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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
TAMMY SZYMANOWSKI (165)
Inspection Summary/Résum .
The purpose of this inspection was to conduct a Cr;tlcai Incldent System
inspection.

This inspection was conducted on the following date(s): January 14, 2013

During the course of the inspection, the inspector(s) spoke with the Executive
Director and the Registered Nurse.

During the course of the inspection, the inspector(s) reviewed the homes
investigation notes, policies and procedures and the clinical health record.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation
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Findings of Non-Compliance were found during this inspection.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 3.
Residents’ Bill of Rights
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Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:

1. Every resident has the right to be treated with courtesy and respect and in a
way that fully recognizes the resident’s individuality and respects the resident’s
dignity. 2007, c. 8, s. 3 (1).

s. 3. (1) Every licensee of a long-term care home shall ensure that the folfowmg
rights of residents are fully respected and promoted
11. Every resident has the right to,

i. participate fully in the development, implementation, review and revision of
his or her plan of care,

ii. give or refuse consent to any treatment, care or services for which his or her
consent is required by law and to be informed of the consequences of giving or
refusmg consent,

iti. participate fully in making any decision concerning any aspect of his or her
care, including any decision concerning his or her admission, discharge or
transfer to or from a long-term care home or a secure unit and to obtain an
independent opinion with regard to any of those matters, and

iv. have his or her personal health information within the meaning of the
Personal Health Information Protection Act, 2004 kept confidential in
accordance with that Act, and to have access to his or her records of personal
health information, including his or her plan of care, in accordance wnth that
Act. 2007, c. 8,s. 3 (1).

Findings/Faits saillants :
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1. The licensee of the long term care home did not ensure that the following rights of
residents were fully respected and promoted: Every resident has the right to be
treated with courtesy and respect and in & way that fully recognizes the resident's
individuality and respects the resident's dignity.

In March 2012 the Registered Nurse (RN} and Personal Support Worker (PSW)
entered resident #1's room to provide a treatment. The resident attempted to refuse
the treatment however, the RN confirmed that despite the resident's efforts to stop the
treatment, the procedure continued and documentation confirmed the treatment was
provided. The RN confirmed that she had used the same procedure when providing
the resident treatments previously and documentation confirmed the RN provided at
least three treatments over two months. The RN confirmed that this procedure was
infimidating for the resident and that it violated the resident's right to be treated with
respect and dignity. [s. 3. (1) 1.]

2. The licensee of the long term care home did not ensure that the following rights of
residents were fully respected and promoted: Every resident has the right to, give or
refuse consent {o any treatment, care or services for which his or her consent is
required by law and to be informed of the consequences of giving or refusing consent,
Resident #1 was resistive in efforts to stop a treatment being provided. The RN
confirmed that despite the resident's verbal and physical actions to stop the treatment,
the procedure continued until the treatment was provided and the resident's right to
refuse treatment was not recognized by, the staff. The Executive Director confirmed
that when staff providing care were interviewed they were aware that the resident
chose not to receive the treatment as a regular intervention. Documentation indicated
that the RN had provided the resident a treatment three times in two months and the
RN confirmed that she had repeatedly provided this procedure to the resident despite
the resident's efforts 1o refuse the treatment. [s. 3. (1} 11.i.]
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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 that every resident has the right fo be treated
with courtesy and respect and in a way that fully recognizes the resident's
individuality and respects the resident’s dignity and to ensure that every
resident has the right o give or refuse consent to any treatment, care or
services for which his or her consent is required by law., to be :mplemented
voluntarily.

WN #2: 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 followmg:

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).

Findings/Faits saillants :

1. The licensee of the iong term care home did not ensure that there was a written
plan of care for each resident that set out clear directions to staff and others who
provide direct care to the resident. The Executive Director stated that in 2012 staff
were aware that it was resident #1's choice not to have a treatment however, the
resident's plan of care in 2012 directed staff to follow the home's policy which included
the treatment. A current physicians order indicated for staff not to provide the
treatment however, the resident's current plan of care indicated for staff to follow the
home's policy which included the treatment. [s. 6. (1) (c¢)]
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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 that there is a written plan of care for each
resident that sets ouf clear directions to staff and others who provide direct
care to residents, fo be implemented voluntarily.

WN #3: 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. Where the Act or this Regulation required the licensee of the long term care home
to have, institute or otherwise put in place any plan, policy, protocol, procedure,
strategy or system, the licensee was required to ensure that the plan, policy, protocol,
procedure, strategy or system, was complied with. The home's bowel protocol stated
that if there was no bowel movement after 2 days then on day 3, staff were to give a
laxative and if still no bowel movement then on day 4, staff were to give a laxative.
The homes bowel protocol was not followed for resident #1 on two occasions over a
one month period in 2012. Documentation indicated the resident did not have a bowel
movement for five consecutive days however, documentation in the resident's clinical
record confirmed that there were no interventions offered to the resident. The resident
did not have a bowel movement for four consecutive days however, documentation in
. the resident's clinical record and the Executive Director confirmed that there were no
interventions offered. [s. 8. (1) (b)]

it .,
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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 that where the Act or this Regulation required
the licensee of the long term care home to have, institute or otherwise put in
place any plan, policy, protocol, procedure, strategy or system, the licensee is
required fo ensure that the plan, policy, protocol, procedure, strategy or system,
is complied with., to be implemented voluntarily.

Issued on this 24th day of January, 2013

inspecteur ou des inspecteurs
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