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Licensee/Titulaire de permis

REVERA LONG TERM CARE INC.
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Long-Term Care Home/Foyer de soins de longue durée

GARDEN CITY MANOR
1688 Scott Street, St. Catharines, ON, [2N-1H2

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
GILLIAN HUNTER (130)

Summary/Résumé de

The purpose of this inspection was {o conduct a Critical Incident inspection.
During the course of the inspection, the inspector({s} spoke with The Director of Care and registered staff.

During the course of the inspection, the inspector(s} Interviewed staff reviewed critical incident reports and
reviewed clinical records.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Falis Prevention

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/18, s. 107. Reports re critical incidents
Specifically failed to comply with the following subsections:

s. 107. (3) The licensee shall ensure that the Director is informed of the following incidents in the home no later
than one business day after the occurrence of the incident, followed by the report required under subsection
{4):

1. A resident who is missing for less than three hours and who returns to the home with no injury or adverse
change in condition.

2, An environmental hazard, including a breakdown or failure of the security system or a breakdown of major
aequipment or a system in the home that affects the provision of care or the safety, security or well-being of
residents for a period greater than six hours.

3. A missing or unaccounted for controlled substance,

4. An injury in respect of which a person is taken fo hospital.

5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. Q. Reg.
79/10, s. 187 (3).

Findings/Faits saillants :

1. The licensee did not inform the Director no later than one husiness day after the occurrence of an injury in respect of
which a person is taken o hospital. In 2011 an identified resident sustained a fall with injury. The resident was sent to
hospital for treatment, however the Cl report was not reported to the Director within the required timeframe. In 2011, a
second resident sustained a fall with injury requiring a same day transfer to hospital for treatment. This Cl report was not
reported to the Director within the required timeframe.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2} the licensee is hereby
requested fo prepare a written plan of correction for achieving compliance to ensure the licensee informs the
Director no later than one business day after the occurrence of an infury in respect of which a person js taken to
hospital, fo be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, 5. 6. Plan of care
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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 out,

{a) the planned care for the resident;

{b) the goals the care is intended 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 :

The licensee of the long-term care home did not ensure that there was a written plan of care for each resident that sets
out the planned care for the resident; the goals the care is intended to achieve and clear directions to staff and others
who provide direct care to the resident. A post falls assessment completed for an identified resident, following a fall witin
injury in 2011, identified specific safety measures to prevent reoccurrence, however, this information was not made
available on the document known as the "care plan”, which provides direction to staff providing care. The "care plan" did
not identify other safety measures required to ensure the resident's safety.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that there is a written plan
of care for each resident that sets out the planned care for the resident; the goals the care is Intended to
achieve; and provides clear directions to staff and others who provide direct care to the resident, to be
implemented voluntarily.

Issued on this 17th day of November, 2011

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