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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): April 2, 2014.

The inspection conducted was related to two Critical Incidents, Log #: H-000834-
13 and H-000258-13. The critical incidents were related to a resident fall and
transferring of a resident, both resulting in significant injuries.

During the course of the inspection, the inspector(s) spoke with the resident, the
resident's family or Power of Attorney, Personal Support Workers, Registered
Nursing Staff, the Assistant Director of Care and the Administrator.

During the course of the inspection, the inspector(s) observed resident and staff
interactions; observed resident transfers; interviewed the resident; interviewed
one of the resident's family/Power of Attorney; interviewed staff; and reviewed

health records; policies and procedures; and training/educational records and
programs. :

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

Falls Prevention |

Personal Support Services

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. 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 :

1. The licensee did not ensure the care set out in the plan of care is provided to the
resident as specified in the plan.

a) In reviewing the current plan of care for the resident, it identifies the resident
requires a two person transfer, the arm is to be elevated with pillows and maintain
body alignment. The resident can assist with feeding and activities of daily living
(ADLs).

b) The resident was observed in bed and staff stated the resident has not been out of
bed since last week. The resident was misaligned and laying diagonally across the
bed. The resident had no pillows under the arm and hand.

¢) The Personal Support Workers (PSW) confirmed the resident's care has changed
and the resident is now bedridden, is repositioned every two hours in bed, and is
totally dependent on staff for activities of daily living.

d) The registered staff confirmed the resident's condition has deteriorated, the
interventions have changed and the written plan of care was not revised.

e) The Assistant Director of Care confirmed the resident is now palliative and the plan
of care has not been revised.

The resident has had a significant change in their condition and the written plan of
care has not been revised to ensure the care provided to the resident is as specified in
the plan. [s. 6. (7)]
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Issued on this 12th day of April, 2014

Signature of Inspector(s)/Signature de I'inspecteur
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