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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): January 15 & 16, 2014

This inspection was completed related to four critical incidents:
L-001053-13 #2878-000024-13

L-000017-14 #2878-000002-14

L-000018-14 #2878-000001-14

L-000035-14 #2878-000004-14

Inspector Dorothy Ginther participated in this inspection.

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Care, the Assistant Director of Care, 1 Registered
Nurse, 1 Registered Practical Nurse, 6 Personal Support Workers and 6

Residents.

During the course of the inspection, the inspector(s) reviewed health records,
the home's internal investigation records, relevant policies, education records,

and made observations.

The following Inspection Protocols were used during this inspection:

Falls Prevention
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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RESPECT DES EXIGENCES

: , ~ NON- COMPLIANCE / NON
‘Legend ‘ ,

%WN - ertten Notl’r" catlon =
VPC — Voluntary Plan of Correctlon
DR — Director Referral

CO - Compliance Order

WAO — Work and Activity Order

; Legende - -
WN - AVIS ecrlt =
~ |VPC - Plan de redressement volontalre
DR — Aiguillage au directeur

CO - Ordre de conformité
WAO — Ordres : travaux et activités

Non-compliance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

-The following constitutes written
notification of non-compliance under
paragraph 1 of section 152 of the LTCHA.

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
durée (LFSLD) a été constaté. (Une
exigence de la loi comprend les exigences
qui font partie des éléments énumeérés
dans la définition de « exigence prévue
par la présente loi », au paragraphe 2(1)

|de la LFSLD.

Ce qui suit constitue un avis écrit de non-
respect aux termes du paragraphe 1 de
I'article 152 de la LFSLD. :

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.

20. Policy to promote zero tolerance

Specifically failed to comply with the following:

s. 20. (1) Without in any way restricting the generality of the duty provided for
in section 19, every licensee shall ensure that there is in place a written policy
to promote zero tolerance of abuse and neglect of residents, and shall ensure

that the policy is complied with. 2007, c.

8, s. 20 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure that the written policy that promotes zero tolerance of
abuse and neglect of residents is complied with as evidenced by:

a) The Sifton Policies remained in effect until December 31, 2013. The Sifton Policy
LA02-09-01 Resident Abuse: Reporting and Investigating indicates as part of the
procedure "1. Immediately report to your supervisor any situation of suspected or
witnessed resident abuse or neglect and follow their directions as far as follow up
actions”.

b) The Administrator confirmed that the staff who witnessed an incident of abuse of a
Resident did not report this incident until approximately 2 months later. [s. 20. (1)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the written policy that promotes zero
tolerance of abuse and neglect of residents is complied with, to be implemented

voluntarily.

WN #2: 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):

2. An environmental hazard that affects the provision of care or the safety,
security or well-being of one or more residents for a period greater than six
hours, including,

i. a breakdown or failure of the security system,

ii. a breakdown of major equipment or a system in the home,

iii. a loss of essential services, or

iv. flooding.

0. Reg. 79/10, s. 107 (3).

Findings/Faits saillants :
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1. The licensee failed to ensure that the Director is informed of an incident that causes
an injury to a resident that results in a significant change in the resident's health
condition and for which the resident is taken to hospital as evidenced by:

a) A record review revealed that a Resident had a fall and was transferred to hospital.
The fall caused in an injury which resulted in a change in this Resident's health
condition and a change in the plan of care.

b) The Administrator confirmed that a critical incident report was not completed and
submitted to the director regarding this Resident's fall, change in condition and
transfer to hospital. [s. 107. (3)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the Director is informed of an incident that
causes injury to a resident that results in a significant change in the resident'’s
health condition and for which the resident is taken to hospital, to be
implemented voluntarily.

WN #3: 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. (10) The licensee shall ensure that the resident is reassessed and the plan
of care reviewed and revised at least every six months and at any other time
when,

(a) a goal in the plan is met; 2007, c. 8, s. 6 (10).

(b) the resident’s care needs change or care set out in the plan is no longer
necessary; or 2007, c. 8, s. 6 (10).

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :
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1. The licensee failed to ensure that the plan of care is revised when the resident's
care needs change or care set out in the plan is no longer necessary as evidenced by:
a) A Resident's care plan included a particular intervention.

b) The physician's orders indicated that this particular intervention was to be weaned
over 2 weeks and discontinued.

c) The Registered Nurse confirmed that the current plan of care has not been updated
to reflect the Resident's current needs as this Resident no longer requires that

particular intervention. [s. 6. (10) (b)]

Issued on this 24th day of January, 2014

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

/WO honda Ko /%
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