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The purpose of this inspection was to conduct a Critical Incident System

inspection.
This inspection Was conducted on the following date(s): December 21, 2012

During the course of the inspection, the inspector(s) spoke with the Director of
Care (DOC), registered staff, Personal Support Workers (PSW) and a resident.

During the course of the inspection, the inspector(s) reviewed a specific
resident's health record; policy and procedures related to lifts and transfers and
shift routines; manufacturer's instructions for Arjo lift and observed a specific
resident. ‘

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the followmg

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:

1. Every resident has the right to be freated with courtesy and respect and in a
way that fully recognizes the resident’s individuality and respects the resident’s

-.dignity. 2007, ¢..8, s.3.(1).

Findings/Faits saillants :

1. The Licensee did not ensure that the resident's following right was respected and
promoted: the right to be treated with courtesy and respect and in a way that fully
recognizes the resident's individuality and respects the resident's dignity. In December
2012 resident 001 was assisted onto the bathroom and left there for a defined period of time.
This information was confirmed by the DOC, staff and the health record. [s. 3. (1) 1.]
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Additional Required Actions:

VPC pursuant to the Long-Term Care Homes Act 2007, S.0. 2007 C. 8, 5.152(2) |

:.t i p
ach;evmg comphance to ensure that the followmg r;ghts of res;dents are fully
respected and promoted:
1.every resident has the right to be freated with courtesy and respect and in a
way that fully recognizes the resident’s individuality and respects the resident’s
dignity, to be implemented voluntarily. '

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.
Plan of care

Specifically failed to comply with the following:

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 :The Licensee did not ensure that the care set out in the plan
of care was provided to the resident as specified in the plan. The plan of care for
resident 001 identified specific routines that were to be followed. Care as outlined in the
plan of care was not provided to the resident in December 2012 when the resident was
left unattended in the bathroom for a defined period of time. This information was
confirmed by the Director of Care, the notes of staff interviews and the health record.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the care set out in the plan of care is
provided to the resident as specified in the plan, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
19. Duty to protect
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Specifically failed to comply with the following:

s. 19. (1) Every licensee of a long-term care home shall protect residents from
abuse by anyone and shall ensure that residents are not neglected by the
licensee or staff. 2007, c. 8, s. 19 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that residents are not neglected by the licensee or staff.

In December 2012 resident 001 was assisted into the bathroom and left there for a defined
period of time. This information was confirmed by the DOC, staff and the health record.

[s. 19. (1)]

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 residents are not neglected by the licensee
or staff, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The Licensee did not ensure that the home's plan, policy, protocol, procedure,

strategy or system was complied with.”The home has written shift routines/procedures
specific to the unit where resident 001 resides which state that the PSW assigned to a
specified routine is to provide specified care to resident 001. The procedure for the PSW
assigned to a second specified routine also states to provide specified care to resident 001.

Care routines were not followed by the staff as confirmed by the Director of Care, the staff
interview notes and resident 001's health record in December 2012 when the resident was
left in the bathroom for a defined period of time.

[s. 8. (1) (b)]

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 41. Every
licensee of a long-term care home shall ensure that each resident of the home
has his or her desired bedtime and rest routines supported and individualized
to promote comfort, rest and sleep. O. Reg. 79/10, s. 41.

Findings/Faits saillants :
1. The Licensee did not ensure that the resident had his/her desired bedtime and rest

| 2012, resident 001 was assisted to the bathroom and left for a defined period of time.

The resident complained of discomfort when removed from the bathroom. According to
staff interview notes, the resident's normal desired bedtime routine was not complied with.
[s. 41.]
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Issued on this 31st day of December, 2012

Sin of Istr(s)ISiguede I’inspecteu u .' ipcteurs
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