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The purpose of this mspectlon was to conduct a Compla[nt :nspectlon

During the course of the inspection, the inspector(s) spoke with The Administrator, Director of Care, Resident
Family Service Worker and a family member of a resident.

During the course of the inspection, the inspector(s) reviewed the health record of a resident.

The following Inspection Protocois were used during this inspection:
Hospitalization and Death

Medication

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 148. Requirements on licensee before
discharging a resident

Specifically failed to comply with the following subsections:

s. 148. (2) Before discharging a resident under subsection 145 (1), the licensee shall,

{a) ensure that alternatives to discharge have been considered and, where appropriate, tried;

{b) in collaboration with the appropriate placement co-ordinator and other health service organizations, make
alternative arrangements for the accommodation, care and secure environment required by the resident;

(c) ensure the resident and the resident’s substitute decision-maker, if any, and any person either of them may
direct is kept informed and given an opportunity to participate in the discharge planning and that his or her
wishes are taken into consideration; and

{d) provide a written notice to the resident, the resident’s substitute decision-maker, if any, and any person
either of them may direct, setting out a detailed explanation of the supporting facts, as they relate both to the
home and to the resident’s condition and requirements for care, that justify the licensee’s decision to discharge
the resident. O. Reg. 79/10, s. 148 (2).

Findings/Faits saillants :
1. The Licensee failed to do the following prior to discharging an identified resident from the home:

- ensure that alternatives to discharge were considered and, where appropriate, tried;

- in collaboration with the Community Care Access Centre and other health organizations, make alternative
arrangements for the accommaodation, care and secure environment required by the resident;

- ensure that the resident, and the substitute decision-maker, if any, and any person either of them may direct was kept
informed and given the opportunity to participate in the discharge planning and that her wishes were taken into
consideration; and

- provide a written notice ta the resident, her substitute decision-maker, if any, and any person either of them may direct,
setting out a detailed explanation of the supporting facts, as they relate to both the home and to the resident's condition
and requirements for care, that justify the licensee's decision to discharge.

- An identified resident was transferred to the hospital for a psychiatric assessment and placed on psychiatric leave. The
resident was discharged from the home prior to the completion of psychiatric leave.

- Interview held with members of the management team of the home confirmed that the home did not provide the
resident or resident’s substitute decision-maker with notice of discharge from the home.

- The Licensee informed placement services of the Community Care Access Centre (CCAC) of a bed vacancy for the
resident as a result of being transferred to the hospital. No collaboration took place with the placement coordinator and
other health service crganizations.
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, s.152(2} the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that before discharging a
resident under subsection 145 (1), the licensee shall,

(a) ensure that alfernatives to discharge have been considered and, where appropriate, tried;

(b} in collaboration with the appropriate placement co-ordinator and other health service organizations, make
alternative arrangements for the accommodation, care and secure environment required by the resident;

(c) ensure the resident and the resident’s substitute decision-maker, if any, and any person either of them may
direct is kept informed and given an opportunity to participate in the discharge planning and that his or her
wishes are taken into consideration; and

(d) provide a written notice t{o the resident, the resident’s substitute decision-maker, if any, and any persorn
either of them may direct, setting out a detfailed explanation of the supporting facts, as they relate both to the
home and to the resident’s condition and requirements for care, that justify the licensee’s decision to discharge
the resident. O. Reg. 79/10, s. 148 {2), to be implemented voluntarily.

Issued on this 5th day of September, 2012

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

(A Dot
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