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Licensee/Titulaire de permis

OMNI HEALTHCARE (COUNTRY TERRACE) LIMITED PARTNERS
161 Bay Street, Suite 2430, TD Canada Trust Tower, TORONTO, ON, M5J-251

Long-Term Care Home/Foyer de solns de longue durée

COUNTRY TERRACE
10072 Oxbow Drive, R.R. #3. Komoka, ON. NOL-1R0

Name of Inspector(s)/Nom de 'inspecteur ou des inspecteurs
MARIAN MA(__‘_.DONALD_( 137)

]nspectlon Summarleésume de?’ mspect;on 3

The purpose of thls inspectlon was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care, Office Manager
and three Registered Practical Nurses.

During the course of the inspection, the inspector(s) reviewed resident’s clinical records, internal investigative
reports, relevant policies and procedures and staff in-service records related to falls and pain management.

L-001383-11

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

Pain

Findings of Non-Compliance were found during this inspection.

NQN_—COM_PLIANCE / NON- RESPECT. DES 'EXIG_ENCES
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WN — - Witten Notification .=
VPC - Voluntary Plan of Correction .
DR~ Director Referral -

€O~ Compliance Order
'WAO —Work and Activity Order

. |Legende -

WN — Avis écrit G
VPG —:Plan de redressement volontaire
DR = - ‘Alguillage au directeur -

CO = Ordre de conformité =

WAO — Ordres : fravaux et aclivités

‘Non-complian¢e with reguirements under th
Homes Act, 2007 {LTCHA) was found. ;(A requirement under the
LTCHA includes the requirements contained in the jtems listed in
the definition of " t under this Act™ in subsecti

60hs€§tute§ﬁﬁi_tén notification of non-compliance
:1-of section 152 of th_e__ LTCHA, i

-|dans 1a définition de « exigence prévue par
- {paragraphe 2(1) de la LFSLD. e

| paragraphe 1 de I'article 152 de fa LFSLD. e

Le rion-respect des exigences de la Loi de 2007 sur les foyers de =

soins de Jongue durée (LFSLD) a été constaté. {Une exigence de la

jol comprend les exigences qui font partie des éléments énumérés
""" [a présente loi », au -

Ce qui suit constitue un avis écrit de non-respect aux termes du -

Specifically failed to comply with the following subsections:

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

{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).

Findings/Faits saillants :

1. There is no documented evidence that any of the registered staff completed a pain assessment during the four days
that an identified resident complained of pain and this was confirmed by the Administrator.

[LTCHA, 2007, 8.0. 2007, c.8, 5.6(4)(a)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, §.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested fo prepare a written plan of correction for achleving compliance to ensure assessments are
completed, integrated, consistent and complement each other, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policles, etc., to be followed, and records
Specifically failed to comply with the following subsections:

s. 8. {1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or
otherwise put in place any plan, policy, protocol, procedure, strategy or system, the licensee is required to
ensure that the plan, policy, protocol, procedure, strategy or system,

(a) is in compliance with and Is implemented in accordance with applicable requirements under the Act; and

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. Communication with Family Members policy indicates that the family member{s} of the resident's choice or the
designated POA for Perscnal Care will be prompily advised of all changes in the resident health status and of any injury
sustained by the resident. Such nofifications and any other significant communication shall be recorded on the resident's
progress notes.

There is no documented evidence that the family member/POA was notified of the fall incident and of the change in an
ldentified resident’s health status. This was confirmed by the Administrator.

[0.Reg.79/10, s.8(1)(b})]

2. Communication with Physiclans Palicy indicates that the Charge Nurse will notify the atiending physician of all
changes In a resident's health status and of any significant findings in the care of the resident which require nursing or
medical intervention. (Falls}

There is no documented evidence that the physician was notified of the fall incident and that an identified resident was
experiencing pain.

C. Reg. 79/10, s.8(1)(b)]
Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, s.152(2) the licensee is hereby

requested to prepare a wriften plan of correction for achieving compliance to ensure the home's policies are
complied with, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 49. Falls prevention and management
Specifically failed to comply with the following subsections:

s. 49. (2) Every licensee of a long-term care home shall ensure that when a resident has fallen, the resident is
assessed and that where the condition or circumstances of the resident require, a post-fall assessment is
conducted using a clinically appropriate assessment instrument that is specifically designed for falls. O. Reg.
79/10, s. 49 {2).

Findings/Faits saillants :

An identified resident sustained a fall, resulting in injury and admission to hospital.

There was no documented evidence that a post-fall assessment was completed and this was confirmed by the
Administrator,

[O. Reg. 79/10, 5.49(2})]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homaes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance to ensure post-fall assessments are
completed, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 7910, s. 52. Pain management
Specifically failed to comply with the following subsections:

s. 52. {2) Every licensee of a long-term care home shall ensure that when a resident’s pain is not relieved by
initial interventions, the resident is assessed using a clinically appropriate assessment instrument specifically
designed for this purpose. 0. Reg. 79/14, s. 52 (2).

Findings/Faits salllants :
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1. The Pain Assessment policy (CS-12.31) indicates that a pain assessment shall be completed at the time of admission,
quarterly and annually, as well as when there is a significant change in the resident's status and pain control may be a
concern.

An identified resident sustained a fall, resulting in injury. Resident complained of pain and health status deteriorated.
Resident was transferred and admitted to hospital due to increased pain.
There is no documented evidence that a pain assessment was completed. This was confirmed by the Administrator and

Director of Care.

[O.Reg. 79/10, 5.52(2)]

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 pain assessments are
completed, to be implemented voluntarily.

Issued on this 15th day of March, 2012

Signature of Inspector{s)/Signature de Pinspecteur ou des inspecteurs

Page 4 cf 4




