Ministry of Health and - Ministére de la Santé et des

Long-Term Care Soins de iongue durée
Inspection Report under Rapport d’'inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue
Héalth System Accountability and Performar{ce
gh:_'fsmn i tand C I B h Hamilton Service Area Office - Bureau régional de services de Hamilton
eriermance Improvement and Lompiiance Sranc 119 King Street West, 11th Floor 119, rue King Ouest, 11iém étage
Division de la responsabllisation et de la HAMILTON, ON, L8P-4Y7 HAMILTON, ON, L8P-4Y7
performance du systéme de santé Telephone: (905) 546-8204 Téléphone: (905) 546-8294
Direction de I'améHoration de la performance et de la  Facsimile: (905) 546-8255 Télécopieur: (905) 546-8255
. conformité
Public Copy/Copie du public
Date(s} of inspection/Date(s) de Inspection Nof No de l'inspection  Type of Inspection/Genre
I'inspection Ja ' d’inspection
Aug 29, 30, Sep 1, 24-Bet44, 2011 2011_02614?’_0020 Complaint
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EXTENDICARE (CANADA) INC.
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Long-Term Care Home/Foyer de scins de longue durés

EXTENDICARE HALTON HILLS
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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LALEH NEWELL (147)

0 Inspection Summary/Résumé de l'inspection

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

During the course of the inspection, the inspector(s) spoke with Administrator, Acting Director of Care,
'Registered Staff, Personal Support Worker, Activation staff, resident and family related to Complaint Inspection
Log #H-001556-11. ‘

During the course of the inspection, the inspector(s) Reviewed resident’s clinical chart, reviewed home’s policy
and procedure related to Glinical Procedures for Oxygen administration, observed care, toured the home, and
observed staff in routine duties.

The following Inspection Protocols were used during this inspection:

Dignity, Choice and Privacy

Findings of Non-Compliance were found during this inspection.

 NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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i_egend Legende G

WN Avts ecnt : : :
VPG, ~Plan de redressement volontaire
ah DR":- “Alguillage au dzrecteur

€O - . Compliance Order SRR . |cO %= “Ordre de conformité
WAD -~ Work and Actmty Order - IWAQ — Ordras | travaux st actwltes

Non- compliance with requtrements under the i_ong-Term Care Le non- respect des: exlgences de fa Lo: de 2007 sur les foyers de
Homes Act, 2007 (LTCHA) was found. (A requirement under. the solns de longue durée (LFSLD} a &té constaté. (Une’ exlgence dela
LTCHA inctudss the requirements contained inthe items Ilsted intloi comprend les eXJQenCES qui font partie des éléments enumeres o
the definition of " requxrement under thls Act“ in subseci“ ion'2(1) ““1dans la définition de «'exigénce prévue par la présenie 101 », au

of the E_TCHA ) B BEERIEEE o paragraphe 2(1) de Ia LFSLD, . :

WN Wntten Notlfcahon
VPC — Vo]untary Pian of Correctlon RS
DR -~ - Director Referral - o

The fol!ewmg constltutes wniten nottfcatton of non- comp[uance' ; Ce qU| swt conshtue un avis écrit de non- respect aux termes du L
undef paragraph 1.0of sectlon 152 of the LTCHA DR paragraphe 1 de Eamcle 152 dela LFSLD :

WN #1: The Licensee has failed fo comply with LTCHA, 2007 S.0. 2007, .8, s. 6. Plan of care
Specifically failed 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

{c) clear directions to staff and others who provide direct care fo the resident. 2007, ¢. 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, ¢. 8, s. 6 {7}.

Findings/Faits saillants :

1. An identified resident's plan of care last updated in April 2011 states the reSIdent Istobe admmlstered a treatment
continuously, However the resident's current orders made by the physician were changed. The home failed to ensure the
plan of care for the resident sets out clear direction for staff who provide direct care for the resident.

2. An identified resident was admitted to the home in 2011 which required a specific treatment. According to progress
notes and interview with family, there have been numerous incidences within seven months where the resident's
treatment was not administered continuously. The plan of care indicates that the staff are fo take aclion regarding the
treatment every three hours. The licensee failed to ensure that the care sef out int he plan of care was provided to the
resident as specified in the plan,

Additional Required Actions:
VPC - pursuant to the Long-Temﬁ 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 to ensure all resident’s plan of care

provide clear direction to staff who provide care to the resident and to ensure the care set out in the plan of care
is provided to the resident as specified in the plan, fo be implemented voluntarily.

Issued on this 21st day of September, 2011
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