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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 20 and 21,
2014.

The inspection conducted was related {o one Critical Incident, Log #H000212-14.

During the course of the inspection, the inspector(s) spoke with the Director of
Care (DOC), the Supervisor of Care (SOC), Persconal Support Workers (PSWs),
Registered Nursing staff and the Resident's family.

During the course of the inspection, the inspector(s) reviewed the residents
health records, the home's policies and procedures, training records /
educational materials, conducted observations throughout several units in
common areas and resident rooms.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Falls Prevention

Prevention of Abuse, Neglect and Retaliation
Reporting and Complaints |
Responsive Behaviours

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 corﬁpﬂy with the following:

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 saillanis :

1. The Licensee did not ensure that care set out in the plan of care was provided to
the Resident as speCIﬂed in the plan.

(a) In December 2013 a re-assessment was completed for a Resident, and the re-
assessment identified new interventions related to wandering. As a result the
resident's written plan of care was updated.

(b) One of the new interventions for the Resident was hourly wardering and safety
checks. The staff confirmed they are expected to document the whereabouts of the
resident hourly. In review of the resident's health record, there was inconsistent
documentation of the hourly safety checks.

(c) The staff also confirmed they did not know what the new interventions were on the
resident's plan of care, and were not aware of the recent revisions. The staff stated
they rely on the charge nurse to update them if there are any changes to the residents
care and they were not informed. :

The Resident was not checked hourly and direct care providers where not aware of
the revised plan of care, subsequently the resident wondered into another resident's
room where she had a fall with significant injury. [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 fo ensure staff are providing care fo residents as
specified in the plan of care, to be implemented voluntarily.
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Issued on this 31st day of March, 2014
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