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

This inspection was conducted on the following daté(s): December 18, 19, 20
2013

This inspection was conducted for two complaints H-000564-13 and H-000727-
13. Inspectors Roseanne Western and Susan Porteous were in attendance.

During the course of the inspection, the inspector(s) spoke with the
administrator, Director of Care (DOC), RAI (Resident Assessment Instrument)
coordinator, registered staff, Personal Support Workers (PSW's), residents and
family members.

During the course of the inspection, the inspector(s) toured the home; reviewed
the home's policies and procedures related to falls management, medication
administration, skin and wound care; reviewed resident health records;
observed residents.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Falls Prevention

Personal Support Services

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007.5.0. 2007, c.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).

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).
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Findings/Faits saillants :

1. The licensee did not ensure that there was a written plan of care for each resident
that set out (c) clear directions to staff and others who provided direct care to the
resident.

(A) Resident #001's current December care plan indicated that staff were to apply a
specific intervention. A physician's order directed that the intervention be discontinued
in October 2013. The resident did not receive the intervention when observed on
December 19, 2013 and, according to the health record, had been refusing the
intervention. This information was confirmed by the health record, observation and the

DOC. [s. 6. (1) (¢)]

2. The licensee did not ensure that the care set out in the plan of care was provided to
the resident as specified in the plan.

(A) Resident #001's care plan specified that one half rail was to be in the raised
position. In September 2013, a progress note indicated that both bed rails were in
the raised position. In October 2013, an occurrence report documented that both bed
rails were up.

(B) Resident #001's care plan specmed that the resident was to have a specific
intervention in place. When observed in December 2013, the intervention was not in
place.

(C) Resident #008's care plan indicated that one bed rail was to be raised. When
observed in December 2013, both bed rails were raised.

(D) Resident #002's care plan indicated that a specific intervention was to be in place
when up in chair. When obsetved in December 2013, the resident was in a chair
without the specified intervention.

This information was confirmed by health records and observation. [s. 6. (7)]

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 to ensure that the care set out in the plan of care is
provided to the resident as specified in the plan, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 30. General
requirements
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Specifica!ly failed to comply with the following:

s. 30. (2) The licensee shall ensure that any actions taken with respect to a
resident under a program, including assessments, reassessments,
‘interventions and the resident’s responses to interventions are documented. O.
Reg. 79/10, s. 30 (2).

Findings/Faits saillants :

1. The licensee did not ensure that any actions taken with respect to a resident under
a program, including assessments, reassessments, interventions and the resident’s
responses to interventions were documented.

(A) In December 2013 resident #008's an assessment tool indicated that a specific
intervention should be used. The intervention was observed to be in place in
December 2013 however, no documentation related to the intervention could be found
in the progress notes, care plan or kardex. The DOC confirmed that the expectation of
the home would be that the intervention would be documented.

(B) Bathing documentation was reviewed on the flow sheets for the months of
September, October and November 2013 for four residents: residents #002, 003, 004
and 005. The DOC confirmed that the expectation of the home was that baths be
documented on the flow sheets. The documentation indicated that at least one third of
the baths were not documented for those four residents during the three month period.
This information was confirmed by the health record and the DOC. [s. 30. (2)]

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 any actions taken with respect to a
resident under a program, including assessments, reassessments,
interventions and the resident’s responses to interventions are documented, to
be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10 s. 49. Falls
prevention and management

Page 5 ofide 8



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

})’ ontaHQ 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

Specifically failed to comply with the following:

s. 49. (2) Every licensee of a long-term care home shall ensure that when a
resident has fallen, the resident is assessed and that where the condition or
circumstances of the resident require, a post-fall assessment is conducted
using a clinically appropriate assessment instrument that is specifically
designed for falls. O. Reg. 79/10, s. 49 (2).

Findings/Faits saillants :

1. The licensee did not ensure that when a resident had fallen, the resident was
assessed and that where the condition or circumstances of the resident require, a
post-fall assessment was conducted using a clinically appropriate assessment
instrument that was specifically designed for falls.

Resident #0001 had several documented falls in a two month period; two of the falls
resulted in serious injury. No post fall assessments were completed after 50% of the
falls,

This information was confirmed by the health record and the DOC. [s. 49. (2)]

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 when a resident has fallen, the resident is
assessed and that where the condition or circumstances of the resident require,
a post-fall assessment is conducted using a clinically appropriate assessment
instrument that is specifically designed for falls, to be implemented voluntarily.

WN #4: 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:

s. 107. (3) The licensee shall ensure that the Director is informed of the
following incidents in the home no later than one business day after the
occurrence of the incident, followed by the report required under subsection
(4):

2. An environmental hazard that affects the provision of care or the safety,
security or well-being of one or more residents for a period greater than s:x
hours, including,

i. a breakdown or failure of the security system,

ii. a breakdown of major equipment or a system in the home

iil. a loss of essential services, or

iv. flooding.

O. Reg. 79/10, s. 107 (3).

Findings/Faits saillants :

1. The licensee failed to notify the Director no later than one business day after the
occurrence of an incident:

4. that caused an injury to a resident that resulted in a significant change in the
resident's health condition and for which the resident was taken to a hospital.
Resident #001 sustained an injury which required transfer to hospital. The resident
returned from hospital with a revision to the care plan. Since the resident required
further intervention before resolution could occur and a revision to the plan of care
was required, the incident resulted in a significant change in the resident's health
condition and should have been reported in a critical incident. A critical incident was
not submitted by the home. This information was confirmed by the health record, the
administrator and the DOC. [s. 107. (3)]
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Issued on this 30th day of December, 2013

gnature " lsctore’inpecteur o
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