUNNYCREST NURSING HOMES LIMITED
1635 DUNDAS STREET EAST, WHITBY, ON, L1N-2K9

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

SUNNYCREST NURSING HOME
1635 DUNDAS STREET EAST, WHITBY, ON, L1N-2K9

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAROLINE TOMPKINS (166)

Inspection Summary/Résumé de l‘inépection

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with the Resident, the resident's Power of Attorney,
the Administrator and a Registered Nurse.

During the course of the inspection, the inspector(s) observed the resident, reviewed the resident'’s clinical
health records, the licensee's investigation summary and the licensee's complaint policy LGMI-105.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Personal Support Services

Reporting and Complaints

Findings of Non-Compliance were found during this inspection.

~NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend Legendé

WN — Written Notification WN = Avis écrit

VPC — Voluntary Plan of Correction , VPC ~— Plan de redressement volontaire

DR = DirectorReferral DR = Aiguillage au directeur

CO = Compliance Order CO ~ ' Ordre de conformité

WAO - Work and-Activity Order WAQ = Ordres : travaux et activités

Non-compliance with requirements under the Long-Term Care  ]Le non-respect des exigences de la Loi de 2007 sur les foyers de
Homes Act, 2007 (LTCHA) was found. (A requirement under thesoins de longue durée (LESLD) a été constaté. (Une exigence de la
LTCHA includes the requirements contained in the items listed in }loi comprend les exigences qui-font partie des éléments énumérés
the definition of "requirement under this Act" in subsection 2(1) . ‘[dans la définition de « exigence prévue par la présente loi », au
of the LTCHA.) paragraphe 2(1) de la LESLD. s

The folldwing constitutes written notification of non-compliance .| Ce qui-suit constitue un avis écrit de non-respect aux termes du
under paragraph 1 of section 152 of the LTCHA. Iparagraphe 1 de l'article 152 de'la LESLD.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 36. Every licensee of a long-term care home
shall ensure that staff use safe transferring and positioning devices or techniques when assisting residents. O.
Reg. 79/10, s. 36.

Findings/Faits saillants :
1.During repositioning by staff, the resident (01) sustained an injury that required further assessment at the hospital.

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 to ensure that staff use safe
transferring and positioning techniques when assisting residents., to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 101. Dealing with complaints
Specifically failed to comply with the following subsections:

s. 101. (1) Every licensee shall ensure that every written or verbal complaint made to the licensee or a staff
member concerning the care of a resident or operation of the home is dealt with as follows:

1. The complaint shall be investigated and resolved where possible, and a response that complies with
paragraph 3 provided within 10 business days of the receipt of the complaint, and where the complaint alleges
harm or risk of harm to one or more residents, the investigation shall be commenced immediately.

2. For those complaints that cannot be investigated and resolved within 10 business days, an
acknowledgement of receipt of the complaint shall be provided within 10 business days of receipt of the
complaint including the date by which the complainant can reasonably expect a resolution, and a follow-up
response that complies with paragraph 3 shall be provided as soon as possible in the circumstances.

3. Aresponse shall be made to the person who made the complaint, indicating,

i. what the licensee has done to resolve the complaint, or

ii. that the licensee believes the complaint to be unfounded and the reasons for the belief. O. Reg. 79/10, s. 101

().

Findings/Faits saillants :
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1. The Licensee failed to respond to the person making the complaint, indicating, what the licensee has done to resolve
the complaint.

After the initial complaint was made to the home, there were several contact dates between the home and the
complainant, including a meeting between the complainant and the home. A follow up meeting was cancelled by the
home and was not rescheduled.

Review of Licensee's documentation and discussion with the complainant and the Assistant Director of Care confirm
that no further contact was made with complainant in order to indicate what the licensee had done to resolve the
complaint.[r.101(1)3.]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re critical incidents
Specifically failed to comply with the following subsections:

s.107. (3) The licensee shall ensure that the Director is informed of the following incidents in the home no later
than one business day after the occurrence of the incident, followed by the report required under subsection
(4):

1. A resident who is missing for less than three hours and who returns to the home with no injury or adverse
change in condition.

2. An environmental hazard, including a breakdown or failure of the security system or a breakdown of major
equipment or a system in the home that affects the provision of care or the safety, security or well-being of
residents for a period greater than six hours.

3. A missing or unaccounted for controlled substance.

4. An injury in respect of which a person is taken to hospital.

5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. O. Reg.
79/10, s. 107 (3).

Findings/Faits saillants :

1. Resident(01) sustained an injury and was sent to the hospital for further assessment. The MOHLTC was not notified
of the injury within the legislated time frame.[r.107.(3)4.]

Issued on this 30th day of August, 2012

Signature of Inspector(s)/Signature de 'inspecteur ou des inspecteurs
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