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Aug 23, Sep 7, 2011 2011 _088135_0007 Critical Incident
Licensee/Titulaire de permis
ATK CARE INC.

1386 INDIAN GROVE, MISSISSAUGA, ON. L5H-256
Long-Term Care Home/Foyer de soins de longue durée

EXETER VILLA
155 JOHN STREET EAST, EXETER, ON, NOM-181

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

Inspection Summary/Résumé de I'nspection

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

During the course of the inspection, the inspector(s) spoke with Administrator, Food Services Manager, 2 Registered
Nurses, Registered Practical Nurse, 3 Personal Support Workers, and 2 residents.

During the course of the inspection, the inspector(s) reviewed reports, policies and procedures, residents health
records, and resident care observations in the home and during lunch service August 23, 2011.

The following Inspection Protocols were used in part or in whole during this Inspection:
Critical Incident Response

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

N-COMPLIANCE / NON-RESPECT DES EXIGENCES

|Définitioris

WN = -Avis gerit -
VPC = Plan de redressement volontaire
. |DR= Aiguillage au directeur - -
~1C0O.<Ordre de conformité = .
‘|WAQ £ Ordres : fravaux et activités -

WN = Wrilten Notification ..
VPC = Voluntary Plan of Correction
DR - Director Referral =00 '
GO~ Compliance Order =~ -
WAQ = Work and Aclivity Order
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‘Non-compliance with feﬁ'ijlré'ments unde'r 'lhe'i_cng-Term Care Homes * |Le non-respect des exigences de la Lo de 2007 50r les foyers de

Act 2007 (i_TCHA 1A soms de longue durée {LFSLD) a été constaté Une exigence de ja

N dans la défi mtlon de« exigence prévu
o paragraphe 2(1) dela LFSLD :

a présente !on %, au

The fol lowmg (

- Ce qun suat constitue un aws ecnt de non- respect aux termes du
paragra h 4 of seciion 152 of the LTCHA L

_ paragraphe 1 de l'article 152 de Ia LFSLD

WN #1 The Licensee has falled to comply with LTCHA 2007 S.0. 2007, ¢.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

{¢) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 {1).

s. 6. {8) The licensee shall ensure that the staff and others who provide direct care to a resident are kept aware of the
contents of the resident’s plan of care and have convenient and immediate access to it. 2007, c. 8, s. 6 (8).

Findings/Faits sayants :

1. August 23, 2011 16:50, observed in record review for resident at high risk for falls, there were no falls interventions in
resident's plan of care. Therefore, clear directions were not provided to staff who provide direct care to the resident,

August 23, 2011, 17:00, in interview and record review, home's administrator confirmed the falls focus and falls interventions
were not part of the resident's plan of care. [2007,c.8,5.6(1)(c)]

Issued on this 12th day of September, 2011

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

BN lsai
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