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e ~Inspection Summary/Résumé de I'inspection

The purpose of thlS inspection was to conduct a Complaint mspectlon.' -
This inspection was conducted on the following date(s): June 16, 2014

During the course of the inspection, the inspector(s) spoke with the
Administrator, one Registered Practical Nurse, one Personal Support Worker
and one Resident.

During the course of the inspection, the inspector(s) reviewed the home's
investigation notes, made observations, reviewed health records, policies and
other relevant documentation.

The following Inspection Protocols were used during this inspection:
Personal Support Services
Reporting and Complaints
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Findings of Non-Compliance were found during this inspection.

RESPECT DES EXIGENCES

- NON- COMPL!ANCE I NON -

WN .= ertten Notiflcat:on S
}VPC “Voluntary Plan of Correctlon
DR = Director Referral - S
CO - Compliance Order
WAO =Work and ActIVIty :Order

;fLegende

Non'comphance wath requ;rements under

the Long-Term Care Homes Act,-2007 -

under the LTCHA includes the -

jrequlrements contained in the items itsted
in the definition of "requirement under this -
fAct" in subsectlon 2(1)

The fo!lowmg constitutes 'wntten L
notification of non- compllance under
fparagraph 1 of section 152 of the LTCHA

12007 surles foyers de soins de Iongue
(LTCHA) was found. (A reqwrement e S
S ex:gence de la.loi comprend les ex;gencee_gj

of the LTCHA )E i
de _Ia LFSLD -

Le non- respect des ex:gences de la Lo: dei

durée (LFSLD) aété constaté. (Une -

1qui font partie des éléments énumerés - -
dans la définition de « exigence prévue . ...
par la presente loi », au paragraphe 2(1)

Ce_qu.l smt constltue un avis ec’rat de non_—
' respect aux termes du paragraphe 1 de

i arttcle 152 de la LFSLD

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.

Plan of care
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Specifically failed to comply with the following:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a
written plan of care for each resident that sets out,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007, c. 8,s.6 (1).

s. 6. (9) The licensee shall ensure that the following are documented:

1. The provision of the care set out in the plan of care. 2007, c. 8, s. 6 (9).
2. The outcomes of the care set out in the plan of care. 2007, c. 8, s. 6 (9).
3. The effectiveness of the plan of care. 2007, c. 8, s. 6 (9).

Findings/Faits saillants :

Page 3 ofide 8




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

Z)—' Ontarlo Inspection 'Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

1. The licensee failed to ensure the plan of care set out clear directions to staff and
others who provide direct care to the resident.

Record review of resident # 001 PointClickCare care plan revealed several sections of
the care plan had conflicting interventions and did not provide clear direction to staff.

The Administrator confirmed the plan of care for resident # 001 should be current and
changes made to the care plan as they occur. [s. 6. (1) (c)]

2. The licensee failed to ensure that the outcomes of the care set out in the plan of
care are documented.

Review in Point of Care (POC) regarding the documentation for Activities of Daily
Living (ADLs) revealed the Personal Support Workers (PSWs) are only documenting
under one question titled "AM/PM Care." This "AM/PM Care" question does not
outline what ADL care was provided to the resident and the outcomes of that care.

Staff interview with PSW revealed he/she could not provide documented outcomes of
the care provided to resident # 001. PSW shared the POC “AM/PM Care” question is
answered once per shift for all residents in the home. PSW was not able to outline
what ADL care was referenced under the “AM/PM Care” question in POC.

Observation of PSW documentation revealed the "AM/PM Care" question in POC
stated, “1. Care completed by:" and the options were: Self, Staff, Care not provided
at this time, Residents Bath Day, Resident Not Available, Resident Refused, and
Not Applicable. This was the only ADL documentation for all AM/PM Care.

Staff interview with the Administrator revealed PSW staff were not documenting ADL

outcomes in POC. The Administrator acknowledged that the "AM/PM Care" question it
did not provide a mechanism to document outcomes of care. s. 6. (9) 2.]
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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 the plan of care set out clear directions to staff
and others who provide direct care to the resident and that the outcomes of the
care set out in the plan of care are documented, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that any policy instituted or otherwise put in place is
complied with.

Review of the policy demonstrated documentation was incomplete for resident # 001.

Staff interview with the Registered Nurse (RN) revealed it is the expectation that
registered staff complete documentation in full.

The Administrator confirmed it is the home's expectation that the registered staff
complete documentation at all times indicated as part of the policy protocol. [s. 8. (1)

(a).s. 8. (1) (b)]

Page 5 ofide 8




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

Z)’" Ontarlo Inspection Report under Rapport d’inspection sous la
the Long-Term Care - Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

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 any policy instituted or otherwise put in
place is complied with, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
24. Reporting certain matters to Director

Specifically failed to comply with the following:

s. 24. (1) A person who has reasonable grounds fo suspect that any of the
following has occurred or may occur shall immediately report the suspicion and
the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm
or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195
(2).

3. Unlawful conduct that resuited in harm or a risk of harm to a resident. 2007
c. 8,s.24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, s. 24 (1), 195
(2).

5. Misuse or misappropriation of funding provided to a licensee under this Act
or the Local Health System Integration Act, 2006. 2007, c. 8, s. 24 (1), 195 (2).

Findings/Faits saillants :

1. The licensee failed to immediately report the suspicion and the information upon
which it is based to the Director regarding improper or incompetent treatment or care
of a resident that resulted in harm or a risk of harm to the resident.

The PSWs immediately reported the incident to the Registered Practical Nurse who
came and assessed resident # 001.

The Administrator confirmed that the critical incident should have been reported
immediately. The Administrator confirmed this incident does fall under this legislation
and was an oversight. [s. 24. (1)]
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WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 27. Care
conference

Specifically failed to comply with the following:

s. 27. (1) Every licensee of a long-term care home shall ensure that,

(a) a care conference of the interdisciplinary team providing a resident’s care is
held within six weeks following the resident’s admission and at least annually
after that to discuss the plan of care and any other matters of importance to the
resident and his or her substitute decision-maker, if any; O. Reg. 79/10, s. 27
(1).

(b) the resident, the resident’s substitute decision-maker, if any, and any person
that either of them may direct are given an opportunity to participate fully in the
conferences; and O. Reg. 79/10, s. 27 (1).

(c) arecord is kept of the date, the participants and the resuits of the
conferences. O. Reg. 79/10, s. 27 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that a care conference of the interdisciplinary team
providing a resident’s care is held at least annually to discuss the plan of care and any
other matters of importance to the resident and their substitute decision-maker; and
the resident and their substitute decision-maker are given an opportunity to participate
fully in the conferences.

Interview with resident # 001 Power of Attorney for Personal Care (POA) revealed the
POA does not recall ever being invited to or attending an annual conference with
exception to the admission conference.

Record review of the Care Conference Minutes since admission revealed all annual
care conferences were held without the resident or POA participation and there was
no record of an annual care conference during one of the years since admission.

The Administrator shared that a letter is mailed to family 6 weeks in advance where by
the family member is to RSVP to the registered nurse on the unit whether they will be
attending or not. The Administrator could not confirm whether the POA received the
letter, but shared it was given to the resident and mailed to the resident's POA. [s. 27.

(1]
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Issued on this 23rd day of June, 2014

Signature of Inspector(s)/Signature de I'inspecteur ou des insece.rs o

Melan e Norfhaj/
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