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The pu po pection was to conduct a Critical Incident System

inspection.

This inspection was conducted on the following date(s): December 19, 2013

During the course of the inspection, the inspector(s) spoke with the Director of
Care, the Assistant Director of Care, one Registered Practical Nurse, two
Personal Support Workers, one resident and the Staff Educator.

During the course of the mspectlon the inspector(s) observed one resident,
reviewed the resident's health care record, staff education records related to

falls prevention and relevant policies and procedures.

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

Minimizing of Restraining
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

- NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

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

s. 6. (4) The licensee shall ensure that the staff and others involved in the
different aspects of care of the resident collaborate with each other,

(a) in the assessment of the resident so that their assessments are integrated
and are consistent with and complement each other; and 2007, c. 8, s. 6 (4).

(b) in the development and implementation of the plan of care so that the
different aspects of care are integrated and are consistent with and complement

each other. 2007, c. 8, s. 6 (4).

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 :
1. The licensee failed to ensure that the care set out in the plan of care was provided

to the resident as specified by the plan as evidenced by:

The resident's progress notes indicated that on dates throughout November and
December 2013 the wheelchair was not used for mobility as indicated in the plan of

care.
The plan of care indicated the resident used a wheelchair for mobility. The Director of

Care confirmed the resident used a wheelchair for mobility. The Physiotherapist
confirmed to staff that the resident used a wheelchair for mobility. [s. 6. (4) (a)]

2. The plan of care indicated the resident was to have a chair alarm on while sitting on
- the wheelchair to prevent falls.

The inspector observed the resident sitting on the wheelchair with no chair alarm on.
The staff confirmed they were not applying a chair alarm to the resident since return

from the hospital. [s. 6. (7)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 110.
Requirements relating to restraining by a physical device
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Specifically failed to comply with the following:

s. 110. (2) Every licensee shall ensure that the following requirements are met
where a resident is being restrained by a physical device under section 31 of

the Act:
1. That staff only apply the physical device that has been ordered or approved

by a physician or registered nurse in the extended class. O. Reg. 79/10, s. 110
(2).
Findings/Faits saillants :

1. The licensee failed to ensure that the staff only apply the physical device that has
been ordered or approved by a physician or registered nurse in the extended class.

The inspector observed the resident sitting on the wheelchair across from the nurse's
desk with the seatbelt not applied. During interviews staff stated the resident should
have the wheelchair seatbelt applied and proceeded to apply the seatbelt to the

resident.

The resident had a physician order and a Substitute Decision Maker consent signed
for Tilt Wheelchair and Front-Closing Seatbelt to be used as restraints while sitting on

the wheelchair. [s. 110. (2) 1.]

Issued on this 13th day of January, 2014

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

PaTRlcan  VENTUER
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