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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): October 16, 2013

During the course of the inspection, the inspector(s) spoke with one resident
and their Power of Attorney, the Administrator, Director of Nursing and Personal

Care, one Registered Nurse, two Registered Practical Nurses and three Personal
Service Workers.

During the course of the inspection, the inspector(s) reviewed one critical

incident report, resident health record and the home's policies related to Abuse
or Neglect and Pain Management.

The following Inspection Protocols were used during this inspection:
Pain

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 52. Pain
management

Specifically failed to comply with the following:

s. 52. (2) Every licensee of a long-term care home shall ensure that when a
resident’s pain is not relieved by initial interventions, the resident is assessed
using a clinically appropriate assessment instrument specifically designed for
this purpose. 0. Reg. 79/10, s. 52 (2).

Findings/Faits saillants :

1. When one resident's pain was not relieved by initial interventions, a pain
assessment was not completed using a clinically appropriate assessment instrument
specifically designed for this purpose.

- One registered staff documented in the physician's communication book that the
resident's current analgesic medication was not effective for pain management and
requested a change in the medication or medication dose.

- Medication changes were initiated ten days after the request was made.

- The resident health record confirmed the resident had not had a pain assessment
using a clinically appropriate assessment instrument for the past three months.

- The resident and three staff confirmed the resident experiences pain when care is
being provided. [s. 52. (2)]
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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 related to ensuring when a resident'’s pain is not relieved
by initial interventions, the resident is assessed using a clinically appropriate

assessment instrument specifically designed for this purpose, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

s.3. (4) The Lieutenant Governor in Council may make regulations governing
how rights set out in the Residents’ Bill of Rights shall be respected and
promoted by the licensee. 2007, c. 8, s. 3 (4).

Findings/Faits saillants :

1. The licensee did not ensure that one resident's right to be cared for in a manner
consistent with their needs was fully respected and promoted.

- Nursing staff documented in the physician's communication book that the resident's
current analgesic medication was not effective for pain management.

- The physician reviewed and revised the resident's analgesic medication ten days
later.

- The resident health record confirmed the resident complains of pain at specific
sights.

- The resident and three staff confirmed the resident experiences pain when care is
being provided. [s. 3. (4)]

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
24. Reporting certain matters to Director
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Specifically failed to comply with the following:

s. 24, (1) A person who has reasonable grounds to suspect that any of the
following has occurred or may occur shall immediately report the suspicion and
the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm
or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195
(2).

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8,s. 24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, s. 24 (1), 195
(2).

5. Misuse or misappropriation of funding provided to a licensee under this Act
or the Local Health System Integration Act, 2006. 2007, c. 8, s. 24 (1), 195 (2).

Findings/Faits saillants :

1. The licensee did not ensure that a person who has reasonable grounds to suspect
any of the following has occurred or may occur shall immediately report the suspicion
and the information upon which it is based {o the Director.

- One resident reported to nursing personne! that she had been treated in a
disrespectful and rough manner by one staff.

- The Director was not notified of the allegation through the Critical incident Reporting
System as required until ten days after the allegation was made. [s. 24. (1) 1.]
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Issued on this 29th day of October, 2013

CAROLEE [N et iVER

B \ison S=pence.- Yl C;S%c:\f\q

Signature of Inspcto(s)lSignature de l’inspectr ou des inspeteurs |
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