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Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

f" Oﬂtarlo inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

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

This inspection was conducted on the following date(s): Ocotber 8, 9, 10 and 11,
2013

H-001609-12
H-002094-12
H-000047-13

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care (DOC), Assistant Director of Care. Personal Support Worker
Manager and registered staff.

During the course of the inspection, the inspector(s) reviewed resident clinical
charts, home's internal investigation notes, home's policy and procedure related
to Responsive Behaviours, Resident Assessments and Falls Prevention and
Management.

The following Inspection Protocols were used during this inspection:
. Dignity, Choice and Privacy

Falls Prevention
Personal Support Services

Findings of Non-Con_hpIiance 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:

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 :
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1. The licensee failed to ensure that there is a written plan of care for each resident
that sets out clear directions to staff and others who provide direct care to the
resident.

Review of the resident #104 Resident Assessment Protocol (RAP) summary and Falll
Risk Assessment completed indicated the resident was assessed at high risk for falls
and falls interventions were put in place to minimize further falls. However, this
information was not included in the resident's Kardex or included in the resident's plan
of care, to provide clear direction to staff and others who provide direct care to the
res;dent related to falls prevention and safety.

Review of the home's internal investigation notes and interview with the DOC
confirmed that in January 2013, the resident was transferred from bed to wheelchair
by a staff who did not follow the falls prevention strategies in place. Resident
subsequently fall and was assessed at the time of the fall and transferred to hospital
where the resident was diagnosed with an injury. [s. 6. (1) (¢)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(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 out clear directions to staff and others who provide direct
care to the resident, fo be implemented voluntarily.

WN #2: The lLicensee has failed to comply with O.Reg 79/10, s. 24. 24-hour
admission care plan

Specifically failed to comply with the following:

s. 24. (2) The care plan must identify the resident and must include, at a
minimum, the following with respect to the resident:

2. Any risks the resident may pose to others, including any potential
behavioural triggers, and safety measures to mitigate those risks. O. Reg. 79/10,
s. 24 (2).

Findings/Faits saillants :
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1. The licensee failed to ensure that the care plan must include, at a minimum, the
following with respect to the resident, any risks the resident may pose to others,
including any potential behavioural triggers, and safety measures to mitigate those
risks.

Review of the resident #102 clinical records and interview the DOC confirmed that the
resident was admitted to the home in July 2012 from another facility. The resident's
admission package included strategies and interventions related to potential
behavioural triggers and safety measures to be implemented by the staff in the home.
Interview with the DOC and review of the progress notes indicated that the resident
had several episodes of responsive behavious towards staff and residents.

Resident's admission plan of care indicated that the recommendation and intervention
related to possible triggers to the resident's responsive behaviours were not included
in the resident's plan of care or communicated to staff on the unit until a few days
later. [s. 24. (2) 2.]

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
75. Screening measures

Specifically failed to comply with the following;

s. 75. (2) The screening measures shall include criminal reference checks,
unless the person being screened is under 18 years of age. 2007, c. 8, s. 75. (2).

Findings/Faits saillants :

1. The licensee failed to ensure that screening measures shall include criminal
reference checks, unless the person being screened is under 18 years of age.

- The home made an offer of employment to a personal support worker in November
2012. Review of the employees personnel file, home's internal investigation notes
and interview with the DOC confirmed the employee did not have a criminal reference -
check completed and submitted to the home until a few months after the employment
date. [s. 75. (2)]

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 145. When
licensee may discharge
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Specifically failed to comply with the following:

s. 145. (2) For the purposes of subsection (1), the licensee shall be informed by,
(a) in the case of a resident who is at the home, the Director of Nursing and
Personal Care, the resident’s physician or a registered nurse in the extended
class attending the resident, after consuitation with the interdisciplinary team
providing the resident’s care; or O. Reg. 79/10, s. 145 (2).

(b) in the case of a resident who is absent from the home, the resident’s
physician or a registered nurse in the extended class attending the resident. O.
Reg. 79/10, s. 145 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that for the purposes of subsection (1), the licensee
shall be informed by, in the case of a resident who is absent from the home, the
resident’s physician or a regis‘tered nurse in the extended class attending the resident.

Resident #102 was admitted to the home in July 2012 from another facility and was
subsequently sent to hospital for further psychiatric evaluation a few weeks later due
to aggressive behavious towards staff and resident. |

Review of the resident's clinical chart and interview with the DOC confirmed the
resident was discharged while absent from the home without the permission of a
physician or a registered nurse in the extended class attending the resident. [s. 145.

(2) (b)]

Issued on this 30th day of October, 2013

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

Leloh Nevell
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