Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

Er Ontar 10 Inspection Report under Rapport d’inspection sous la

the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée
Health System Accountability and London Service Area Office Bureau régional de services de
Performance Division 291 King Street, 4th Floor London
Performance Improvement and LONDON, ON, N6B-1R8 291, rue King, 4iém étage
Compliance Branch Telephone: (519) 675-7680 LONDOCN, ON, N6B-1R8
L o Facsimile: (519) 675-7685 Téléphone: {(519) 675-7680
Division de la responsabilisation et de la Télécopieur: {519} 675-7685

performance du systéme de santé
Direction de I'amélioration de la
performance et de 1a conformité

Public Copy/Copie du public

Report Date(s) / Inspection No / Log#/ Type of Inspection /
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Licensee/Titulaire de permis
REVERA LONG TERM CARE INC.
55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, L 5R-4B2
l.ong-Term Care Home/Foyer de soins de longue durée

BANWELL GARDENS
3000 BANWELL ROAD, P. O. BOX 3246, TECUMSEH, ON, N8N-2M4

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAR LLINER(144)

The purpose of th;s lnspectloﬂn"was fo conduct a Comp!amt mspectlon
This inspection was conducted on the following date(s): July 3, 2013

During the course of the inspection, the inspector(s) spoke with one resident,
the Administrator, one Registered Nurse, Registered Practical Nurse and three
Personal Service Workers.

During the course of the inspection, the inspector(s) observed two residents,
reviewed one critical incident report and two resident health care records.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours
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Findings of Non-Compliance were found during this inspection.

WN #1: The 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:

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; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007,¢.8,s.6 (1).
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Findings/Faits saillants :

1. The licensee did not ensure that the written plan of care for one resident sets out
the planned care for the resident, the goals the care is intended to achieve and clear
direction to staff and others who provide direct care to the resident. The written plan of
care does not include information related to an intervention implemented for the one
resident. Review of the resident's health record and interview with three staff,
confirmed the written plan of care related to the intervention, has not been developed.

[s. 6. (1)]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requesied to prepare a writien pian of correctionfor
achieving compliance related to ensuring the written plan of care sets out the
planned care, the goals the care is intended to achieve and clear directions to
staff and others who provide care to the resident, to be implemented voluntarily.

Issued on this 5th day of July, 2013

Sinature f !nspector(s)lSigar de l’inspcteu ou des inspecteurs

CAROLEE M LLINER .
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