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LYNE DUCHESNE (117 : ,

Inspection Summarleesume de I inspection

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

During the course of the inspection, the inspector(s) spoke with the home’s Administrator, Chief Medical
Officer, the Director of Care (DOC), the home's Social Worker (SW), a Registered Practical Nurse (RPN), to three
Personal Support Workers (PSW), the receptionnist, to several residents, to a Champlain Community Care
Access Center Case Manager (CCAC CM), to a Champlain Community Care Access Center Program Manager
and to a Public Guardian and Trustee Agent (PGT).

During the course of the inspection, the inspector(s) reviewed an identified resident’s health care record.

The following Inspection Protocols were used during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend . Legende o

WN - Aws ecnt -
VPC - Plan de redressement vol
DR - Aiguillage au directeur
CO - QOrdre de conformite ,
WAQO - Ordres : travaux et activites

WN — Wntté:h Notification

DR — Dxrector Referral
CO -~ Compliance Order ,
WAO Work and Acﬁvity Order ‘

& 1f de non-respect alix termes du
LESLD.

paragraphe 1de I’amcle 15

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 148. Requirements on licensee before
discharging a resident

Specifically failed to comply with the following subsections:

s. 148. (2) Before discharging a resident under subsection 145 (1), the licensee shall,

(a) ensure that alternatives to discharge have been considered and, where appropriate, tried;

(b) in collaboration with the appropriate placement co-ordinator and other health service organizations, make
alternative arrangements for the accommodation, care and secure environment required by the resident;

(c) ensure the resident and the resident’s substitute decision-maker, if any, and any person either of them may
direct is kept informed and given an opportunity to participate in the discharge planning and that his or her
wishes are taken into consideration; and

(d) provide a written notice to the resident, the resident’s substitute decision-maker, if any, and any person
either of them may direct, setting out a detailed explanation of the supporting facts, as they relate both to the
home and to the resident’s condition and requirements for care, that justify the licensee’s decision to discharge
the resident. O. Reg. 79/10, s. 148 (2).

Findings/Faits saillants :
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1. The identified resident was admitted to the Madonna Nursing Home several years ago. At that time, the resident was
deemed incapable of making placement decisions.

In August 2011, the resident is deemed capable of making his/her own care decisions and is aware of the consequences
of his/her actions as per an assessment done at an Ottawa hospital.

The resident's attending physician/ Chief Medical Officer and Madonna's multidisciplinary team confirm that the resident
was capable of making his/her own care decisions, knew the consequences of hisfher actions and had expressed
multiple times his/her wish not to be at Madonna Nursing Home. Since August 2011, the Madonna's SW had been
exploring alternative housing options for and with the resident.

Madonna's multidisciplinary team confirms that the PGT office was not involved with the resident regarding care and
treatment decisions since the resident's admission to Madonna. However the PGT has been overseeing the resident's
finances since his/her admission to long-term care (LTC). Although the home had been in contact with PGT for various
financial questions, PGT were not consulted or involved in alternative housing options being discussed with the resident.
This was confirmed via telephone interview with the PGT office on November 23 2011.

Madonna's multidisciplinary team confirms that the Champlain CCAC still manages resident's waitlist status for
admission to another LTC home but were not consulted or involved in alternative housing options being discussed with
the resident. This is confirmed with Champlain CCAC Case Manager on November 28 2011,

On an identified date in October 2011, since early morning the resident had been having multiple responsive behaviours
towards other residents and staff members. At mid-morning, the resident was assessed at the home by an attending
physician who requested that the resident be immediately assessed in hospital as the resident was deemed to be a risk
to himself / herself and others at that time.

At the hospital emergency department (ER), the resident was assessed by a physician who deemed the resident
capable and aware of his / her actions. The resident was not deemed to require hospitalization and plans were being
made to return the resident o Madonna.

Madonna's Chief Medical Officer was notified of the resident’s anticipated return to Madonna. An internal
multidisciplinary meeting was held at Madonna. It was determined that the resident still posed a risk to staff and
residents and was subsequently discharged from the home under O.Reg 79/10 section 145 (1 and 2) as per interview
with the Chief Medical Officer on November 28 2011. SW progress note dated October 27 2011 and physician progress
note dated October 31 2011 in the resident's health care record document Madonna Nursing Home's decision to
discharge the resident.

Madonna's Chief Medical Officer spoke with the ER RN in the late afternoon of the identified date in October 2011, to
confirm that the resident was discharged from Madonna Nursing Home. The ER RN is said to have advised the resident
of his/her discharge from Madonna. The resident in return expressed his/her wish to not return to the Madonna Nursing
Home. The ER RN contacted the ER SW to make alternative housing arrangements for the resident, as per interview
with Madonna's Chief Medical Officer on November 28 2011.

As per section 148 (b,c, and d), the Licensee failed o collaborate with appropriate placement coordinator and other
health service organizations, make alternative arrangements for the accommodation and care required by the resident
on an identified date in October 2011.

Prior to discharging the resident on an identified date in October 2011, the resident and PGT for finance were not given
an opportunity to participate in the discharge planning process.

The home did not provide a written notice to the resident and to the PGT for finance, setting out detailed explanation of

the supporting facts, as they relate both to the home and to the resident's condition and requirements for care, that justify
the home's decision to discharge the resident on an identified date in October 2011.
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that before discharging a
resident, the licensee must work in collaboration with the resident, the substitute decision maker if any, the
placement coordinator and any other health service organization, to make alternative arrangements for
accommodation and care and to give a written notice to the resident setiing out detailed explanation of
supporting facts that justify the decision to discharge the resident, to be implemented voluntarily.

Issued on this 7th day of December, 2011

Signaure of Inspector(/Slgnature de l’|nspceur ou des inspecteurs 7
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