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R.R. #5 MITCHELL, ON, NOK-1NO
Long-Term Care Home/Foyer de soins de longue durée

MITCHELL NURSING HOME
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_CA_R_OLE ALEXANDER (112}

' mmarleesume de I mspecti

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

During the course of the inspection, the Inspector(s) spoke with the Assistant Director of Care, a Registered
Practical Nurse and a resident's family (SDM)

During the course of the inspection, the inspector(s) reviewed a resident's clinical record.

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

Findings of Non-Compliance were found during this inspection,

~ NON-COMPLIANGE / NON-RESPECT DES EXIGENCES

WN Wntten Notlf cat:on - WN Aws écnt

VPC ~ Voluntary Plan of G ecl:on VPG = Plan de redressement vofonialre_
DR - Director Referral ' g

CO - Z:Compliance Orde 5'1.;_ R S
WAQ — Work and Activity Order - o WAO Ordres : travaux et activités
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Non-compliance with requirements under the Long-Term Care
Homes Act, 2007 (LTCHA) was found. (A requirement under the
LTCHA includes the requirements conlained in the items listed in
ine definition of "requirement under this Act” in subsection 2{1)
ofthe LTCHA) u '

The following constitutes wrilten notification of non-compliance
under paragraph 1 of section 152 of the LTCHA. .

Le non-respect des exigences de la Loi de 2007 sur les foyers de
soins de longue durée (LFSLD) a été constaté. (Une exigence de la
lof comprend Jes exigences qui font partie des éléments énumérés - -
dans la définition de « exigence prévue par la présente loi », au

|paragraphe 2(1) de laLFSLD.

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

paragraphe 1 de larticle 152 de la LFSLD. .

WN #1: The Licensee has falled

to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care

Specifically failed to comply with the following subsections:

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. 8. (5) The licensee shall ensure that the resident, the resident’s substitute decision-maker, if any, and any
other persons designated by the resident or substitute decision-maker are given an opportunity to participate
fully in the development and implementation of the resident’s plan of care. 2007, ¢. 8, s. 6 (5).

Findings/Faits saillants ;

1. A resident’s plan of care was not based on assessment of changing needs for the following:

numerous fall, consistent decline of intake of fluids and developing wounds.

2. A resident's Substitute Decision Maker was not provided with the development and implementation of the plan of care.
The following was not discussed with family: risk of falls, compromised skin integrity leading to wounds, declining fiuid

intake and other health status changes.

WN #2: The Licensee has falled to comply with O.Reg 72/10, s. 48. Required programs
Specifically failed to comply with the following subsections:

. 48. (1) Every licensee of a long-term care home shall ensure that the following interdisciplinary programs are

developed and implemented in the home:

1. A falls prevention and management program to reduce the incidence of falls and the risk of injury.

2. A skin and wound care program to promote skin integrity, prevent the development of wounds and pressure
ulcers, and provide effective skin and wound care interventions.

3. A continence care and bowel management program to promote continence and to ensure that residents are

clean, dry and comfortable.

4. A pain management program to identify pain in residents and manage pain. 0. Reg. 79/10, s. 48 (1).

Findings/Faits saillants :

1. The inspector confirmed with the ADOC that the home does not have a Falls Prevention and Management Program in

place to reduce the incidence of falls and the risk of injury.

WN #3: The Licensee has failed to comply with 0.Reg 7910, 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.

7910, s. 49 (2).
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Findings/Faits saillants :

1.A resident sustained numerous falls. A clinically appropriate post-fall assessment designed for falls was not completed
following the falls.

Issued on this 30th day of April, 2012

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