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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs

MONICA NOURI (193)

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

During the course of the inspection, the inspector(s) spoke with family members, direct care staff, registered staff,

Physiotherapist (PT) and Director of care.

During the course of the inspection, the inspector(s) reviewed health records, home's Falls management program and

Resident non abuse policy.

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

Falls Prevention

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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; Le non respect a5 exlgences dela; Lo:_de 2007 sur Ies foyers"de o

includes the requirements cor
c_)f; '.'req“i"e.mem'Uh_den‘-th_i_s__‘

WN #1: 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 following subsections:

5. 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;

{b) the goals the care is intended to achieve; and

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

s. 6. (4) The licensee shall ensure that the staff and others involved in the different aspects of care of the resident
collaborate with each other,

(a) in the assessment of the resident so that their assessments are integrated and are consistent with and
complement each other; and

(b} in the development and implementation of the plan of care so that the different aspects of care are integrated and
are consistent with and complement each other. 2007, ¢, 8, 5. 6 {4).

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 sayants :

1. The plan of care for an identified resident noted that the resident is to be transferred using a mechanical lifi with 2 person
physical assist. The resident was transferred using the mechanical lift with one person assist and sustained an injury that
required hospitalization.f6(7)]

2. SALT(Safe ambulation, lift and transfers) team members did not collaborate with PT when assessing an identified resident
for mode of transfer, as per records, registered staff and PT statements. SALT team decided to use 2 staff manual transfer with
a transfer belt, while PT recommended as safe mode of transfer the use of mechanical iift with 2 person assistance.[6(4)(a)(b)]
3. a) PT assessment noted that an identified resident is to be transferred by mechanical lift with 2 person physical assist. The
Resident care plan and the Transfer/lift assessment completed by the SALT team noted that the resident is a 2 person side by
side manual transfer with a transfer belt.[6(1)(c)]

bIMDS (Minimum Data Set) assessment does not identify the resident as having unsteady gait , while PT assessment identifies
the resident with unsteady gait.[6(1)(c){4){a)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, 5.152(2) the licensee is hereby requested to
prepare a written plan of correction for achieving compliance by ensuring that the plan of care for *

‘residentsof the home provide clear direction to staff and others who
provide direct care to the residents, the care set out in the plan of care is provided to the residents as specified in the
plan, and the staff and others invoived in the different aspects of care collaborate with each other in the assessment
of the residents, development and implementation of the plan of care so that their assessme, to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 19. Duty to protect
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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, s. 19 (1).

Findings/Faits sayants :

The home did not protect an identified resident from neglect. The resident was neglected by the assigned direct care staff who
failed to transfer the resident using the mechanical lift with another staff assistance, transferring the resident alone. As a result,
the resident sustained an injury that required hospitalization.[s.19(1)]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 36. Every licensee of a long-term care home shall
ensure that staff use safe transferring and positioning devices or techniques when assisting residents. O. Reg. 79/10,

s. 36.

Findings/Faits sayants :

1. An identified staff member, did not use safe transferring techniques when assisting an identified resident. The resident

sustained an injury and required hospitalization.[r.36]
2. An identified resident is being transferred manually with 2 persons physical assist when PT recommendation for a safe

transferring technigue was for a mechanical transfer with 2 persons physical assist.[r.36]

Additional Required Actions:

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 by ensuring that
: residentsof the homearetransferred by staff using safe transferring techniques, to be

implemented voluntarily.

Issued on this 31st day of August, 2011

Signature of Inspector({s)/Signature de P'inspecteur ou des inspecteurs

M Mewr
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