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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): January 30, 31,
February 5,10, 11,12, 13 and 14, 2014.

The inspection conducted was related to two Critical Incidents, Log #H-000053-
13 and H-000167-14. The critical incidents were related to the plan of care and
suspected abuse.

During the course of the inspection, the inspector(s) spoke with residents,
resident family members/power of attorney (POA), Personal Support Workers
(PSW), Registered Nursing staff (RPN), the Physiotherapist (PT), the
Kinesiologist, the Lead for the Falls Prevention Committee, the Neighbourhood
Coordinator, the Behavioural Support Officer (BSO), the Physician, the Director
of Nursing (DON), and the General Manager.

During the course of the inspection, the inspector(s) reviewed the residents
health records, policies and procedures, training records / educational materials,
and conducted observations in common areas of the home and the residents
rooms.

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

Falls Prevention

Personal Support Services

Prevention of Abuse, Neglect and Retaliation

Reporting and Complaints

Findings of Non-Compliance were found during this inspection.
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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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1. The Licensee did not ensure that the care set out in the plan of care for Resident
#002 and Resident #003 was provided as specified.

(a) Based on the health record, Resident #002 requires two staff to transfer from the
bed to the wheelchair and specifies the resident requires the hoyer or sit-to-stand
lifting device. When receiving care on two occasions, the resident was manually lifted
by one staff member from the bed to the wheelchair. The manual transfers were
witnessed. The staff member who provided the resident's care confirmed during the
interview the resident was manually lifted from the bed to chair, no lifting devices were
used, and two staff to transfer the resident was not used. The staff member confirmed
the plan of care for Resident #002 was not followed as specified.

(b) The health record identifies that Resident #003 has difficulties with activities of
daily living (ADLs), if awakened too early. The home implemented new interventions
based on the most recent quarterly assessment in December 2013 and an evaluation
of the interventions deemed them to be effective. The plan of care was revised and
specified the new ADL interventions for the resident. The staff member who provided
care to resident #003 confirmed during the interview that she did not follow the plan of

care as specified. As witnessed and observed, the resident was not able to perform
ADLs. [s. 6. (7)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance To ensure the care set out in the plan of care is provided
fo the residents as specified, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 36. Every
licensee of a long-term care home shall ensure that staff use safe transferring

and positioning devices or techniques when assisting residents. O. Reg. 79/10,
s. 36.

Findings/Faits saillants :
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1. The Licensee did not ensure that staff used safe transferring techniques and
devices for Resident #002 as specified in the plan of care.

(a) The plan of care for Resident #002 states the resident requires assistance with
transferring from the bed to the wheelchair. A two person transfer using the hoyer or
sit-to-stand lifting device. The staff member providing care on two occasions manually
transferred the resident from the bed to the wheelchair by placing two arms under the
arms of the resident and pivoting from the bed to the wheelchair. In an interview, staff
confirmed the transfer needs of Resident #002. The manual transfer was witnessed
and confirmed by the staff member who provided the care on the specified dates. The
same staff member also confirmed during the interview that the plan of care was not
followed. [s. 36.]

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 staff use safe transferring and position
devices or techniques when assisting residents, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification
re incidents

Specifically failed to comply with the following:

s, 97. (1) Every licensee of a long-term care home shall ensure that the
resident's substitute decision-maker, if any, and any other person specified by
the resident,

(a) are notified immediately upon the licensee becoming aware of an alleged,
suspected or withessed incident of abuse or neglect of the resident that has
resulted in a physical injury or pain to the resident or that causes disiress to the
resident that could potentially be detrimental to the resident's health or well-
being; and

(b) are notified within 12 hours upon the licensee becoming aware of any other
alleged, suspected or witnessed incident of abuse or neglect of the resident. O.
Reg. 79/10, s. 97 (1). '

Findings/Faits saillants :
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1. The licensee did not ensure that the resident's Power of Attorney (POA) was

immediately notified upon becoming aware of the alleged, suspected or withessed
abuse or neglect of Resident #002.

(a) The suspected abuse of Resident #002 occurred in January 2014. The home was
notified of the suspicions at the beginning of February 2014 and Immediately initiated
their investigation, however they did not inform the resident's Power of Attorney until
seven days later when they should have been informed within twelve hours of
becoming aware of the suspected abuse. This was confirmed in the interview with the
Director of Nursing (DON) and confirmed in the home's investigation notes. [s. 97. (1)

(b)]

Issued on this 27th day of February, 2014

bt

inspecteur ou des inspecteurs

Wektsed) Pryutar)
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