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LicenseelTitulaire de permis

CRAIGWIEL GARDENS
221 MAIN STREET, R. R. #1, AILSA CRAIG, ON, NOM-1AQ

Long-Term Care Home/Foyer de soins de longue durée
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221 MAIN STREET, R. R. #1, AILSA CRAIG, ON, NOM-1AD

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
BONNIE MACDONALD (135_)

lnspection Summary 3

d_e_I’mspection

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Resident Gare,
Environmental Services Manager, 1 Registered Nurse and 2 Health Care Aides.

During the course of the inspection, the inspector(s) reviewed resident's health records, training manuals,
maintenance records and staff communication records.

The following Inspection Protocols were used during this Inspection:
Critical Incident Response

Personal Support Services

Findings of Non-Compliance were found during this inspection.

- NON-COMPLIANCE / NON-RESPECT DES EXIGEN'__:_: ES |
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N, Nofif cation WN = Avis écnt
VPC = Plan de redressement vo!ontaire
DR~ -Algulllage au directeur -
CO ~ - Ordre de conformité

WAO Ordres iravaux et acthéé

or Referral

the definition of "reqmrement u' :
'of 1he LTCHA )

'The following constitutes wntten'noi;f ication of non- compllanoe :
'under paragraph 1 of section 152 of the LT o paragraphe 1def amcle 152 de la LFSLD e

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 subsections:

s. 6. (1) Every licensee of a I'ong-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, ¢. 8, s. 6 (1).

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, c. 8, s. 6 {10).

Findings/Faits saillants ;

1. In record review observed, resident was not reassessed after returning fo the home.

October 3, 2011 15:45-in interview, home’s Administrator confirmed her expectation resident should have been
reassessed, after returning to the home after sustaining Injury in the home.
{LTCHA, 2007 3.0. ¢.8 s.6.(10)(b}]

2. In record review, observed resident sustained an injury, after being transferred with lift.

In Interview Health Care Aide stated " We would know we would use the lift with resident as it would be on the chart or on
the computer”.

In record review, resident’s plan of care, states resident is unsteady on their feet and requires limited assistance and is a
two person transfer.

October 3, 2011 15:30-in interview, Director of Resident Care confirmed resident's pian of care did not provide clear
direction for staff when ihe plan of care did not indicate resident was to be transferred using a lift.
[LTCHA, 2007 5.0. ¢.8 5.6.(1)(c)]
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