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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): March 11, March 13,
2014 '

This complaint inspection was conducted concurrently with complaint
inspection # 2014_247508_0010

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Care(DOC), the Resident Assessment Instrument
(RAl)Co-ordinator, Personal Support Workers(PSW), and residents

During the course of the inspection, the inspector(s) reviewed clinical records,
review relevant policies and procedures, and observed provisions of care

The following Inspection Protocols were used during this mspectlon
Personal Support Services

Findings of Non-Compliance were found during this inspection.
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ON - RESPECT DES EXIGENCES

WN #1: The Licensee has failed to compiy with LTCHA, 2007 S.0. 2007, c.8, s. 6.
Plan of care

Specifically failed to comply with the following:

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 out,

{(a) the planned care for the resident; 2007, ¢. 8, s. 6 (1).

{b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

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

Findings/Faits saillants :
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1. The licensee did not ensure that there was a written plan of care for residents that
set out clear directions to staff and others who provide direct care to the residents.

A)Resident #002 had pain and required assistance with care from staff. The
resident's plan of care indicated the resident required assistance but did not provide
clear directions to staff on how to provide care to this resident. Staff confirmed that
they provide care in a way to avoid causing pain to the resident. It was confirmed by
the RAI-Co-ordinator that this information was not included on the resident's plan of
care.

B)Resident #001 was identified as having responsive behaviours sometimes triggered
by co-residents and staff getting into the resident's personal space. The Behavioural
Support of Ontario staff recommended an intervention to prevent co-residents from
entering the resident's room and to keep the door closed when resident #001 is out of
the room. These directions were not included in the resident's plan of care. [s. 6. (1)]

Additional Required Abtions:
VPC - pursuant tfo 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 correctron for
achieving compliance , to be tmplemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care |
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Specifically failed to comply with the following:

s. 26. (3) A plan of care must be based on, at a minimum, mterdasc;plmary
assessment of the following with respect to the resident:

1. Customary routines. O. Reg. 79/10, s. 26 (3).

2. Cognition ability. O. Reg. 79/10, s. 26 (3).

3. Communication abilities, including hearing and language. 0. Reg. 79/10, s. 26
(3).

4. Vision. O. Reg. 79/10, s. 26 (3).

5. Mood and behaviour patterns, including wandering, any 1dent|fled responsive
behaviours, any potential behavioural triggers and variations in resident
functioning at different times of the day. O. Req. 79/10, s. 26 (3).

6. Psychological well-being. O. Reg. 79/10, s. 26 (3}).

7. Physical functioning, and the type and level of assistance that is required
relating to activities of daily living, including hygiene and grooming. O. Reg.
79/10, s. 26 (3).

8. Continence, including bladder and bowel elimination. O Reg. 79/10, s. 26 (3).
9. Disease diaghosis. 0. Reg. 79/10, s. 26 (3).

10. Health conditions, including allergies, pain, risk of falls and other special
needs. O. Reg. 79/10, s. 26 (3).

11. Seasonal risk relating to hot weather. O. Reg. 79/10, s. 26 (3).

12. Dental and oral status, including oral hygiene. O. Reg. 79/10, s. 26 (3).

13. Nutritional status, including height, weight and any risks relating to nutrition
care. O. Reg. 79/10, s. 26 (3).

14. Hydration status and any risks relating to hydration. O. Reg. 79/10, s. 26 (3).
15. Skin condition, including altered skin integrity and foot conditions. O. Reg.
79/10, s. 26 (3).

16. Activity patterns and pursuits. O. Req. 79/10, s. 26 (3).

17. Drugs and treatments. O. Reg. 79/10, s. 26 (3).

18. Special treatments and interventions. O. Reg. 79/10, s. 26 (3).

19. Safety risks. O. Reg. 79/10, s. 26 (3).

20. Nausea and vomiting. O. Reg. 79/10, s. 26 (3).

21. Sleep patterns and preferences. O. Reg. 79/10, s. 26 (3).

22. Cultural, spiritual and religious preferences and age- related needs and
preferences O. Reg. 79/10, s. 26 (3). :

23. Potential for discharge. O. Reg. 79/10, s. 26 (3).

Findings/Faits saillants :
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1. The licensee did not ensure that the plan of care was based on at a minimum,
interdisciplinary assessment of health conditions, including allergies, pain, risk of falls
and other special needs.

A)Staff indicated that resident #002 is occasionally resistant {o care due to pain. Staff
confirmed that they provide care in a way to avoid causing way to the resident.

The resident's plan of care did not identify that resident #002 had pam and required
mtervenﬂons for staff to provide care without causing pain.

B)Resident #001 was assessed as having pain and received routine and as needed
(PRN) analgesics. According to the clinical records, resident #001 complained of pain
intermittently and was being assessed four times a day to monitor the resident's level
of pain.

Resident #001's plan of care did not identify pain as a focus.

C)On an unidentified date in 2013, it was documented in resident #001's clinical
records that resident #001 had an allergic reaction to a medication. The resident's
plan of care was not updated to include this medication as an allergy. [s. 26. (3)]

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 be implemented voluntarily.

Issued on this 8th day of April, 2014

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

™
Q\DE FANnE \-U@bmm

Page G ofide 6



