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Public Copy/Copie du public

Date(s) of inspection/Date(s) de Inspection Nof No de I'inspection Type of Inspection/Genre
'inspection d’inspection

Jul 12, 18, 19, 20, 23, 2012 2012_078202_0021 Complaint

LicenseelTitulaire de permis

ATK CARE INC.
1386 INDIAN GROVE, MISSISSAUGA, ON, L5H-236

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

RIVER GLEN HAVEN NURSING HOME
160 High Street, P.O. Box 368, Sutton West, ON, LOE-1R0O

Name of Inspector({s)/Nom de I'inspecteur ou des inspecteurs

VALERIE JOHNSTON (202)

The purpose of this inspection was to conduct a Complamt mspectlon.

During the course of the inspection, the inspector{s) spoke with Administrator, Director of Care, Assistant
Director of Care, Environmental Services Manager, Physiotherapy Assistant, Registered Nurses, Personal
Support Workers

During the course of the inspection, the inspector(s) observed the provision of care to residents, observed the
use and application of physical restraints, reviewed clinical health records, home's Restraint Policy

The following Inspection Protocols were used during this inspection:
Minimizing of Restraining

Personal Support Services

Findings of Non-Compliance were found during this inspection.
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‘section 152 of the LTCHA: |paragraphe 1 de I'article 152.de'fa | LFSLD.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 110. Requirements relating to restraining by a
physical device
Specifically failed to comply with the following subsections:

s. 110, {1} Every licensee of a long-term care home shall ensure that the following requirements are met with
respect to the restraining of a resident by a physical device under section 31 or section 36 of the Act:

1. Staff apply the physical device in accordance with any manufacturer’s instructions.

2. The physical device is well maintained.

3. The physical device is not altered except for routine adjustments in accordance with any manufacturer's
instructions. O. Reg. 79/10, s. 110 {1).

Findings/Faits saillants :
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The licensee failed to ensure that staff apply all physical restraint devices used in the home in accordance with the
manufacturer's instructions and that the physical device used is well maintained. {s.110. (1)]

On July 13, 2012, during the course of inspection the following residents were observed to have seat belt restraints
applied while in their wheelchair.

Resident A seat belt restraint positioned loose resting along mid thigh.
Resident B seat belt restraint loose sitting slightly below thigh.

Resident C with seal belt restraint positioned between thigh and mid thigh.
Resident D with seat belt restraint positioned at mid thigh.

Resident E with seat belt restraint positioned between thigh and mid thigh.
Resident F with seat beil restraint positioned between thigh and mid thigh.

The Assistant Director of Care {ADOC) confirmed in an interview that the above mentioned resident's seat belt restraints
were applied lcose. The ADOC indicated in an interview that the application of any seat belt restraint in the home may
not be applied in accordance to manufacturer's instructions as manufacturer's instructions are not available in the home.

[5.110.(1)1]

On July 16, 2012, the Director of Care (DOC)} confirmed in an interview that resident E and resident F both had seat belt
restraint's positioned incorrectly and too loose. The {DOC) attempted to tighten both seat belts, however the seat belts
would not adjust due to a build up of dirt irapped in the area of adjustment. [s. 110. {1){2)]

Resident G's plan of care identifies this resident as sliding forward in wheelchair and requires a seat belt restraint. Staff
interviews revealed that resident G will loosen the seat belt restraint and is often found with the seat belt positioned

around the neck. [8.110. {1}1]

Direct care staff interviews indicated that they were unaware of the appropriate use and application of physical restraints
and confirmed that manufacturers' instructions were not available in the home. [5.110. (1)]

Through staff interviews it was identified that many seat belt restraints used in the home cannot be adjusted due to

problems with the fasteners. [s.110.(1)2]
Staff interviews revealed that they have been directed to use the seat belt restraint as it is found in the wheelchair and to

ensure that it is not too tight around thighs or up around a resident's neck. [s.110.(1)1]
The Director of Care {DOC) confirmed in an interview that the home does not have manufacturer instructions for
application of any physical restraint device used in the home. [s.110. (1) 1]

The DOC indicaled in an interview that there are seat beli restraints used in the home that require mainienance due {o
dirt buftd up and fastener's that are damaged and no longer allow for adjustment. [5.110. (1) 2].

Additional Required Actions:

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

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 221. Additional training — direct care staff
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Specifically failed to comply with the following subsections:

s. 221. (1) For the purposes of paragraph § of subsection 76 (7) of the Act, the following are other areas in
which training shall be provided to all staff who provide direct care to residents:

1. Falls prevention and management,

2. Skin and wound care.

3. Continence care and bowel management.

4. Pain management, including pain recognition of specific and non-specific signs of pain.

5. For staff who apply physical devices or who monitor residents restrained by physical devices, training in the
application, use and potential dangers of these physical devices.

6. For staff who apply PASDs or monitor residents with PASDs, training in the application, use and potential
dangers of the PASDs. O. Reg. 79/10, s. 221 {1).

Findings/Faits saillants :

1. The licensee failed to ensure that direct care staff are provided fraining in the application, use and potential dangers of
physical restraints used in the home. [5.221.{1){5)j

Through staff interviews it was revealed and confirmed by the Director of Care (DQC) that training on the application,
use and potential dangers of physical restraints had not been provided to staff in the home.[s.221.(1)(5)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that direct care staff are
provided training in the application, use and potential dangers of restraints by a physical device, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

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 ocut,

(a} the planned care for the resident;

(b) the goals the care is infended to achieve; and

{c} clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1).

Findings/Faits saillants :
1. The licensee failed to ensure that the written plan of care for resident A sets out clear directions to staff and other who
provide direct care. [s.6.(1)(c)]

On July 18, 2012 resident A was observed to be sitling in the dining room with a front closing seat belt restraint applied.
Staff interviews revealed that resident A is to use a seat belt restraint while in wheeichair.

Clinical record review for resident A revealed that the written plan of cars for resident A does not include use of a seat
belt restraint.

Issued on this 27th day of July, 2012
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Signature of Inspector(s)/Signature de V'inspecteur ou des inspecteurs
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} L7 Ontario

Ministry of Health and
Long-Term Care

Order(s) of the Inspector
Pursuant {o section 153 and/or
section 194 of the Long-Term Care
Homes Act, 2007, 5.0. 2007, c.8

Health System Accountability and Perfermance Division
Performance Improvement and Compliance Branch

Ministére de la Sante et
des Soins de longue duree

Ordre(s) de 'inspecteur

Aux termes de Farticle 153 etfou

de Farlicle 104 de fa Loi de 2007 sur les foyers
tle soins de longue durée, LO. 2007, chap. 8

Division de la responsabilisation et de la performance du systéme de santé
Direction de I'amélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector (ID #)/

Nom de Finspecteur (No) :

Inspection No. /
No de Pinspection :

Type of Inspection /
Genre d’inspection:

Date of inspection /
Date de I'inspection :

Licensee /
Titulaire de permis :

LTC Home /
Foyerde SLD:

Name of Administrator /
Nom de ’administratrice
ou de 'administrateur :

VALERIE JOHNSTON (202)
2012_078202_0021
Complaint

Jut 12, 16, 19, 20, 23, 2012

ATK CARE INC.

1386 INDIAN GROVE, MISSISSAUGA, ON, L&H-256

RIVER GLEN HAVEN NURSING HOME
160 High Street, P.O. Box 368, Sutton West, ON, LOE-1R0

KAREN RYAN

To ATK CARE INC., you are hereby required to comply with the following order(s) by the date(s) set out below:
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Pursuant to section 153 and/or Aux fermes de Farticle 153 stfou
seciton 154 of the Long-Term Care de Farticie 154 de {a Lol de 2007 surfes foyers
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Order #/ Order Type /
Ordre no : 001 Genre d’ordre : Compliance Orders, s. 153. (1) (b)

Pursuant to / Aux termes de :

0O.Reg 79/10, s. 110. (1) Every licensee of a long-term care home shall ensure that the following requirements
are met with respect to the restraining of a resident by a physical device under section 31 or section 36 of the Act:

1. Staff apply the physical device in accordance with any manufacturer's instructions.

2. The physical device is well mainiained.
3. The physical device is not altered except for routine adjustments in accordance with any manufacturer’s

instructions. 0. Reg. 79/10, s. 110 (1).
Order / Ordre :

The licensee shall prepare, submit and implement a plan to ensure that when a resident is restrained by physical
device that staff apply the physical device in accordance with any manufacturer's instructions and that the
physical device is well maintained. Please submit plan to valerie.johnston@ontario.ca by August 03, 2012.

Grounds / Motifs :
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1. (202)
2. The licensee failed to ensure that staff apply all physical restraint devices used in the home in accordance with
the manufacturer's instructions and that the physical device used is well maintained, [s.110. {1)]

On July 13, 2012, during the course of inspection the following residents were observed to have seat belt
restraints applied while in their wheelchair.

Resident A seat belt restraint positioned loose resting along mid thigh.
Resident B seat belt restraint loose sitting slightly below thigh.

Resident C with seat belt restraint positioned between thigh and mid thigh.
Resident D with seat belt restraint positioned at mid thigh.

Resident E with seat belt restraint positioned between thigh and mid thigh.
Resident F with seat belt restraint positioned between thigh and mid thigh.

The Assistant Director of Care {(ADOC) confirmed in an interview that the above mentioned resident's seat belt
restraints were applied loose. The ADOC indicated in an interview that the application of any seat belt restraint in
the home may not be applied in accordance to manufacturer's instructions as manufacturer's instructions are not
available in the home. [5.110.{1)1]

Cn July 18, 2012, the Director of Care (DOC) confirmed in an interview that resident E and resident F both had
seat belt restraint's positioned incorrectly and too loose. The (DOC) attempted to tighten bath seat belts,
however the seat belts would not adjust due to a build up of dirt frapped in the area of adjustment. [s. 110. (1)

(2)

Resident G's plan of care identifies this resident as sliding forward in wheelchair and requires a seat belt
rastraint. Staff interviews revealed that resident G will loosen the seat belt restraint and is often found with the
seat belt positioned around the neck. [s.110. (1)1}

Direct care staff interviews indicated that they were unaware of the appropriate use and application of physical
restraints and confirmed that manufacturers' instructions were not available in the home. [s.110. (1)]

Through staff interviews it was identified that many seat belt restraints used in the home cannot be adjusted dus

to problems with the fasteners. [s.110.(1)2]
Staff interviews revealed that they have been directed to use the seat belt restraint as it is found in the
wheelchair and to ensure that it is not {oo tight around thighs or up around a resident's neck. [s.110.(1)1]

The Director of Care (DOC) confirmed in an interview that the home does not have manufacturer instructions for
application of any physical restraint device used in the home. [s.110. (1) 1]

The DOC indicated in an interview that there are seat belt restraints used in the home that require maintenance
due to dirt build up and fastener's that are damaged and no longer allow for adjustment. [s.110. (1} 2]. {202)

3. (202)

This order must be complied with by /
Vous devez vous conformer a cet ordre d'ici le : Aug 17, 2012
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REVIEW/APPEAL INFORMATION

TAKE NOTICE:

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

The request for review hy the Director must be made in writing and be served on the Director within 28 days from the day the arder was served on the
Licensea.

The writlen request for review must include,

{a} the portions of the order in respect of which the review is requested;
(b) any submisgions that the Licensee wishes the Director to cansider; and
(c) an addrass for services for the Licensee.

The written request for review must be served personally, by registered mail or by fax upan:
Director
clo Appeals Coordinator
Performance Impravement and Compliance Branch
Ministry of Health and Long-Term Care
55 5t. Clair Avenue West
Suite 800, Bth Flacr
Toronto, ON MAaV 2Y2
Fax: 416-327-7603

Whan service is made by registered mail, it is deeamed 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 seni. If the Licensee is not served with written notice of the Direclor's decision
within 28 days of receipt of the Licensee's request for review, this(these) Order{s) is{are} deemed to be confirmad by the Direclor and the Licensee is
deemed to have been served with a copy of that decision on the expiry of the 28 day period.

The Licensee has the right ta appeal the Director's decision an a request for raview of an Inspector's Order(s) o 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 independent tribunal not
connected with the Ministry. They are established by lagistation o review matters concerning health care services. If the Licensee decides lo request a
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;

Health Services Appeal and Review Board and the Director

Attention Registrar Direclor

151 Bloor Street West cfo Appeals Coordinator

9th Floor Performance Improvement and Compliance Branch
Torento, ON M5S 275 Ministry of Health and Lang-Term Care

55 St. Clair Avenue West
Suite 80Q, 8th Floor
Torento, ON M4V 2Y2
Fax: 416-327-7603

Upon receipt, the HSARB will acknawledge your notice of appeal and will pravide instructions regarding the appeal process. The Licensee may learn
more about the HSARB on the weabsite www.hsarb.on.ca.
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RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

PRENDRE AVIS

En vertu de 'article 163 de la Loi de 2007 sur les foyers de soins de longue durée, le titulaire de permis peut demander au directeur de réexaminer
I'erdre ou les ordres qu'il a donné et d'en suspendre I'exécution.

La demande de réexamen doit &tre présentée par écrit et est signifiée au directeur dans les 28 jours qui suivent |z signification de l'ordre au titulaire de
permis.

La demande de réexamen doit contenir ce qui suit :

a) les parties de I'ordre qui font I'objet de la demande de réexamen;
b} les observations que le tifulaire de permis scuhaite que le directeur examine;
¢) 'adresse du tilulaire de permis aux fins de significatian.

La demande &crite est signifiée en personne ou envayée par courrier recommande ou par télécopieur au :

Directeur

al/s Coordinateur des appels

Direction de 'amélioration de |z performance et de la conformité
Ministére de la Santé e! des Soins de longue durée

55, avenue 5t. Clair OQuest

8e étage, bureau 800

Taranto (Ontario) M4V 2Y2

Télacapieur : 416-327-7603

tes demandes envoyées par courrier recommandé sont réputées avoir été signifiées le cinguiéme jour suivant I'envoi et, en cas de transmission par
télécopieur, la signification est réputée faite le jour ouvrable suivant I'envoi. Si le titulaire de permis ne recoit pas d'avis écrit de la décision du directeur
dans les 28 jours suivant Ia signification de la demande de réexamen, I'ordre ou les ordres sont réputés confirmés par le directeur. Dans ce cas, le
titulaire de permis est réputé avoir regu une copie de la décision avant 'expiration du délai de 28 jours.

En vertu de Particle 164 de la Loi de 2007 sur les joyers de soins de longue durée, le titufaire de permis a le droit d'interjeter appel, auprés de la
Comimission d'appel et de révision des services de sante, de la décision rendue par le directeur au sujet d'une demande de réexamen d'un ordre ou
d'ordres donnés par un inspacteur. La Commission est un tribunal Indépendant du ministéra. Il a &té &labli en verlu de la loi et il a pour mandat da
{rancher des litiges concemant les services de sanié. Le titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui suivent
celui ob lui a élé signifié I'avis de décision du directeur, faire parvenir un avis d'appel &crit aux deux endroits suivants :

A I'altention du registraire Directeur

Commission d'appel et de revision des services de santé als Coordinateur des appels

151, rue Bloor Quest, 9e &tage Direction de 'amélioration de la performance et de la canformité
Toronto {Ontarin) M53 2T5 Ministére de Ia Santé et des Soins de longue durée

55, avenue St. Clair Ouest
8e étage, bureau BGO
Toronio {Oniario) M4V 2Y2
Télécapieur : 416-327-7603

La Commission accusera réception des avis d'appel et transmetlira des Instructions sur la fagon de procéder pour interjeter appel. Les titulaires de
permis peuvent se renseigner sur la Caommission d'appel et de révision des services de santé en consuliant son site Web, au www.hsarb.on.ca.

Issued on this 23rd day of July, 2012

-

Signature of Inspector/
Signature de 'inspecteur :

Name of Inspector/

Nom de l'inspecteur : Valerie Johnston
Service Area Office/
Bureau régional de services :  Toronto Service Area Office
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