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Public Copy/Copie du public

Date(s) of inspection/Date(s) de inspection No/ No de Pinspection Type of Inspection/Genre
Finspection d’inspection
QOct 24, 28, Nov 21, Dec 1, 8, 2011 2011_091112_0027 Complaint
Licensee/Titulaire de permis
ST. JOSEPH'S HEALTH CARE, LONDON -

268 Grosvenor Street, P.0. Box 5777, LONDON, ON, N6A-4V2
Long-Term Care Home/Foyer de soins de longue durée

ST. JOSEPH'S HEALTH CARE, LONDON - MOUNT HOPE CENTRE FOR LONG TERM CARE - ST. MARY'S
21 GROSVENOR STREET, P.O. BOX 5777, LONDON, ON, N6A-1Y6

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
CAROLE ALEXANDER (112)

Inspection Summary/Résumé de Pinspection =

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

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

During the course of the inspection, the inspector(s) reviewed the home's internal Investigation, reiated policies
and procedures, a resident's clinical record including assessments, lab/XRay information and the care plan and
observed staff resident interactions.

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

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

- NON-COMPLIANGE / NON-RESPECT DES EXIGENCES
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ELegend : . ~{Legends
WN = Wntten Notsﬁcallon . WN = Avis écrit

“2|VPC = ‘Plan de redres /olonta
“|DR = Aiguillage au directeur =
CO— - Compliance Order -:|CO -~ Ordre de confdrmlte
WAO = Work and Activity Orde WAD — Ordres : trava

Non- comphanoe wuth re' u' ments. under the Long—Term Care |Le non- respect des BXIQEDCES de Ia Lot de 2007 sur ies foyers de
‘Homes Act, 2007 (LTCHA) was “fouind, " {A requirement under the soins de longue durée (LESLD) a &t constaté. (Une exigence de la
LTCHA includes the requ:rements ‘contained in the ftems listed in]lai comprend Ies ex1ger:ces qui font pariie des elements énumérés _
-'the ‘definition of ”requ;rement under this Act" in subsectt ' R

VPC = Voluntary Plan of Correction
DR = :Director Referral - -

: Q ( _
under paragraph 1 of sectton 152 of the LTCHA paragraphe 1 de I amcle 152 de Ea LFSLD i

WN #1: 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 subsections:

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
{b) is complied with. O. Req. 79/10. 5. 8 {(1).

Findings/Faits saillants :

1. Following an incident where a resident sustained injury from an improper transfer, the following home's policies and
procedures were not followed by staff:

1) "Abuse and Neglect of Residents: Zero Tolerance”
2) "Lift and Transfer"

3) "Report Communication Guideline”

4) "Pain Assessment"

[O.Reg 79/10, s.8.{1)(b)]

Additional Required Actions:

CO # - 901 was served on the licensee. CO # - 003 will be served on the licensee. Refer to the “Order(s) of the
Inspector”.

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152{2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance with ensuring that the home's
policies, procedures and protocols are complied with by staff,, to be implemented voluntarily.

WN #2: The Licensee has falled 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 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. A Personal Support Worker attempted to transfer a resident using the a "sit to stand lift" without another staff member
assisting. The resident's care plan states that the resident requires a "full lift" as the resident is
unable to weight bear and the transfer requires 2 staff members.

Additional Required Actions:

CO # - 902 was served on the licensee. CO # - 001 will he served on the licensee, Refer to the “Order{s) of the
Inspector”.

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 resident care is
provided as specified in the plan,, to be implemented voluntarily.

WHN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 19. Duty to protect
Specifically failed to comply with the following subsections:

s.19. (1) Every licensee of a long-term care home shall protect residents from abuse by anyone and shall
ensure that residents are not neglected by the licensee or staff. 2007, c. 8, 5. 19 {1).

Findings/Faits saillants :

1. A resident sustained injuries resuiting from a lift transfer. The staff member used a lift that
was not appropriate to the resident's needs and the transfer was attempted with only one staff member.

Additional Reqguired Actions:

CO # - 903 was served on the licensee. CO # - 002 will be served on the licensee. Refer to the “Order(s) of the
Inspector”.

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested fo prepare a written plan of correction for achieving compliance in ensuring that residents are
protected from abuse and neglect,, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 24. Reporting certain matters to
Director
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Specifically failed to comply with the following subsections:

s. 24. (5) The following persons are guilty of an offence If they fail to make a report required by subsection (1):
1. The licensee of the long-term care home or a person who manages a long-term care home pursuant o a
contract described in section 110.

2. If the licensee or person who manages the home is a corporation, an officer or director of the corporation.
3.In the case of a home approved under Part Vill, a member of the committee of management for the home
under section 132 or of the board of management for the home under section 125 or 129.

4. A staff member.

5. Any person who provides professional services to a resident in the areas of health, social work or social
services work.

6. Any person who provides professional services to a licensee in the areas of health, social work or social
services work. 2007, c. 8, s. 24 (5).

Findings/Faits salllants :

1. A resident sustalned Injuries due to an unsafe transfer and the staff member failed to make a
report. The home's management was not made awars of the incident until 6 days later.
[LTCH, 2007 5.0. 2007, ¢.8, 5.24.{5)4.]

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 in ensuring staff make a report as
required,, to be implemented voluntarily.

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements
Specifically failed to comply with the following subsections:

s.30. (1) Every licensee of a long-term care home shall ensure that the following is complied with in respect of
each of the organized programs required under sections 8 to 16 of the Act and each of the interdisciplinary
programs required under section 48 of this Regulation:

1. There must be a written description of the program that includes its goals and objectives and relevant
policies, procedures and protocols and provides for methods to reduce risk and monitor outcomes, including
protocols for the referral of residents to specialized resources where required.

2. Where, under the program, staff use any equipment, supplies, devices, assistive aids or positioning aids with
respect to a resident, the equipment, supplies, devices or aids are appropriate for the resident based on the
resident’s condition.

3. The program must be evaluated and updated at least annually in accordance with evidence-based practices
and, if there are none, in accordance with prevailing practices.

4. The licensee shall keep a written record relating to each evaluation under paragraph 3 that includes the date
of the evaluation, the names of the persons who participated in the evaluation, a summary of the changes made
and the date that those changes were implemented. 0. Reg. 79/10, s. 30 (1).

Findings/Faits saillants :

1. A resident was fransferred by a Personal Support Worker who used the sit to stand lift which was
not appropriate to the resident's condition and resulted in harm to the resident.
[O.Reg. 7910 5.30 (1) 2]
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Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, s5.152(2} the licensee Is hereby

requested tfo prepare a written plan of correction for achieving compliance with ensuring that appropriate
equipment based on resident's condition is used,, to be implemented voluntarily.

Issued on this 8th day of December, 2011

Signature of Inspector(s)/Signature de I'inspecteur ou des inspacteurs
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Ministry of Health and
Long-Term Care

I&f' Ontano Order(s) of the Inspector

Pursuant to section 153 andfor
seclion 164 of the Long-Term Care
Homes Act, 2007, 8.0. 2007, c.8

Health System Accountability and Performance Division
Performance Improvement and Compliance Branch

Ministére de la Santé et
des Soins de longue durée

Ordre(s) de l'inspecteur

Aux termes de Farticle 153 etfou

de l'aticle 154 de fa Loi de 2007 sur ies foyers
de soins de longue durée, L.O. 2007, chap. 8

Division de la responsabilisation et de la performance du systéme de santé

Direction de Famélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector (ID #) /

Nom de Pinspecteur (No) : CAROLE ALEXANDER (112)
Inspection No. /
No de I'inspection : 2011 _091112_0027
Type of Inspection /
Genre d’inspection: Complaint
Date of Inspection/
Date de I'inspection : Oct 24, 28, Nov 21, Dec 1, 8, 2011
Licensee /
Titulaire de permis : ST. JOSEPH'S HEALTH CARE, LONDON
268 Grosvenor Street, P.O. Box 5777, LONDON, ON, NBA-4V2
LTC Home /
Foyer de SLD : ST. JOSEPH'S HEALTH CARE, LONDON - MOUNT HOPE CENTRE FOR LONG

TERM CARE - ST. MARY'S

21 GROSVENOR STREET, P.O. BOX 5777, LONDON, ON, NBA-1Y6

Name of Administrator /
Nom de I'administratrice
ou de Fadministrateur : ANN WOUTERS

To ST. JOSEPH'S HEALTH CARE, LONDOCN, you are hereby required to comply with the following order(s) by the date

(s} set out below:
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Ministry of Health and Ministére de la Santé et

Long-Term Care des Soins de longue durée
ﬁf” Ontario Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 153 and/or Aux termes de Farticle 153 etfou

section 154 of the Long-Term Care de I'article 154 ds la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0, 2007, ¢.8 tle soins de longue durée, L.O. 2007, chap. 8

Order #1/ Order Type /
Ordre no ; 001 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

LTCHA, 2007 8.0. 2007, ¢.8, 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, ¢. 8, 5. 6 (7).

Order / Ordre :

Pursuant to: LTCHA, 2007, S.0. 2007 c.8 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
ptan.

Grounds / Motifs :

1. A Personal Support Worker attempted to transfer a resident using the a "sit to stand lift"
and without another staff member assisting. The resident's care plan states that the resident requires a "full lift"
as the resident is unable to weight bear and the transfer requires 2 staff members. {112)

This order must be complied with by /
Vous devez vous conformer & cet ordre d'ici fe : Dec 09, 2011

Order #/ Order Type /
Ordre no : 002 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux terimes de :

LTCHA, 2007 S.0. 2007, c.8, s. 18. (1) Every licensee of a long-term care home shall protect resldents from
abuse by anyone and shall ensure that residents are not neglected by the licensee or staff. 2007, ¢. 8, 5. 19 (1).

Order / Ordre :

Pursuant to: LTCHA, 2007, 8.0. 2007 ¢.8 5. 19 (1)

The Licensee shall protect residents from abuse by anyone and shalt ensure that residents are not neglected
and or abused by the Licensee or siaff.

Grounds [ Motifs :

1. A resident sustained injuries resulting from a lift transfer. The staff member used a lift
that was not safe for the resident's needs and the transfer was attempted with only one staff member. (112)

This order must be compliad with by /
Vous devez vous conformer & cet ordre d’ici le : Dec 09, 2011
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Pursuant to section 153 and/or Aux fermes de larticle 153 et/ou
section 154 of the Long-Term Care de l'article 154 de fa Loi de 2007 sur les foyers
Homes Acf, 2007, 5.0. 2007, c.8 tle soins de longue durée, L.O. 2007, chap. 8

Order#/ Order Type /
Ordre no : 003 Genre d’ordre : Compliance Orders, s. 153. {1} (a)

Pursuant to / Aux termes de ;

0O.Reg 79/10, s. 8. (1) Where the Act or this Regulation requires ihe licensee of a long-term care home to have,
institute or otherwise put in place any plan, policy, protocol, procedurs, 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

{b) is complied with. O. Reg. 79/10, 5. 8 (1).

Order / Ordre :

Pursuant to: O. Reg. 79/10 8. 8. (1} (b)

The Licensee will ensure that thelr plans, policies, procedures, strategies or system, are complied with.
Grounds to support corder:

A resident sustained injuries from an improper transfer. The staff member did not follow the

following home's policies and procedures:

1) "Abuse and Neglect of Residents: Zero Tolerance"

2) "Lift and Transfer"

3) "Report Communicaticn Guideline”

4) "Pain Assessment” (112)

Grounds / Motifs :

1. A resident sustained injuries from an improper fransfer. The staff member did not follow the
following home's policies and procedures:

1) "Abuse and Neglect of Residents: Zero Tolerance”
2) "Lift and Transfer"

3) "Report Communication Guideline”

4) "Pain Assessment" (112)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’icile: Dec 09, 2011
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Ministry of Health and Ministére de la Santé et
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< Ontarlo Order(s) of the Inspector Ordre(s) de l'inspecteur
Pursuant to section 153 and/or Aux termes de Farticle 153 etfou
section 154 of the Long-Term Care de l'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, ¢.8 e soins de longue durés, L.O. 2007, chap. 8

REVIEW/APPEAL INFORMATION
TAKE NOTICE:

The Licensee has the right 1o request a review by the Director of this (these) Order(s) and to request that the Direclor stay this (these) Order(s) in
accordance with section 163 of the Long-Term Care Homes Act, 2007.

The request for review by the Director must be made in writing and be served on the Director within 28 days from the day the order was served on the
Licensee.

The written request for review must include,

{a} the portions of the order in respect of which the review is requested;
(b) any submissicns that the Licensee wishes ihe Director to consider; and
(¢) an address for services for the Licensee.

The written request for review must be served personally, by registered mail or by fax upon:
Direcior
cfo Appeals Coardinator
Performance Improvement and Compliance Branch
Ministry of Health and Long-Term Care
55 St. Clair Avenue West
Suite 800, 8th Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

When service is made by registered mail, it s deemed to be made on the fifih day after the day of malling and when service Is made by fax, it Is
deemed to be made on the first business day after the day the fax is sent. If the Licensee is not served with written notice of the Director's decision
within 28 days of receipt of the Licensee's request for review, this(these) Order(s) is(are) deemed to be canfirmed by the Director and the Licensee is
deemed to have been served with a copy of that decision on the expiry of the 28 day period.

The Licenses has the right to appeal the Director's decision on a request for review of an Inspector's Order(s) to the Health Services Appeal and
Review Board (HSARB) In accordance with section 164 of the Long-Term Gare Homes Act, 2007. The HSARB is an independent tribunal not
cannected with the Ministry. They are established by legislation to review matters concerning health care services. If the Licensee decides to request a
hearing, the Licensee must, within 28 days of being served with the notice of the Director's decision, give a written nofice of appeal to both:

Health Services Appeal and Review Board  and the Director
Attention Registrar Director
151 Bloor Sireet West ¢/o Appeals Coordinator
gth Floor Performance Improvement and Compliance Branch
Toronto, ON M5S 275 Ministry of Health and Long-Term Care
55 St. Clair Avenue West
Suite 800, 8th Floor

Toronto, ON M4V 2Y2
Fax: 416-327-7603

Upon recelpt, the HSARB will acknowlsdge your notice of appeal and will provide instructions regarding the appeal process, The Licensee may leamn
more about the HSARB on the website www.hsarb.on.ca.
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Pursuant to section 153 and/or Aux termes de Farticle 153 st/ou
section 154 of the Long-Term Care de Farticle 154 de fa Loi de 2007 sur les foyers
Homes Act, 2007, S5.0. 2007, ¢.8 de soins de longue durée, L.0O. 2007, chap. 8

RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

PRENDRE AVIS

En vertu de Particle 163 de la Loi de 2007 sur les foyers de soins de longue durée, le titulaire de permis peut demander au directeur de réexaminer
l'ordre ou les ordres qu'il a donné et d'en suspendre Pexécution,

La demande da réexamen doit &tre présentée par écrit et est signifiée au directeur dans tes 28 jours qui suivent la signification de I'ordre au titutaire de
permis.

La demande de réexamen doit contenir ce qui suit

a) les parties de ['ordre qul font I'objet de la demande de réexamen;
b) les ohservations gue le titulaire de permis souhaite que le directeur examine;
¢) 'adresse du titulaire de permis aux fins de signification.

L.a demande écrite est signifiée en personne ou envoyée par courrier recommandé ou par télécopieur au

Directeur

a/s Coardinateur des appels

Direction de 'amélioration de la performance et de la conformité
Ministére de la Santé et des Soins de longue durée

55, avenue St, Clair Quest

8e étage, hureau 800

Toronto (Cntario) M4V 2Y2

Télécopieur : 416-327-7603

Les demandes envoyées par courrier recommandé sont répulées avoir été signifides le cinquiéme jour suivant I'envol et, en cas de transmission par
télecopieur, la signification est réputée falte le jour ouvrable suivant I'srvol, Sile titulaire de permis ne regoit pas d’avis écrit de la décision du directeur
dans les 28 Jours sulvant la signification de la demande de réexamen, l'ordre ou les ordres sont réputés confirmés par le directeur, Dans ce cas, te
titulaire de permis est réputé aveir recu una cople de la décision avant Pexpiration du délat de 28 jours,

En veriu de 'article 164 de la Lol de 2007 sur les foyers de soins de longue durée, le titulaire de permis & le droit d'interjeter appel, auprés de la
Commisslon d'appel et de révision des services de santé, de la décislon rendue par ls direcleur au sujet d'une demande de réexamen d'un ordre ou
d'ordres donnés par un Inspecteur. La Commission est un fribunal indépendant du ministére, Il a é1¢ établi en verlu de Ia loi et it a pour mandat de
trancher des litiges concernant les services de santé. Le titulaire de permis qui décide de demander une audience deit, dans les 28 jours qui sulvent
celui ol lui a été signifié I'avis de décision du directeur, faire parvenir un avis d'appel é¢rit aux deux endroits suivants :

A l'attention du registraire Directeur

Commission d'appel et de révision des services de santé als Coordinateur des appels

151, rue Bloor Quest, 9e étage Direction de I'amélioration de la performance et de la conformité
Toronfo {Ontaric) M5S 2T5 Ministére de la Sanié ef des Soins de longue durée

55, avenue St. Clair Ouest
8e étage, bureau 800
Toronto (Ontario} M4V 2Y2
Télécopleur : 416-327-7603

La Commission accusera réception des avis d'appel ot fransmetira des Instructions sur la fagon de procéder pour interjeter appel. Les tilulaires de
permis pauvent se renseigner sur la Cammission d'appel et de révision des services de santé en consultant son site Web, au www.hsarb.on.ca.

Issued on this 8th day of December, 2011

Signature of Inspector/
Signature de Finspecteur ;

Name of Inspector /
Nom de I'inspecteur : CAROLE ALEXANDER

Service Area Office/
Bureau régional de services 1 | gndon Service Area Office
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