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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
SUSAN LUI _{_‘!7_8)_ :

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Nursing, Registered staff,
personal support workers, Physiotherapist, Physiotherapy assistant, family member of resident.

During the course of the inspection, the inspector(s) reviewed resident records, reviewed home policies.

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

Personal Support Services

Findings of Non-Compliance were found during this inspection.

" NON-COMPLIANCE / NON-RESPECT DES EXIGENCES

Definitions |Définitions

WN = Written Notification = v AVE et e
' o VPC - Plan de redressement volontaire -

VPC — Voluntary:Plan of Correction _ J
DR~ Director Referral =~ . IDR = ' Aiguillage au directeur

CO- Compliance Order A lc0 = Ordre. de conformite s
WAD, = Work and Activity Order o i S lWAO = Ordres : travaux et activités
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Non-compliance with: requirements under the Long-Term Care: Homes' '[Le non-respect des exigences de la Loi de 2007 sur les foyers de
Act, 2007 (LTCHA) was found. (A requirement underthe LTCHA ' lisoins de longue durée (LFSLD) a été constaté. (Une exigence de la
lnciudes the requirements contained in'the ltems listed in the deﬁnillon {loi oomprend les exigences qui font partie des éléments énumereés
‘of "requirement under thisaAct“ in’ subsection 2{1) of the LTGHA i \{dans la définition de '« exigence prévue par la présente Ioi » au
Qe G e R 'paragraph92(1)delaLFSLD ! _ ]

Ce qu1 sult conslitue un avis écrit de non—respect auxtermes du

The followlng cnnsﬁtutes wrltlen notlfication of non- oomp!iance unde i
e paragrapha 1 de l'article 152 de la LFSLD

3 paragraph 1) of sectlon 152 of the LTCHA.

WN #1: The Licensaa has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (1) Every licensee of a Iong-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. (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).

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. Written plan of care for an identified resident did not provide staff with clear direction regarding care of that resident. [s.6(1)

()]

2. Care was not provided to an identified resident as set out in the resident's plan of care. [s.6(7)]

3. An identified resident's written plan of care was not revised after the resident's condition and care needs changed. [s.6(10)

(b)]

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 becoming 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

iii. 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 follow-up action, including,

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

ii. the long-term actions planned to 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. 79/10, s. 107 (4).

Findings/Faits sayants :
1. The home failed to make a written report of the unexpected death of an identified resident to the Director. [r.107(4)]

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. 0. Reg. 79/10,
s. 36. '

Findings/Faits sayants : _
1. The home failed to ensure that staff used safe transferring techniques when assisting an identified resident.

The home's policy for mechanical lifts (policy # NU-0603-01) does not include a policy for use of the standing lift.

Director of Nursing was unable to provide the inspector with the dates that home staff received training on the standing lift or
the names of staff who attended the training, stating that the home "has no record except that staff say they had the training”.
2. Plan of care for an identified resident states the resident is to be transferred using the standing lift and two persons for
constant supervision, An identified staff member confirmed that she did not transfer the resident as directed in the resident's
plan of care. [r.36] '

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, .8, s.1 52(2) the licensee is hereby requested to

prepare a written plan of correction for achieving compliance to ensure that staff use safe transferring and positioning
techniques when assisting residents, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to be followed, and records
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Specifically failed to comply with the following subsections:

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

(b) is complied with. O. Reg. 79/10, s. 8 (1). :

Findings/Faits sayants :

1. Home's policy for mechanical lifts (policy # NU-0603-01) does not include a policy for the use of the standing lift.
LTCHA,2007-0.Reg.79/10, s. 30(1)1 requires that for each of the organized programs required under sections 8 to 16 of the
Act, which includes Nursing and personal support services, there must be a written description of the program that includes its
goals and objectives and relevant policies, procedures and protocols and provides for methods to reduce risk and monitor
outcomes.

[r.8(1)(a)(b)]

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 the home's policy for mechanical lifts
includes a policy for the use of the standing lift, to be implemented voluntarily.

Issued on this 9th day of August, 2011

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