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

This inspection was conducted on the following date(s): January 2, 3, 4, 2013.
This inspection was conducted concurrently with H-000858-12 and H-002285-12.
During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Care (DOC), Resident Assessment Instrument(RAl)
coordinator, registered staff, Personal Support Workers (PSW'S)and residents.
During the course of the inspection, the inspector(s) toured the home, reviewed
health records, reviewed policy and procedures and education attendance

records related to lifts and transfers.

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

Findings of Non-Compliance were found during this inspection.
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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. (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; 2007, c. 8, s. 6 (10).

(b) the resident’s care needs change or care set out in the plan is no longer
necessary; or 2007, c. 8, s. 6 (10).

~ (c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :
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1. The licensee did not review and revise the plan of care when the resident's care
needs changed on 2 occasions:

1. In March 2012 resident 001 was found on the floor in front of the resident’s chair.
The resident stated that in an attempt to operate the remote to elevate the legs of the
chair, the resident pressed the button the wrong way and elevated the back of the
chair which pushed the resident onto the floor. The health record confirms that the
resident was injured as a result of the incident.

2. In July 2012, the resident was being transferred via mechanical lift to a chair and
suffered an injury when the foot of the chair pinned the resident's feet between the
chair and the shin guard of the mechanical lift. The remote control for the chair had
been left on the seat of the chair and the resident was lowered onto it, thus raising the
foot rests of the chair.

The plan of care was not revised on either occasion to include interventions or
precautions to staff in the operation of the resident's chair. This was confirmed by the
health record and the DOC. [s. 6. (10) (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 plan of care is reviewed and revised
when resident care needs change, to be implemented voluntarily.

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. O. Reg. 79/10,
s. 36.

‘Findings/Faits saillants :
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1. The licensee did not ensure that staff use safe transferring and positioning devices
or techniques when assisting residents. According to the health record:

1. In February 2012, resident 001's left arm was pinched between the mechanical lift
and the end table during a transfer by staff. '
2.In April 2012, resident 001's left arm was pinched between the rope and metal of the
mechanical liff resulting in bruises during a transfer by staff.

3. In July 2012, resident 001 suffered an injury during a mechanical lift transfer by
staff. [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 to ensure that staff use safe transferring and positioning
devices or techniques when assisting residents, to be implemented voluntarily.

Issued on this 14th day of January, 2013

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