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

This inspection was conducted on the following date(s): November 12, 13, 14,
15, 18, 19, 2013 ‘ -

This investigation refers to logs H-00411-13, H-001903012, H-00642-13

During the course of the inspection, the inspector(s) spoke with the
administrator, director of care, supervisor of care, residents and staff

During the course of the inspection, the inspector(s) reviewed clinical records,
reviewed policy and procedure, investigative notes, critical incident system and
observed the care areas of the home

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Dignity, Choice and Privacy
Pain
Prevention of Abuse, Neglect and Retaliation

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, ¢.8, s. 6.
Plan of care

Specifically failed to comply with the following:

s. 6. (2) The licensee shall ensure that the care set out in the plan of care is
based on an assessment of the resident and the needs and preferences of that
resident. 2007, c. 8, s. 6 (2).

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan
of care reviewed and re\nsed at least every six months and at any other time
when,

(a) a goal in the plan is met; 2007, c. 8, s. 6 (10).

(b) the resident’s care needs change or care set out in the plan is no longer
necessary; or 2007, c. 8, s. 6 (10).

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :
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1. The licensee did not ensure there was an assessment of resident #10 related to
pain management. Resident #10 verbalized pain to the staff and an assessment and
plan of care were never completed. Resident #10 confirmed having pain and the
nursing staff confirmed they didn't complete an assessment or have a plan of care in
place to manage the residents pain. {s. 6. (2)]

2. The licensee did not ensure when Resident #11's care needs changed, that a re-
assessment was completed and a plan of care developed, to meet the resident's
changing needs.

Resident #11 had two health reactions in the same month. The nursing staff gave a
treatment at the home but the resident still required a transfer to hospital via
ambulance for assessment and treatment.

The clinical notes indicate the inter disciplinary team did not re-assess the resident's
care needs to meet Resident #11's changing needs. This was confirmed by the
clinical notes and supervisor of care. [s. 6. (10) (b)]

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 that ensures all residents with pain are assessed and a
plan of care is developed that meets the resident’s needs and preferences. Also
when residents care needs change that a re-assessment is completed and a
plan of care developed to meet the changing needs, based on an inter-
disciplinary team approach, to be implemented voluntarily.
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WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 134. Residents’
drug regimes _

Every licensee of a long-term care home shall ensure that,

(a) when a resident is taking any drug or combination of drugs, including
psychotropic drugs, there is monitoring and documentation of the resident’s
response and the effectiveness of the drugs appropriate to the risk level of the
drugs;

(b} appropriate actions are taken in response to any medication incident
involving a resident and any adverse drug reaction to a drug or combination of
drugs, including psychotropic drugs; and
(c) there is, at least quarterly, a documented reassessment of each resident’s
drug regime. O. Req. 79/10, s. 134.

Findings/Faits saillants :

1. The licensee did not ensure that when resident #10 received a new drug,there was
monitoring and documentation of the resident's response and the effectiveness of the
drugs.

Resident #10 received a new pain medication and the nursing staff did not monitor or
document the resident's response or effectiveness of the medication, in managing the
resident’s pain.

The supervisor of care and the clinical notes confirm this did not occur. [s. 134. (a)]

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 that ensures that when a resident is taking any drug,
there is monitoring and documentation of the resident's response and the
effectiveness of the drugs appropriate to the risk level of the drug., to be
implemented voluntarily.

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

8. 97. (2) The licensee shall ensure that the resident and the resident’s
substitute decision-maker, if any, are notified of the results of the investigation
required under subsection 23 (1) of the Act, immediately upon the completion of
the investigation. O. Reg. 79/10, s. 97 (2).

Findings/Faits saillants :

1. The licensee did not ensure the resident's Substitute Decision Maker (SDM) was
notified of the results of the alleged abuse investigation, immediately upon the
completion of the investigation. The investigation of the allegation of abuse toward
Resident #1 was completed and the Director Of Care attempted to contact the SDM
two weeks later, unsuccessfully. No further attempts were made to contact the SDM
and no follow up was made. This was confirmed by the Director of Care. [s. 97. (2)]

Issued on this 22nd day of November, 2013

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

Nvormne  Udal+on
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