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l/r Ontarlo 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): March 18, 2013

Two separate complaints were investigated, one related to indoor air quality and
another related to a resident's personal care issues.

During the course of the inspection, the inspector(s) spoke with administrator,
director of nursing, maintenance person, activation aides, housekeeping staff,
registered staff and a resident.

During the course of the inspection, the inspector(s) toured 2 west and 2 east
home areas, reviewed resident health care records and reviewed products used
by staff in the home. -

The following Inspection Protocols were used during this inspection:
Safe and Secure Home

Findings of Non-Compliance were found during this inspection.
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e n'o”“resp_ect}des exagences delaloide

WN #1: The Licensee has failed to comply w:th 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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The licensee of a long-term care home has not ensured that there is a written plan of
care for each resident that sets out,

(a)the planned care for the resident

An identified resident's care plan does not set out the planned care for their physical
limitations to call out, communicate and use the resident-staff communication and
response system. The most recent care plan for the resident states that the resident -
will call for assistance with continence care and that they are encouraged to call for
help to prevent falls. The plan does not address how this will be accomplished based
on the known physical limitations of the resident. [s. 6(1)(a)]

WN #2: The Licensee has failed to comply with O.Reg 79/10 s. 17.
Communication and response system

Specifically failed to comply with the following:

s. 17. (1) Every licensee of a long-term care home shall ensure that the home is
equipped with a resident-staff communication and response system that,

(a) can be easily seen, accessed and used by residents, staff and visitors at all
times; O. Reg. 79/10, s. 17 (1).

(b) is on at all times; O. Reg. 79/10, s. 17 (1).

(c) allows calls to be cancelled only at the point of activation; O. Reg. 79/10, s.
17 (1). |

(d) is available at each bed, toilet, bath and shower location used by residents;
O. Reg. 7910, s. 17 (1).

(e) is available in every area accessible by residents; O. Reg. 79/10, s. 17 (1)
(f) clearly indicates when activated where the signal is coming from; and O.
Reg. 79/10, s. 17 (1).

(9) in the case of a system that uses sound to alert staff, is properly calibrated
so that the level of sound is audible to staff. O. Reg. 79/10, s. 17 (1).

Findings/Faits saillants :
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The licensee of a long-term care home did not ensure that the home is equipped with
a resident-staff communication and response system that,

(a) can be easily seen, accessed and used by residents, staff and visitors at all times;

During the inspection, an identified resident was observed in their room and it was
evident that they could not use the resident-staff communication and response system
due to their physical limitations. The resident identified that they have not been able
to get timely assistance since they have been admitted to the home. The current
system requires a person to tug on a cord to activate a switch on the wall. The
resident is physically unable to tug on the cord.

In 2012, the resident received a stand alone alarm (not connected to the resident-staff
commuhnication and response system) which was an alternative. The resident was
~ only able to use it once. Registered staff made a note in the resident's file shortly
thereafter that the personal alarm was "not working". The note did not identify whether
the system was non-functional or if the resident could not physically trigger the alarm.
The note further indicated that the Director of Nursing was made aware of this
concern and that the resident's power of attorney was to be notified to provide an
alternative alarm. No follow-up notes were made since late 2012 and no other efforts
to provide the resident with access to the resident-staff communication and response
system have been made. [s.17{1)(a)]

Issued on this 27th day of March, 2013

inaure of Inspector(s)ls_it I’inseeou des inspecteurs

K. Su&mtk
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