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

This inspection was conducted on the following date(s): October 29 and 30,
2013.

This inspection was conducted with Inspector Kate Macnamara.

During the course of the inspection, the inspector(s) spbke with
Administrator/Director of Resident Care, registered staff, recreation staff,
residents and the Manager of Resident and Community Programs.

During the course of the inspection, the inspector(s) observed the provision of
care and services and reviewed documents, including but not limited to, clinical
records, meeting minutes and policy and procedures.

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

Falls Prevention
Minimizing of Restraining
Residents' Council

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.
33. PASDs that limit or inhibit movement
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Specifically failed to comply with the following:

s. 33. (4) The use of a PASD under subsection (3) to assist a resident with a
routine activity of living may be included in a resident’s plan of care only if all of
the following are satisfied:
1. Alternatives to the use of a PASD have been considered, and tried where
appropriate, but would not be, or have not been, effective to assist the resident
with the routine activity of living. 2007, c. 8, s. 33 (4).
2. The use of the PASD is reasonable, in light of the resident’s physical and
mental condition and personal history, and is the least restrictive of such
reasonable PASDs that would be effective to assist the resident with the routine
activity of living. 2007, c. 8, s. 33 (4).
3. The use of the PASD has been approved by,

i. a physician,

il. a registered nurse,

iii. a registered practical nurse,

iv. a member of the College of Occupational Therapists of Ontario,

v. a member of the College of Physiotherapists of Ontario, or -

vi. any other person provided for in the regulations. 2007, c. 8, s. 33 (4).
4. The use of the PASD has been consented to by the resident or, if the resident
is incapable, a substitute decision-maker of the resident with authority to give
that consent. 2007, c. 8, s. 33 (4).
5. The plan of care provides for everything required under subsection (5). 2007,
c. 8, s. 33 (4).

Findings/Faits saillants :
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1. The use of a PASD to assist a resident with a routine activity of living was included
in a resident’s plan without the following being satisfied: the use of the PASD was not
approved by i. a physician, ii. a registered nurse, iii. a registered practical nurse, iv. a
‘member of the College of Occupational Therapists of Ontario, v. a member of the
College of Physiotherapists of Ontario, or vi. any other person provided for in the
regulations and the device was not consented to by the resident or, if the resident was
incapable, a substitute decision-maker of the resident.

Progress notes for resident #002 indicated the use of a seat belt, while in the
wheelchair, as a Personal Assistance Service Device (PASD), for two days in 2012.
Staff interview and a review of the record did not locate an approval or consent for use
of the device. The use of device was ordered by the physician approximately one
manth later, however no consent was located in the clinical record following this
change in the plan of care. [s. 33. (4)]

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
57. Powers of Residents’ Council

Specifically failed to comply with the following:

s. 37. (2) If the Residents’ Council has advised the licensee of concerns or
recommendations under either paragraph 6 or 8 of subsection (1), the licensee
shall, within 10 days of receiving the advice, respond to the Residents’ Council
in writing. 2007, c. 8, s. 57.(2).

Findings/Faits saillants :
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1. The licensee did not respond in writing within 10 days of receiving Residents’
Council advice related to concerns or recommendations.

Interview with past president and current member of Residents' Council revealed that
concerns weré not consistently responded fo in writing within ten days. Review of
previous minutes identified occasions where concerns were not responded to as
required specifically: -

A. Atthe July 18, 2012, council meeting concerns were identified that were not
responded to until August 2, 2012 and August 7, 2012.

B. Atthe October 9, 2012, council meeting concerns were identified that were not
responded to until October 23, 2012.

C. At the April 9, 2013, council meeting a concern was identified regardmg visiting
dogs, which did not have a written response provided. [s. 57. (2)]

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:

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): |

4. An injury in respect of which a person is taken to hospital. O. Reg. 79/10, s.
107 (3).

Findings/Faits saillants :

1. The licensee did not inform the Director no later than one business day after the
occurrence of an incident that caused an injury to a resident that resulted in a
significant change in the resident's health condition and for which the resident was
taken to a hospital.

Resident #002 sustained a fall and was transferred to the hospital for investigation of
injuries in 2012. The incident was not reported to the Director until five days later, via
the critical incident (Cl) system and a telephone call from the administrator, greater
than one business day after the occurrence. [s. 107. (3) 4.] :
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Issued on this 6th day of November, 2013

|gna o[ctl:gntr de | mspeteur oues inspecteurs
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