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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): May 14, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Manager of Resident Care, Personal Support Workers, and

Registered Staff.

During the course of the inspection, the inspector(s) reviewed the home's
investigation of two critical incident reports and reviewed the medical records

for identified residents.

The following Inspection Protocols were
Responsive Behaviours

Findings of Non-Compliance were found

used during this inspection:

during this inspection.

N\ 'oluntary Plan of Correctlon o
_g-_DII’eCtOI‘ Referral -

— Compliance Order
WAO Work and Actlwty Order

e S
| VPC . Plan de redressement volontaire

Legende

Aws ecrlt

Algmllage au dlrecteur

WAO Ordres travaux et actlwtesw
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Le non- respect des eXIQences dela Loz delz-
; 2007 sur les foyers de soins de Iongu_e_ '

Non- ccmphance__wlth requ:rements undel
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requarement
under the LTCHA'{incIudes the R
requarements contained in the items ilsted
in the definition of "reqwrement under this
Act" in subsect;on 2(1) of the_}_TCHA ) : par la presente loi », au paragraphe 2(1)
_ : _ |de la LFSLD_ o ATNE

The_followmg constltutes wrstten
notification of non- comphance under
paragraph__1 --of:sectlon 152 of the LTCHA__;- lar

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident
records

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

(a) a written record is created and maintained for each resident of the home;
and

(b) the resident’s written record is kept up to date at all times. O. Reg. 79/10, s.
231.

Findings/Faits saillants :

1. The licensee had not ensured a resident's written record was kept up-to-date at all
times.

A progress note for a resident indicated there was an incident between this resident
and another resident in the home. There were no details provided regarding the
incident in the resident's written record. The incident was described in another
resident's written record and included a description of the one resident hitting the
other resident.

The Administrator confirmed there was follow-up provided to staff working that day
regarding the incomplete documentation. [s. 231. (b))
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Issued on this 16th day of May, 2013

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

Flisa Wilson
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