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Date(s) of inspection/Date(s) de Inspection No/ No de I'inspection Type of Inspection/Genre d’inspection
Pinspection
Jul 27, 28, 29, Aug 2, 2011 2011_060127_0021 Critical Incident

Licensee/Titulaire de permis

MENNONITE BRETHREN SENIOR CITIZENS HOME
1 Tabor Brive, St. Catharines, ON, L2N-1V@

L.ong-Term Care Home/Foyer de soins de longue durée

MENNONITE BRETHREN SENIOR CITIZENS HOME
1 Tabor Brive, St Catharines, ON, L2N-1V9

Name of Inspector{s)/Nom de l'inspecteur ou des inspacteurs
RICHARD HAYDEN (127}

The purpose of this inspection was to conduct a Critical Incident inspection.
During the course of the inspection, the inspector(s) spoke with the executive director and director.
During the course of the inspection, the inspector(s) reviewed a resident's file.

The following Inspection Protocols were used in part or in whole during this inspection:
Critical Incident Response

Personal Support Services

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, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

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;

(b} the resident’s care needs change or care set out in the plan is no longer necessary; or

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

Findings/Faits sayants :

1. The inspector confirmed that there was no documentation in the printed Plans of Care for an identified resident that the plan
of care was updated after notification of an injury. Results of a laboratory report received by the home confirmed the injury. The
plan of care was not updated following receipt of this report nor after the medical director reviewed the report and re-examined
the resident seven days later. The plan of care did not provide direction for care of the injury to those providing care to the
resident.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re critical incidents
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Specifically failed to comply with the following subsections:

s.107. {4) A licensee who is required to inform the Director of an incident under subsection {1) or (3) shall, within 10
days of hecoming aware of the incident, or sooner if required by the Director, make a report in writing to the Director
setting out the following with respect to the incident:

1. A description of the incident, including the type of incident, the area or location of the incident, the date and time of
the incident and the events leading up to the incident.

2. A description of the individuals involved in the incident, including,

i. names of any residents involved in the incident,

ii. names of any staff members or other persons who were present at or discovered the incident, and

ili. names of staff members who responded or are responding to the incident.

3. Actions taken in response to the incident, including,

i. what care was given or action taken as a result of the incident, and by whom,

ii. whether a physician or registered nurse in the extended class was contacted,

iii. what other authorities were contacted about the incident, if any,

iv. for incidents involving a resident, whether a family member, person of importance or a substitute decision-maker
of the resident was contacted and the name of such person or persons, and

v. the outcome or current status of the individual or individuals who were involved in the incident.

4. Analysis and foHow-up action, including,

i. the immediate actions that have been taken fo prevent recurrence, and

H. the long-term actions planned fo correct the situation and prevent recurrence.

5. The name and title of the person who made the initial report to the Director under subsection (1) or {3}, the date of
the report and whether an inspector has been contacted and, if so, the date of the contact and the name of the
inspector. O. Reg. 78/10, s. 107 (4).

s.107. (5) The licensee shall ensure that the resident’s substitute decision-maker, if any, or any person designated by
the substifute decision-maker and any other person designated by the resident are promptly notified of a serious
injury or serious iliness of the resident, in accordance with any instructions provided by the person or persons who
are to be so notified. O. Reg. 79/10, 5. 107 (5).

Findings/Faits sayants :

1. The inspector confirmed thaf there was no documentation in an identified resident's file that his/her substitute decision maker

was notified of an injury after the home received a laboratory report nor after the medical director reviewed the report and re-
examined the resident seven days tater.

2. The Critical incident report submitted to the Ministry of Health and Long-Term Care did not indicate the name of the resident
involved in the incident. The resident's name was provided to the inspector after the required reporting time frame had expired.

Issued on this 3rd day of August, 2011

Signatre of Entor(s)linatue I’nspecteur ou des inspecteurs
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