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The purpose of this mspectlon was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): September 16-19, 24,
25, 2013

Three complaints were inspected simultaneously.

During the course of the inspection, the inspector(s) spoke with administrator,
director of nursing, nursing staff, residents and families

During the course of the inspection, the inspector(s) conducted a retrospective
clinical review, reviewed clinical notes, policies and documentation from the
home.

The following Inspection Protocols were used during this inspection:
Falls Prevention |

Findings of Non-Compliance were found during this inspection.

__NON- COMPLIANCE'I NON R_ESPECT DES EX[GENCES .

Avisécrit ... o

;igiﬁiiiage au. direCteUr olontaire
Ordre de conformité. . . .
-5':f::-.-ofdf95 travaux et ac’uwtes__._; o

;WAO Work and Actlwty Order .
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."n_._'_respect des engences de la Loi de'f=
200 sur les foyers de soins def-lo_ngue -

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:

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. The care set out in the plan of care was not provided to Resident #1 as specified in
the plan. Resident #1 had a plan of care which identified they were to be toileted prior
to going to bed. The resident was not toileted according to her plan of care at
bedtime. As a result of not being foileted the resident had an un-witnessed fall and
fracture. The nursing staff confirmed this incident. [s. 6. (7)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance that ensures care set out in the plan of care is provided
as specified., to be implemented voluntarily.
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WN #2: 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. 0. Reg. 79/10,
s. 36. '

Findings/Faits saillants :

1. Staff did not use safe transferring devices and techniques when assisting Resident
#3 into bed. The resident required a mechanical lift for transferring from wheelchair
to bed. The resident reported that one personal support worker lifted them into bed
without using the mechanical lift and the required two staff members. Resident #3
sustained bruising. The resident and staff confirmed the incident occurred. [s. 36.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance that ensures staff use safe transferring and positioning
devices or techniques when assisting residents, to be implemented voluntarily.

Issued on this 30th day of September, 2013

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