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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): December 10, 11, 12, 13,
14,17 and 18, 2012

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Chief Resident Care, the Directors of care and the nursing
staff.

During the course of the inspection, the inspector(s) reviewed the residents
health care record and observed care and services given to residents.

o

The purpose if this inspection is to conduct 8 Critical Incidents inspections.
The following Cl were reviewed:

Log # O-000874-12
Log # O-001055-12
Log # O-001155-12
Log # O-001479-12
Log # 0-002390-12
Log # 0-002395-12

kog 40-00242 8-/
The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Critical Incident Response

Falls Prevention

Medication

Nutrition and Hydration

Pain

Personal Support Services

Prevention of Abuse, Neglect and Retaliation
Responsive Behaviours |

~Findings of Non-Compliance were found during this inspection.
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- NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

Legend Legende -

WN — Written NOtn‘" cation . lWN. Aviseert

VPC - Vo!urtary Plan of Correct:on 'VPC Plan de redressement volontaire

DR - Director Referral DR - Aiguillage au directeur .

,CO — Co..,,, iance Order lco- . Ordre de conformité

\NAO - Work and Activity Order VVAO .rdres travaux et achv;tes

Non -compliance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requlrement '
under the LTCHA includes the o
requirements contained in the items listed
in the definition of "requirement under this
Act in subsection 2(1) of the LTCHA.)

The followmg constitutes wntten ,,
notification of non-compliance under
paragraph 1 of section 152 of the LTCHA.

12007 sur les foyers d
|duré

|respect aux termes du parag
|larticle 152 de la LFSLD.

Le non- respect des ex;gences de Ia Lo de
e soins de longue ,

e (LFSLD) a ete constaté. (Une
ex:gence de la loi Comprend les exigences
qui font partie des éléments enumeres

dans la définition de « exigence prévue
par la presente 301 », , au paragraphe 2(1)

de la LESLD.

écrit de non-
raphe 1 de

Ce qui suit constitue Un avis

WN #1: The Licensee has failed to comply with O.Req 79/10, s. 30. General

requirements

Specifically failed to comply with the following:

s. 30. (2) The licensee shall ensure that

any actions taken with respectto a

resident under a program, including assessments, reassessments,
interventions and the resident’s responses to interventions are documented. O.

Reg. 79/10, s. 30 (2).

Findings/Faits saillants :
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1. The licensee has failed to comply with O. Reg 30. (2) in that the home did not take
any actions with respect to a resident under a program, including assessments,
reassessments interventions and the residents responses to interventions were

- documented.

In December 2011, resident #5 had several abdominal x-ray done, one of the
abdominal x-ray, revealed that the resident had " A large fecaloma persist in the
rectum consistent with fecai impaction”. No action was documentied in the progress
notes from the physician or the nursing staff related the abdominal x-ray done in
December 2011. No assessment, reassessment interventions or resident's response
to interventions were documented in the resident health care record( hard copy and
point click care were reviewed). Log #0-001479-12 [s. 30. (2)]

2. In February 2012, resident #2 was prescribed a pain medication at bed time for one
week. On a specific date in April 2012, the Psychogeriatric Team noted that the pain
medication was not administered to the resident between the period of March 2012
and that specific date in April 2012. There was no documentation in the health care
record (hard copy and/or point click care) that the pain medication was assessed,
reassessed. Log # O-001055-12 [s. 30. (2)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents

Specifically failed to comply with the following:

s. 107. (2) Where a licensee is required to make a report immediately under
subsection (1) and it is after normal business hours, the licensee shall make the
report using the Ministry’s method for after hours emergency contact. O. Reg.
79/10, s. 107 (2).

Findings/Faits saillants :
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1. The licensee has failed to comply with O.Regs 79/10 s.107. (2) in that the home did
not report immediately an incident of unexpected death after normal business hours
using the Ministry method for the after hours emergency contact.

On a specific date in December 2012, Resident #7 died unexpectedly. The Home did
notify the Ottawa Service Area via email that same day but did not immediately
notified the Director using the Ministry's method of after hours emergency contact. Log
# 0-002395-12 [s. 107. (2)]

Issued on this 7th day of January, 2013

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

Y
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