Ministry of Health
and Long-Term Care

Health System Accountability and

Performance Division

Performance Improvement and Compliance Branch
Ottawa Service Area Office

347 Preston St., 4" Floor
Ottawa ON K1S 3J4
Telephone: 613-569-5602
Facsimile: 613-569-9670

November 3, 2011

Ms. Shelley Sheedy
Administrator

Miramichi Lodge

725 Pembroke Street West
Pembroke ON KB8A 8S6

Dear Ms. Sheedy:

Ministére de la Santé ;5
et des Soins de longue durée 1/ s OntanO

Division de la responsabilisation et de la
performance du systéme de santé

Direction de ['amélioration de la performance
et de la conformité

Bureau régional de services de Ottawa

347, rue Preston, 4iém étage
Ottawa ON K1S 3J4
Téléphone: 613-569-5602
Télécopieur: 613-569-9670

Please find enclosed the Inspection Report-Public Copy for an inspection
conducted on October 4, 7, 12, 25, 27 and November 1 and 2, 2011 under the
Long-Term Care Homes Act, 2007 (LTCHA) for the purpose of ensuring
compliance with requirements under the LTCHA.

This inspection report must be posted in the home, in a conspicuous and easily
accessible location in accordance with the LTCHA, 2007, S.0. 2007, ¢.8, s.79

(1) and (2).

A copy of the Inspection Report-Public Copy must be made available without
charge upon request. The report will also be on file with the Ottawa Service
Area Office, Performance Improvement and Compliance Branch.

Sincerely,

Ty )
/\[ ﬁé/(_ﬁl/&/{/ 2//{:3

Linda Harkins
LTC Home Inspector — Nursing

¢ President, Resident’s Council

President, Family Council
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Health System Accountability and Performance
Division dc . Ottawa Service Area Office Bureau régional de services d'Ottawa
Performance Improvement and Compliance Branch 347 pregion st, 4th Floor 347, rue Preston, 4iém étage
Division de la responsabilisation et de la OTTAWA, ON, K18-3J4 OTTAWA, ON, K18-3J4
performance du systéme de santé Telephone: (613) 569-5602 Téléphone: (613) 569-5602
Direction de I'amélioration de la performance et de la  Facsimile: (613) 569-9670 Télécopieur: (813) 569-9670
conformité

Public Copy/Copie du public
Date(s) of inspection/Date(s) de Inspection No/ No de Pinspection Type of Inspection/Genre
Pinspection d’inspection 0 /7
i . ¢ ,A—J -

Oct 4, 7,12,25, 27, Nov 1, 2, 2011 2011_036126_0034 Critical Incident Lﬁyﬁ/ ¢

Licensee/Titulaire de permis

COUNTY OF RENFREW
9 INTERNATIONAL DRIVE, PEMBROKE., ON, K8A-6W5

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

MIRAMICHI LODGE
725 Pembroke Street West, PEMBROKE, ON, K8A-8S6

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

LlNDA HARKINS (126 _ - —

i

[nspectio SummaryiResum / de P mspectton o

The purpose of th|s inspection was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with the Director of Care, the Resident Care
Coordinator, one Registered Nurse and one Registered Practical Nurse

During the course of the inspection, the inspector(s) review the resident health care record and the following
policy " N 204 Resident Incident Report”

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

Pain
Findings of Non-Compliance were found during this inspection.

NON COMPLIANCE l NON RESPECT DES EXIGENCES
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Leg

Legende

WN - Avis éerit '
VPC - Plan de re re ement voiantalre
DR - Alguxklage au directeur

. 1CO-  Ordre de copformite
WAO . Ordres : travaux et activités

WN - Written Notification
VRC - Voluntary Plan of Correction
DR - Director Referral

CO - Compliance Order
WAO - Work and Ac;trvxty O er

dans la definition de « exigence préy
paragraphe 2(1) de ia LESLD.

of the L?CHA

;’under paragraph 1 of section 152 of the

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 134. Residents’ drug regimes

Every licensee of a long-term care home shall ensure that,

(a) when a resident is taking any drug or combination of drugs, including psychotropic drugs, there is
monitoring and documentation of the resident’s response and the effectiveness of the drugs appropriate to the
risk level of the drugs;

{(b) appropriate actions are taken in response to any medication incident involving a resident and any adverse
drug reaction to a drug or combination of drugs, including psychotropic drugs; and

(c) there is, at least quarterly, a documented reassessment of each resident’s drug regime. O. Reg. 79/10, s.
134,

Findings/Faits saillants :

1. The licensee has failed to ensure the documentation of the resident's response and the effectiveness of drugs.

2. On September 22, 2011, a resident was being wheeled down to the dinning room and the resident left foot bent under
the wheelchair. Following that incident,the resident expressed pain and moaning during transfer from the bed to the
wheelchair on several occasions. Resident received pain medication and the response and effectiveness of the
medication was not always documented in the "PRN Medication Record".

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at
least every six months and at any other time when,

(a) a goal in the plan is met;

{b) the resident’s care needs change or care set out in the plan is no longer necessary; or

(c) care set out in the plan has not been effective. 2007, ¢. 8, s. 6 (10).

Findings/Faits saillants :

1. The licensee has failed to assess the resident condition when his care needs changed.

2. Resident was being wheeled down to the dinning room and the resident left foot bent under the wheelchair. The
following morning it was documented that the resident expressed discomfort, moaning and would not weight bear on
his left leg for several days.

3. The Nurse Practitioner and Physician were not notified of the resident change of condition until September 26, 2011,
which is 4 days after the incident.
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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 when the resident’s
care needs change the Physician and/or Nurse Practitioner reassessed the resident condition., to be
implemented voluntarily.

Issued on this 2nd day of November, 2011

Sigue o lnspector(s)Sgnature de I’insecteur ou des nspecteurs

L( MQ&/ZL/’V&
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