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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): February 3 and 4, 2015.

Findings from this inspection are included in Complaint Inspection #:
2015_267528_0006 / H-001945-15, which was completed concurrently.

During the course of the inspection, the inspector(s) spoke with the Administrator,
Director of Resident Care (DRC), registered nurses (RNs), registered practical
nurses (RPNs), personal support workers (PSWs), Physiotherapist (PT), and
residents and families.

The inspector also toured the home, ohserved the provision of care and services,
reviewed documents including but not limited to: policies and procedures and
clinical health records.

The following Inspection Protocols were used during this inspection:
Personal Support Services

During the course of this inspection, Non-Compliances were issued.
1 WN(s)
1 VPC(s)
0 CO(s)
0 DR(s)
0 WAO(s)
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NON COMPL!ANCEINON RESPEC';DES EXIGENCES

:The following constitutes written notification |Ce qui suit constitue un avis écrit de no
Eofg_z'noﬁ comphance under paragraph 1of respeot aux termes du- paragraph
fthe L M artlcle 152 de’ Ia LFSLD

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 30. General
requirements

Specifically failed to comply with the following:

s. 30. (2) The licensee shall ensure that any actions taken with respect to a
resident under a program, including assessments, reassessments, interventions
and the resident’s responses to interventions are documented. O. Reg. 79/10, s.
30 (2).

Findings/Faits saillants :
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1. The licensee failed to ensure that any actions taken with respect to a resident under a
program, including assessments, reassessments, interventions and the resident’s
responses {o interventions were documented.

In July 2014, RPN #001 was transporting resident #100 down the hallway when the
resident's foot got caught under the wheelchair. Interview with RPN #001 pushing the
wheelchair and the PSW who witnessed the incident indicated that the resident called out
in pain.

i. Review of the plan of care did not include an assessment of the resident immediately
following the incident. The progress notes included an assessment of bruising and
swelling to the resident's foot by RPN #002 on the day after the incident.

ii. Interview with RPN #001 identified that the resident's foot was assessed and no injury
was noted immediately following the incident, but the assessment was not documented
in the resident's progress notes.

iii. Interview with the DRC confirmed that RPN #001 did not document her assessment of
resident #100's foot after it was caught under the wheelchair during transport. [s. 30. (2)]

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 any actions taken with respect fo a resident
under a program, includes assessments, reassessments, interventions and the
resident's responses to interventions are documented, to be implemented
voluntarily.

Issued on this 2nd day of March, 2015

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