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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): December 17 and 18,
2013.

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Acting Director of Care, 3 Residents, 1 Registered Practical
Nurse and 3 Personal Support Workers.

During the course of the inspection, the inspector(s) toured the resident home
area and reviewed the resident’s health care record and relevant policies.

The following Inspection Protocols were used during this inspection:
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Findings of Non-Compliance were found during this inspection.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc

to be followed, and records
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Specifically failed to comply with the following:

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 O. Reg. 79/10, s. 8 (1).

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

Findings/Faits saillants :

1. The Licensee failed to ensure that the policy related to documentation is complied
with. v

A) No documentation of the incident was found in the resident's health care record.
B) Management of the home confirmed the expectation is that staff would document
this incident in the progress notes or risk management system and staff did not follow
the documentation policy. .

C) Policy - Documentation Procedures HEAL-04-03-03 Frequency of Recording states
the occurrence of an unusual incident is always documented each time on the
appropriate Incident Report Form and in the Progress Notes. Document the following
occurrences each time if they are significant to the individual resident: changes in
resident level of consciousness, reactions and behaviours. [s. 8. (1) (b)]

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 ensuring staff follow the documentation policy, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
24. Reporting certain matters to Director
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Specifically failed to comply with the following:

s. 24. (1) A person who has reasonable grounds to suspect that any of the
following has occurred or may occur shall immediately report the suspicion and
the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm
or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195
(2).

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8, s.24 (1), 195 (2). ‘

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, s. 24 (1), 195
(2). LT

5. Misuse or misappropriation of funding provided to a licensee under this Act
or the Local Health System Integration Act, 2006. 2007, c. 8,s.24 (1), 195 (2).

Findings/Faits saillants :

1. The Licensee failed to immediately report an incident that resulted in risk of harm to
a resident.

A) The Licensee did not submit the Critical Incident Report to the Ministry of Health in
accordance with reporting requirements. .

B) Management of the home confirmed the Critical Incident Report submission was
late and not compliant with the reporting requirements in the legislation. [s. 24. (1]

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 ensuring reports are submitted to the Ministry in
accordance with the time lines as stated in the legislation, to be implemented
voluntarily.
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Issued on this 20th day of December, 2013

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

e NYLANDER - Mg 14
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