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Licensee/Titulalre
The Corgoration of the Cily of Lambton, 789 Broadway Sireet, Wyoming, ON NON 1T0

Long-Term Care Home/Foyer de solns de longue durée
Lambton Meadowview Villa, 3958 Pstrolia Line, RR#4, Petrolia, ON NON 1R0

Name of Inspector(s)/Nom de I'inspecteur(s)
Carolee Milliner (#144)

The purpose of this inspection was o conduct a critical incident foliow—up relaied resident abuse/neglect.

During the course of the inspection, the inspactor spoke with one physician, the Administrator, Director of Care,
one RPN, one PSW & the Food Service Supervisor.

During the course of the Inspaction, the inspector reviewed one critical incident report, one resident clinical
record, {the home abuse policy & one home suggestion, concems & complaints form.

The following Inspection Protocols were used in part or in whole during this inspection:

Dignity, Choice & Privacy
Skin & Wound

Findings of Non-Compliance were found during this inspection. The following action was taken:'

7 WN
2VPC
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R ,_[ecibr__ReferraURégisse' €
~=—Compli nce Order/Ordres de
W

Lo sulvant constitiser.um avis d'éeril &

WN #1: The Licenses has failed to comply with LTCHA, 2007, 5.0. ¢.8, 8.3(1)4

Every licensee of a long-term care home shall ensure that the following rights of residents are fully respected
and promoted:

4. Every resident has the right to be properly sheltered, fed, clothed, groomed and cared for in a manner
consistent with his or her needs.

Findings:

1. Physician & Nurse Practitioner written orders related to wound treatments were observed 1o not be
implemented for one resident the morning of November 4/10.

In 144

FF

WN #2: The Licensee has failed to comply with LTGHA, 2007, 5.0. 6.8, 5.6(10)(b)

The licensee shali ensure that the resident is reassessed and the plan of care reviewad and revised at least
every six monihs and at any other time when,

{b) the resident's care needs change or care set out in the plan is no longer necessary.

Findings:

1. The plan of care for one resident was not reviewed & revised to address changes 1o the resident’s
care needs.

:Inspector: 144

WN #3: The Licensee has failed to comply with LTCHA, 2007, S.0. ¢.8, s.6(11)(b)

When a resldent Is reassessed and the plan of care reviewed and revised,

(b} if the plan of care is being revised because care set out in the plan has not been effective, the licenses
shiall ensure that different approaches are considered in the revision of the plan of care.

Findings:

1. The plan of care for one resident does not consider Merent approaches in the revision of the plan of
care.
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WN #4: The Licensee has falled to comply with LTCHA, 2007, S.0. ¢.8, s.6(4)(a)

The iicensee shali ensure that the staff and others involved in the different aspscts of care of the resident
collaborate with each other,

(a) in the assessment of the.resident so that their assessments are integrated and are consistent with and
complement each other; and

Findings:

1. One resident has not been assessed by the Rag:stered Dieticlan in response to development of a
wound,

2. The Registered Distician has not collaborated with staff & cthers involved in the different aspects of
care of the resident,.

ﬁdd:ﬂonal Réciﬁired Actions: VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8,
8.162(2) the licensee Is hereby requested to prepare a written plan of correction for achieving compliance

related to the Reglstered Diefician assessment of a resident & collaboration with staff, to be implemented
voluntarily.

WN #5: The Licensee has failed to comply with LTCHA, 2007, S.0. ¢.8, 5.6(7)

The licenses shall ensure that the care set out in the plan of care is provided 1o the resident as specified in
the pian,

Findings:

1. The plan of care for one resident includes treatment for a wound. On the mornlng of November 4,
2010, it was observed that the care set out In the plan of care was not provided.

Inspecto ID

Addihonai Hequlred Actlons: VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0, 2007, ¢.8,
s8.162(2) the licensee Is horeby requested to prepare a written plan of correction for achieving compllance
related to the care set out in the plan of care being provided, to be implementad voluntarily.

WN #6: The Licensee has falled to comply with O. Reg. 79/10, 5,26(3)15

A plan of care must be based on, at a minimum, interdisciplinary assessment of the following with respect o
the resident:

15. Skin conditlon, including altered skin integrity and foot conditions.

Findings:

1. The Food Service Supervisor on interview confirmed one resident has not been assessed by the
Registered Distician.

1 144

WN #7: The Licensee has failed to comply with O. Reg. 79/10 s.60(2)(lil)
Every licenses of a long-term care home shall ensure that, a resident exhibiting aliered skin integrity,
including skin breakdown, pressure ulcers, skin tears or wounds,

(iii) is assessed by a registered dietitian who is a member of the staif of the home, and any changes made to
the resident’s plan of care relating to nutriflon and hydration are implementsd.
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Findings:

1. The Food Service Supervisor on interview confirmed one resident with wound has not been assessed

by the Registered Dieticlan & nutrition & hydration changes related to the wound have not been
implemented to the resident’s plan of care, '

144

'Add-i‘tidn‘éi ﬁeqdired Actlons: VPG - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8,
8.162(2) the licensee Is hereby requested to prepars a wrltten plan of correction for achieving compliance

related to Registered Distician assessment of resident’s with aitered skin integrity & any changes.to the plan
of care, to be implemented voluntarily. ‘

Signature of Licensee or Representative of Licensee Slgnature of Health System Accountabllity and Performance Diviston
Signature du Tltulaire du représentant déslgné representalive/Signature du (de la) représentant(e) de la Division de la
responsablilsation et de la performance du systéme de santé.

(A b

Tltle: Date: Date of Repori: November 18, 2010
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