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Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

?ﬂ Oﬁi@f 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 Critical Incident System
inspection.

This inspection was conducted on the following date(s): January 9 and 14, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, Education Coordinator, and personal care
workers.

During the course of the inspection, the inspector(s) reviewed a resident health
record, reviewed Critical Incident Report, reviewed internal incident documents,
reviewed employee records, and observed a resident.

The following Inspection Protocols were used during this inspection:
Falls Prevention

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

Legend s Legende

WN — Written Notification . WN = Avis écrit .
VPC — Voluntary Plan of Correc’uon VPC — Plan de redressement volonta;re
DR — Director Referral . IDR~ Aiguillage au directeur

CO - Compha nce Order CO - Ordre de Com‘ormlte

WAO — Work and Activity Order WAO - Ordres : travaux et activités
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Non- comphance w:th requ;rements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requxrement
under the LTCHA includes the
requirements contained in the |tems listed
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

The fol!owmg cons’ututes written
notification of non-compliance under
paragraph 1 of section 152__;)1‘{%1@ ,L_TCHA

Inspection Report under

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

” ;Lefnén-tfeﬁépect des exiéénées de la Loi de
12007 sur les foyers de soins de longue

durée (LFSLD) a éte constaté. (Une
ex:gence de la loi comprend les exxgences
qui font partie des eléments énumérés
dans la définition de « exngence prev,xe ,
par la presente »f au paragraphe 2(1)

- Ce qu; su;t constitue un avis écrit de non-

respect aux termes du paragraphe 1 de :
I'article 152 de ia LFSLD : - o

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:

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).

Findings/Faits saillants :
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if}' Gﬁtaf 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

1. The licensee failed to comply with LTCHA 2007 S.0. 2007, c¢.8, s. 6. (7) in that the
licensee did not ensure that the care set out in the plan of care was provided to the
resident as specified in the plan of care.

A Critical Incident Report was submitted to MOHLTC stating that a resident fell on a
day in March 2012, suffered injury, and was transported to hospital after staff failed to
- apply the resident’s personal assistance service devices. - '

A review of the resident's care plan confirmed that the resident was care planned to
minimize falls and that s/he was to be in a tilt chair with a lap tray at all times. The
Director of Care confirmed that this care p!an was in place at the time of the resident's
fall in March 2012.

Further review of the progress notes in the resident's health record and internal
incident documents indicated that the resident was left in her/his chair by by staff
without the chair being put in a tilt position and without application of the lap tray.

A staff member involved in the incident confirmed that s/he left the resident in room
without tilting the tilt chair and applying the lap tray. Two staff members both received
disciplinary action for their actions relating to resident's fall. [s. 6. (7)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) .

the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the care set out in the plan of care is
provided to the resident as specified in the plan, to be implemented voluntarily.
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Issued on this 23rd day of January, 2013

Bl MadedaCir 20

ignature o lnpectlinr de I’inctur ou e ispeturs |

Page 5 of/de 5

I




