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Ministry of Health and Ministere de la Santé et des
;)__ Long-Term Care Soins de longue durée
l/r OntaHO 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): July 11, 12,15, 16, 2013

Inspector attended the home to conduct an inspection of one complaint (Log # T
-277-13) pertaining to resident rights.

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, Social Worker,Registered Staff, Personal
Support Workers and Housekeeping staff members.

During the course of the inspection, the inspector(s) reviewed resident health
record, education records on zero tolerance for abuse and whistle-blowing, staff
scheduies and the homes prevention of abuse policy.

The following Inspection Protocols were used during this inspection:
Admission Process

Dignity, Choice and Privacy

Findings of Non-Compliance were found during this inspection.
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Ministry of Health and

Long-Term Care

} L/ Ontario

the Long-Term Care
Homes Act, 2007

Non comphance thh requwements under
the Long Term Care Homes Act 2007

o de la LFSLD

Inspection Report under

Ministére de la Santé et des
Soins de fongue durée

Rapport d’inspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

Le non- respect des ex:gences de la Loide :'
2007 sur les foyers de soins de! Iongue :
duree (LFSLD) a ete constate (Une

1Ce qui sunt constltue un av1s ecnt de non---;-

iartlcle 152 de la LFSLD

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. (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 the plan of care for Resident #1 set out clear
directions to staff and others who provide direct care to the resident.

- Review of Resident #1's health record revealed a letter from a specialist that
documents specific requirements needed due to a medical condition. The letter was
resent to the home again four months after the original sent date due to Resident #1
stating the requirement still is not being met.

- The plan of care was updated after the inspection was in progress. Although staff
reported to the inspector that they are implementing the specific requirement for
Resident #1 there were no directions provided in the written plan of care for staff and
others on how to meet the specific requirement.

The plan of care for Resident #2 does not provide clear directions to staff regarding
transfers.

- Interviews with Registered and direct care staff members confirm that Resident #2
experienced a significant change in status which resulted in the resident requiring two
persons for all transfers.

- The plan of care for Resident #2 documents that the resident requires one person
transfer.

- On a specified date, a personal support worker (PSW) was observed transferring
Resident #2 from a sitting to standing position without the assistance of another staff

member [s. 6. (1) (c)]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Acft, 2007, S.0. 2007, ¢.8, s.1562(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the plan of care for Resident #1 and
Resident #2 set out clear directions to staff and others who provide direct care
to the resident's, 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.
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Findings/Faits saillants :

1. The licensee failed to ensure that staff use safe transferring techniques when
assisting Resident #2.

- On a specified date, a personal support worker (PSW) was observed transferring
Resident #2 from a sitting to standing position. The PSW experienced difficulty and
requested the assistance of the inspector to execute the transfer. The inspector
obtained another PSW to assist with transferring the resident.

- Interviews held with staff members confirmed Resident #2 requires two persons for
all transfers due to a significant change in status [s. 36.]

2. - The identified PSW confirmed not being aware of the residents current lift and
transfer requirements [s. 36.]

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 staff use safe transferring techniques
when assisting Resident #2, to be implemented voluntarily.

Issued on this 19th day of August, 2013

ignatre of Inpectr(s)lSignature de I'inspecteur ou des inspecteurs
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