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Date(s) of inspection/Date(s) de Inspection No/ No de Pinspection Type of Inspection/Genre d’inspection
Iinspection ﬂg_ .
Jun 21, 24,.28-36; Jul 6, 2011 - 2011_071159_0010 Critical Incident

Licensee/Titulaire de permis

BALLOV HOLDINGS LIMITED
441 MAPLE AVENUE, BURLINGTON, ON, E7S- 1L8

Long-Term Care Home/Foyer de soins de longue durée

MAPLE VILLA LONG TERM CARE CENTRE
441 MAPLE AVENUE, BURLINGTON, ON, L75-1L8

Name of Inspector(s)/Nom de l'inspecteur ou des inspecteurs
ASHA _SE__HG_AL_( 158)

ns I "ct" n_'.SummaryiRésumé de I’inspectmn

The purpose of this mspectlon was to conduct a Crltlcal Inc:dent inspection.

During the course of the inspection, the inspector(s} spoke with Director of Care, Administrator.

During the course of the inspection, the inspector(s} Interviewed Director of care, Administrator, reviewed resident's
health record and home's policy and procedure for safe transferring and repositioning, falls preventions. Reviewed
home's internal investigation related critical incident and the action plan.

Related to H-02600-10

The following Inspection Protocols were used in part or in whole during this inspection:
Falls Prevention

Personal Support Services

Findings of Non-Compliance were found during this inspection.
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Deﬁnltlon —

Z:WN - Written Notificatlor-
VPC Voluntary Plan of Corr

iNon compliancewﬁh requlremantsu _erth_ _ m
:Act,:2007. (LTCHA) was found. (A reqmrement Under ihe

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 subsections:

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)

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at least
every six months and at any other time when,

{a) a goal in the plan is met;

{b} the resident’s care needs change or care set out in the plan is no longer necessary; or

{c) care set out in the plan has not besn effective. 2007, ¢. 8, s. 6 (10).

Findings/Faits sayants :

An Identified resident was not provided care set out in the plan of care.
Reviewed home's critical incident investigation noted that staff reported transferring the resident 2 person side by side and via
sit to stand lift contrary to the plan of care which identified the need for maxi lift. LTCHA,2007,c.8, s.6(7)]

Resident was not reassessed related to change in condition.

Progress notes identified that resident voiced complaint of pam and mablllty to move arm. There was no documentation to
support that the resident was reassessed in relation to injuries and pain.

Resident's progress notes indicated that the Registered Practical Nurse-(RPN) noted injuries and resident complaining of pain
especially when touched during care. The Registered Practical Nurse had received verbal X ray report indicating a fracture.
However, there was no record found that the resident was assessed after injury and significant change in condition. The plan of
care was not revised to include interventions to address pain management in relation to injuries. Interview with the Director of
Care confirmed that the resident was not reassessed and the plan of care not revised.

[Long Term Care Homes Act 2007, ¢. 8, 5. 6(10(b)]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, §.0. 2007, ¢.8, s.152(2) the licensee is hereby requested fo
prepare a written plan of correction for achieving compliance ensuring that the care sef out in the plan of care Is

provided to the resident as specified in the plan of care,, to be implemented voluntarify.

CO #- 001 will be served on the licensee. Refer to the "Order(s) of the Inspector”.

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 techmques when assisting residents. O. Reg. 79/10,
s. 36.
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Findings/Faits sayants :

Staff did not use safe transferring devices and techniques when assisting resident.

An identifled resident sustained injuries and fracture during a transfer or when being assisted. A review of Critical Incident
report and interview with the Director of Care confirmed that the possible cause of resident's injurfes would be " unsafe use of
mechanical device, wrong size sling application and unsafe techniques.” [0.Reg.79/10 .36 ]

Additional Required Actions:

CO #- 002 will be served on the licensee. Refer to the “Order{s) of the Inspector”,

Issued on this 19th day of August, 2011

Signature of Inspector{s)/Signature de Finspecteur ou de inspecteurs

Sl 5tqy

Page 3 of 3



Ministry of Health and Ministére de la Santé et

M- Long-Term Care des Soins de longue durée
>y . |
L ONtario  order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 1563 and/or Aux termes de larticle 153 et/ou
section 154 of the Long-Term Care de P'arlicle 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

Health System Accountability and Performance Division
" Performance improvement and Compliance Branch

Division de |a responsabilisation et de 1a performance du systéme de santé
Direction de I'amélioration de la performance et de Ia conformité

Public Copy/Copie du public

5

Name of Inspector (ID #) /

Nom de Pinspecteur (No) : ASHA SEHGAL (159)

Inspecfion No. / .

No de I'inspection : 2011_071159_0010

Type of Inspection/

Genre d’inspection; Critical Incident

Date of Inspection f .

Date de I'inspection : Jun 21, 24,,29(3‘0, Jul 8, 2011

Licensee / ] ‘ DALLOV HOLDINGS LIMITED

Titulaire de permis : 441 MAPLE AVENUE, BURLINGTON, ON, 1.7S-1L8
LTC Home/ MAPLE VILLA LONG TERM CARE CENTRE

Foyer de SLD : 441 MAPLE AVENUE, BURLINGTON, ON, L7S-1L8

Name of Administrator /
Nom de 'administratrice )
ou de Fadministrateur : BARBARA GOETZ

To DALLOV HOLDINGS LIMITED, you are hereby required to comply with the following order(s) by the date(s) set out
below: <
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Ministry of Health and Ministéré de fa Santé et

;)W Long-Term Care des Soins de longue durée
[/)"' Ontano Order(s) of the Inspector =~ Ordre(s) de inspecteur
Pursuant to section 153 andfor Aux termes de larticle 153 etfou
section 154 of the Long-Term Care de larticle 154 de Ia Loi de 2007 sur les foyers
Homes Act, 2007, 5.Q. 2007, ¢.8 tle so0ins de longue durée, L.Q. 2007, chap. 8
Order #/ Order Type/ ‘ '
Ordre no : 001 Genre d'ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

LTCHA, 2007 S.0. 2007, ¢.8, s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of
care reviewed and revised at least every six months and at any other time when, A

{a) a goal in the plan is met;

{b) the resident's care needs change or care set out in the plan is no longer necessary; or

{c) care set out in the plan has not been effective. 2007, ¢. 8, s. 6 (10).

Order / Ordre :

The Licensee shall prepare, submit and implement a plan to ensure that every resident is reassessed and the
plan of care is revised at any time the resident's care needs change or care set out in the plan no longer
necessary. The plan shall be submitted to Asha Sehgal, Ministry of Health and Long Term Care, Performance
Improvement and compliance Branch, Hamilton Service Area Office, 119 King Street west, 11th Floor, Hamllton
ON L8P 4Y7 by July 29, 2011

Grounds / Motifs :

1. The progress notes for an identified resident stated that resident voiced complaint of pain and inabi[ity to
move arm. There was no documentation to support that resident was assessed in relation to injuries and pa:n
and the plan of care reviewed and revised.

Resident's progress notes indicated that the Registered Practical Nurse (RPN) noted injuries and resident
complaining of pain especially when touched during care. The RPN had received verbal X ray report indicating -
a fracture, Resident's attending physician was informed of the fracture. However, there no record found that the
resident was assessed after injury and significant change in condition. The plan of care was not revised to

include interventions to address pain management in refation to injuries,

Interview with the Director of Care confirmed that the resuient was not reassessed and the plan of care not
revised.

(159)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’ici le : Jul 29, 2011
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Ministry of Health and Ministére de la Santé et

;;.} Long-Term Care des Soins de longue durée
[/):.. Ontarlo Order(s) of the Inspector Ordre(s) de Pinspecteur
Pursuant to section 153 and/or Aux termes de l'article 153 et/ou .
section 154 of the Long-Term Care de 'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, ¢.8 de s0ins de longue durée, L.O. 2007, chap. 8
Order #/ : Order Type / . :
~ Ordre no: 002 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

0O.Reg 79/10, s. 36. Every licensee of a fong-term care home shall ensure that staff use safe transferring and
positioning devices or techniques when assisting residents. Q. Reg. 79/10, s. 36.

Order / Ordre :

The licensee shall prepare, submit and implement a plan to ensure that staff use safe transferring and -
positioning devices or techniques when assisting residents. The plan shall be submitted to Asha Sehgal, Ministry -
of Health and Long Term Care, Performance Improvement and Compliance Branch, Hamilton Service Area

Office, 119 King street West, 11th Floor, Hamilton, ON L8P 4Y7 by July 28, 2011.

Grounds / Motifs :

" 1. The stalff did not use safe fransferring devices and techniques when assisting resident.
An identified resident had sustained injuries and fracture, during a transfer or when being assisted. A review of
critical incident report and interview with the Director of Care confirmed that the possible cause of resident's

. injurles would be "unsafe use of mechanical device, wrong size sling application and unsafe techniques”. (159)

This order must be complied with by /
Vous devez vous conformer & cet ordre d’ici le : Jul 29, 2011

Is
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Ministry of Health and Ministére de la Santé et

}fj)—} Long-Term Care des Soins de longue durée

{/}.;.- Ontarlo “Order(s] of the Inspector Crdre(s) de Finspecteur
Pursuant to section 153 and/or Aux termes de Farticle 153 stiou )
section 154 of the Long-Term Care de Farticle 154 de la Loi de 2007 surles foyers
Homes Act, 2007, 5.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

REVIEW/APPEAL INFORMATION / RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

TAKE NOTICE;

The Licensee has the right to request a review by the Director of this (these) Order(s) and to request that the Director stay this (these) Order(s) in
accordance with section 163 of the Long-Term Care Homes Act, 2007.

The request for review by the Director must be made in writing and be served on the Director within 28 days from the day the order was served on the
Licensee.

The written request for review must include,

{a) the portions of the order in reéspect of which the review Is requested;
{b) &ny submissions that the Licensee wishes the Director to consider; and
{c) an address for services for the Licansee.

The wrilten request for review must be served personally, by registered mail or by fax upor:
Director
c/o Appeals Clerk
Performance [mprovement and Compliancs Branch
Ministry of Health and Long-Term Care
55 St, Clair Ave. West
Suite 800, 8th floor
Toranto, ON M4V 2Y2
Fax: 416-327-760

When service is made by registered mail, it is deemed to be made on the fifth day after the day of mailing and when service is made by fax, it is
deemed to be made an the first business day after the day the fax is sent. If the Licenses is not served with written notice of the Director's decision
within 28 days of receipt of the Licensee's request for review, this(these) Order(s) Is{are) deemed to be confirmed by the Director and the Licenses is
deemed lo have been served with a copy of that decision on the expiry of the 28 day period.

The Licensee has the right to appeal the Director's decision on a request for review of an Inspestor's Order(s) to the Health Services Appeal and
Review Board (HSARB} in accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is an independant tribunal not
connected with the Ministry, They are established by legislation to review matlers concerning heallh care services. If the Licensee decides to requesta
hearing, the Licensee must, within 28 days of being served with the notice of the Director’s decision, give a written notice of appeal to both:

Heallh Services Appeal and Review Board  and the Director

Aftention Registrar ) clo Appeals Clerk

151 Biocor Street West - Performance Improvement and Gompliance Branch
Sth Floor 55 8t. Clair Avenue, West

Toronto, ON Suilte 800, 8th Floor

M5S 275 Toronto, ON M4V 2Y2

Fax: 418-327-7603

Upon receipt, the HSARB will acknowladge your notice of appeal and will provide instructions regarding the appeal process. The Licensee may learn
more about the HSARB on the website www.hsarb.on.ca.

Issued onthis 19th day of August, 2011
Signature of Inspector / ‘ﬂ? (, SZ.’/L? J
Signature de I'inspecteur :

Name of Inspector /

Nom de Pinspecteur : ASHA SEHGAL

Service Area Office /

Bureau régional de services :  Hamilton Service Area Office

Page 4 of/de 4




