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S i inspection Summary/Résumé de Finspection

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the RAl Coordinator, the Infection
Control Coordinator, the physiotherapist and personal support workers.

During the course of the inspection, the inspector{s) reviewed documentation related to the critical incident as well as
the resident's plan of care.

The following Inspection Protocols were used in part or in whole during this inspection:
Falls Prevention

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE I NON RESPECT DES EXIGENCES

Def mtions o Déf mtlons

_.;:._ WN A\ns écral s e
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Non-compliance with requnrements under the Long-Term Care Hom_es Le non- respect des exigences de la Lot de 2007 sur les foyers de

Act, 2007 {LTCHA) was found. {A reqwrement under the LTCHA - .- "{soins de longue durée’ (LFSLD) a 416 constaté. (Une eXigence de !a :

includes the requirements contained in the items listed in the defi nmon lol comprend les ex:gences qui font partie des éléments énumérés -

of "reqwrement under thss Act" in subsect[on 2(1) of the LTCHA) -{dans la définition de « exigence prévue par la présente lcu »au.
RO paragraphe 2(1) de Ia LFSLD. =i R

The follow:ng constitules wntten notlf cat:on of non-compilance under Ce qm sunt constltue un aws écnt de non respect aux tarmes du G
paragraph 1 of sectlon 152 of the LTCHA N S : paragraphe 1 deiamcle 152 de la LFSLD : .

WN #1: The Licensee has failed fo comply with LTCHA, 2007 S.O. 2007, c.8, 8. 6. Plan of care
Specifically falled 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

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

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, 5. 6 (7).

Findings/Faits sayants :

1. The care set out in the plan of care was not provided io a resident as specified in the plan in identified instances. The
Resident Care Plan, indicates the personal support worker is to provide certain interventions and to document this on the
Treatment and Observation Record.

a) The documentation indicates interventions were not applied on 3 days in one week as specified in the plan of care.

b) Information regarding the interventions were not documented on 2 days in that same week as specified in the plan of care.
2, The plan of care does not set out clear direction to staff for an identified resident. The Resident Care Plan in Medecare
indicates different interventions in different sections of the document.

Additional Required Actions:

VPC - pursuant fo the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 5.152(2) the licensee is hereby requested fo
prepare a written plan of correction for achieving compiiance fo ensure that the care sef out in the plan of care is
provided fto all residents and that the plan of care sefs ouf clear direction fo staff providing care, to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 8.0, 2007, ¢.8, s. 22, Licensee to forward complaints
Specifically failed to comply with the following subsections:

s. 22. (1) Every licensee of a long-term care home who receives a writien complaint concerning the care of a resident
or the operation of the long-term care home shall immediately forward it to the Director. 2007, c. 8, s. 22 (1).

Findings/Faits sayants :

1. The licensee did not forward a written complaint from a resident's family member concerning the care of the resident and
operation of the Home to the Director (Ministry of Health and Long Term Care).

Additional Required Actions:

VPC - pursuant fo the Long-Term Care Homes Act, 2007, 5.0, 2007, ¢.8, 5.152(2} the licensee is hereby requested to
prepare a written plan of correction for achieving compliance to ensure any writfen complaints received by the
licensee are forwarded to the Director, fo be implemented voluntarily.

WN #3: The Licensee has failed to comply with 0.Reg 79/10, s. 107. Reports re critical incidents
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Specifically failed to comply with the following subsections:

s. 107. {3} The licensse 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
equipment 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 to hospital.

5. A medication Incident or adverse drug reaction in respect of which a resident Is taken to hospital, O. Reg. 79/10, s.
107 (3).

Findings/Faits sayants :

1. The Director was not nofified of a critical incident within one business day of an injury in respect of which a person was taken
to hospital. Anidentified resldent sustained an injury and was transferred to hospital, however the Director {Ministry of Health
and Long Term Care) was not notified in a timely manner.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby requested fo

prepare a written plan of correction for achieving compliance to ensure the Director is notified of critical incidents in
the time frame specified in the regulations, fo be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements
Specifically failed to comply with the following subsections:

5. 30. (2) The licensee shall ensure that any actions taken with respect to a resident under a program, including
assessments, reassessments, interventions and the resident’s responses fo interventions are documented. O. Reg.
79/10, s. 30 (2).

Findings/Faits sayants :

1. Actions taken with respect to an assessment of risk for an identified resident were not documented. Staff report that an
assessment was made indicating new interventions to be used for a resident, This assessment was not documented.

Additional Required Actions!
VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c.8, s.152(2) the licensee is hereby requested to

prepare a written plan of correction for achieving compliance to ensure all resident assessments and interventions
are documented, to be implemented voluntarily.

Issued on this 2nd day of June, 2011
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