N—> Ministry of Health and Ministére de la Santé et des
} Long-Term Care Soins de longue durée

i/ﬁ—' Ontarlo Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les

Homes Act, 2007 foyers de soins de longue
Health System Accountability and Performance
Division . . .

. Sudbury Service Area Office Bureau régional de services de Sudbury
Performance Improvement and Compliance Branch 159 ceqar Street, Suite 603 159, rue Cedar, Bureau 603
Division de la responsabilisation et de la SUDBURY, ON, P3E-6A5 SUDBURY, ON, P3E-6A5
performance du systéme de santé Telephone: (705) 564-3130 Téléphone: (705) 564-3130
Direction de I'amélioration de la performance etde la  Facsimile: (705) 564-3133 Télécopieur: (705) 564-3133
conformité
Public Copy/Copie du public
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Licensee/Titulaire de permis

FINLANDIA NURSING HOME LIMITED
c/o Sudbury Finnish Rest Home, 233 Fourth Avenue, SUDBURY, ON, P3B-4C3

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

FINLANDIA HOIVAKOTI NURSING HOME LIMITED
233 FOURTH AVENUE, SUDBURY, ON, P3B-4C3

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LAUREN TENHUNEN (196

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

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care (DOC),
Assistant Director of Care (ADOC), Registered Nurses(RN), Registered Practical Nurses (RPN), Personal
Support Workers (PSW), residents

During the course of the inspection, the inspector(s) conducted a tour of the home, observed the provision of
care and services to residents, reviewed the resident’s health care record, reviewed a letter of complaint that
was sent to the home and the letter of response that was sent to the complainant and forwarded to the Ministry
of Health and Long-Term Care (MOHLTC).

The following Inspection Protocols were used during this inspection:
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 subsections:

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. According to a letter of complaint received by the home and forwarded to the MOHLTC, a resident experienced a fall
during a transfer while being assisted by a staff member. Inspector reviewed the health care record for resident #001.
The care plan identified that the resident required a one person assist with a transfer belt for transferring from one
position to another. A staff member assisted the resident with a transfer on November 6, 2011 and did not use a transfer
belt and the resident sustained a fall. The resident's care plan for transferring was not followed by the staff member.

The licensee failed to ensure that the care set out in the plan of care was provided to the resident as specified in the
plan. [LTCHA 2007,5.0.2007, c. 8, s. 6 (7).]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance that ensures that the care set out in
the plan of care is provided to all residents as specified in their plan, to be implemented voluntarily.

WN #2: 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. According to a letter of complaint received by the home and forwarded to the MOHLTC, a resident experienced a fall
during a transfer while being assisted by a staff member. It was identified that the staff member did not use a transfer
belt as is included in the resident's plan of care and the resident sustained a fall on November 6, 2011.

The licensee failed to ensure that staff use safe transferring and positioning devices or techniques when assisting
residents. [O. Reg. 79/10, s. 36.]
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Issued on this 22nd day of May, 2012

Signature of Inspector(s)/Signature de Pinspecteur ou des inspecteurs
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