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The purpose of this mspectlon was to conduct a Critical Incident mspectlon

During the course of the inspection, the inspector(s) spoke with the Administrator, the Nursing Care Coordinator, the
Informatics Coordinator, Registered nursing staff, Personal Support Workers (PSW) and residents.

During the course of the inspection, the inspector(s) conducted a walk through of resident care areas, observed
residents named in the critical incidents, reviewed health care records of residents named in the critical incidents and
reviewed various policies and procedures.

The following Inspection Protocols were used in part or in whole during this inspection:
Continence Care and Bowel Management

Critical Incident Response
Falls Prevention

Hospitalization and Death

Personal Support Services

Findings of Non-Compliance were found during this inspection.
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volontaire

f section 152 of the LTCHA.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re critical incidents
Specifically failed to comply with the following subsections:

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):

1. A resident who is missing for less than three hours and who returns to the home with no injury or adverse change
in condition.

2. An environmental hazard, including a breakdown or failure of the security system or a breakdown of major
equipment or a system in the home that affects the provision of care or the safety, security or well-being of residents
for a period greater than six hours. »
3. A missing or unaccounted for controlled substance

4. An injury in respect of which a person is taken to hospital.

5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. O. Reg. 79/10, s.
107 (3).

Findings/Faits sayants :

1. Inspector reviewed four critical incident reports. The injuries that resulted in transfer to hospital were reported to the Director
outside of the one business day reporting time frame. The licensee failed to ensure the Director is notified within one business
day of any injury that results in a transfer to hospital. [0.Reg. 79/10, s.107(3)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 141. Licensee to stay in contact
Specifically failed to comply with the following subsections:

s. 141. (1) Every licensee of a long-term care home shall maintain contact with a resident who is on a medical
absence or psychiatric absence or with the resident’s health care provider in order to determine when the resident will
be returning to the home. O. Reg. 79/10, s. 141 (1).

Findings/Faits sayants :

1. Inspector reviewed the health care record, including progress notes for two residents following hospitalizations. The progress
notes for both these residents contain no documentation that indicates contact was made to determine the return date to the
home. The licensee failed to maintain contact with a resident who is on a medical leave, or the health care provider, to
determine the return date to the home.[O.Reg. 79/10, s.141(1)]

2. Inspector spoke with a Registered Practical Nurse (RPN) who identified to the inspector that typically the home does not
contact the hospital and that the home typically awaits the hospital to contact them on the date of expected return. The licensee
failed to maintain contact with a resident who is on a medical leave, or the health care provider, to determine the return date to
the home. [O.Reg. 79/10, s.141(1)]
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WN #3: 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 sayants :

1. Inspector reviewed a critical incident. Through the investigation conducted by the licensee, it was determined that the staff
members present during the lift/transfer did not follow the home's policy related to lifts and transfers. The home's policy
identifies two staff are required for lifts/transfers, one to guide and monitor the resident and the second staff member to operate
the lift. The investigation concluded this was not followed. The licensee failed to ensure safe transferring techniques were used
when assisting residents. [O.Reg. 79/10, s.36]

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 ensuring all staff use safe transferring techniques when
assisting residents, to be implemented voluntarily.

Issued on this 9th day of September, 2011

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