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Licensee/Titulaire de permis

Revera Long Term Care Inc.
55 Standish Court, 8th Fioor, MISSISSAUGA, ON, L5R-4B2

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

THUNDER BAY INTERIM LONG-TERM CARE CENTRE
445 SOUTH JAMES STREET, THUNDER BAY, ON, P7E-2V6

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

MARGOT BURNS PROUTY »V106

The purpose of this inspection was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with Director of Care (DOC), Assistant Director of
Care (ADOC), Registered Nurses (RN), Registered Practical Nurses (RPN), Personal Support Workers (PSW) and
residents.

During the course of the inspection, the inspector(s) conducted a walk-through of resident home areas and
various common areas, observed care provided to residents in the home, and reviewed resident health care
records.

The following Inspection Protocols were used during this inspection:
Personal Support Services

Responsive Behaviours

Safe and Secure Home

Findings of Non-Compliance were found during this inspection.

' NON-COMPLIANCE / NON-R
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WN #1: TI-'he Licensee has failed 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. (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 to the resident. 2007, c. 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, c. 8, s. 6 (7).

Findings/Faits saillants :

1. Progress notes for a resident were reviewed on July 28, 2011 by inspector 196. A progress note indicates that, a
wanderguard was applied to the resident for safety, related to exit seeking. The resident's plan of care was reviewed on
July 28, 2011, by inspector 196, no interventions regarding the use of the wanderguard were found. The licensee failed
to ensure that the written plan of care for each resident sets out, clear directions to staff and others who provide direct
care to the resident. [LTCHA, 2007, S. O. 2007, c. 8, s. 6 (1) (c)] (106)

2. A critical incident report, indicates, a resident became entrapped in their bed rails. The plan of care that was in place
for the resident, does not indicate the use of bed rails. The licensee failed to ensure that the care set out in the plan of
care is provided to the resident as specified in the plan. [LTCHA, 2007, S. O. 2007, c. 8, s. 6 (7)] (106)

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 15. Bed rails
Specifically failed to comply with the following subsections:

s. 15. (1) Every licensee of a long-term care home shall ensure that where bed rails are used,

(a) the resident is assessed and his or her bed system is evaluated in accordance with evidence-based
practices and, if there are none, in accordance with prevailing practices, to minimize risk to the resident;

(b) steps are taken to prevent resident entrapment, taking into consideration all potential zones of entrapment;
and

(c) other safety issues related to the use of bed rails are addressed, including height and latch reliability. O.
Reg. 79/10, s. 15 (1).

Findings/Faits saillants :
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1. A resident became entrapped in their bed rail. The resident was not assessed fo use bed rails. The licensee failed to
ensure that where bed rails are used, the resident is assessed and his or her bed system is evaluated in accordance
with evidence-based practices, and if there are none, in accordance with prevailing practices to minimize risk to the
resident. [O. Reg. 79/10, s. 15 (1) (a)] (106)

WN #3: The Licensee has failed to comply with O.Reg 79/18, s. 53. Responsive behaviours
Specifically failed to comply with the following subsections:

s. 53. (4) The licensee shall ensure that, for each resident demonstrating responsive behaviours,

(a) the behavioural triggers for the resident are identified, where possible;

{b) strategies are developed and implemented to respond to these behaviours, where possible; and

{c) actions are taken to respond to the needs of the resident, inciuding assessments, reassessments and
interventions and that the resident’s responses to interventions are documented. O. Reg. 79/10, s. 53 (4).

Findings/Faits saillants :

1. From March 10, 2011 to May 14, 2011, a resident was documented exhibiting responsive behaviours on 6 separate
occasions. There were no written strategies found that include technigues or interventions to minimize or respond to the
resident's responsive behaviours. The licensee failed to ensure that, for each resident demonstrating responsive
behaviours, strategies are developed and implemented to respond to these behaviours. [O. Reg. 79/10, s. 53 (4) (b)]
(196)

Issued on this 24th day of February, 2012

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