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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 14-15, 2013

During the course of the inspection, the inspector(s) spoke with Resident
Manager, Resident Care Supervisor, Dietary Services Supervisor, Registered

Nurse, Life Enrichment Aide, 4 Registered Practical Nurses and 3 Health Care
Aides.

During the course of the inspection, the inspector(s) reviewed critical incident,
related internal investigations, resident clinical records, policies and procedures
for falls and nutrition and hydration and related staff training. Observations of
residents were conducted in a resident home area.

The following Inspection Protocols were used during this inspection:
Falls Prevention

Nutrition and Hydration

Findings of Non-Compliance were found during this inspection.

Legend - Le'gehde

WN — Written Notification = - WN= Avis écrit - R
VPC - Voluntary Plan of Correctlon . IVPC = Plan de redressement volontalre
DR -  Director Referral - IDR = Alguillage au directeur

CO~ Compliance Order . |CO = Ordre de conformité PR
WAO ~ Work and Activity Order -+ |WAO — Ordres : travaux et activités
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2007 sur les foyers de soins de Iongue
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WN #1. The Licensee has failed to comply with O.Reg 79/10, s. 30. General

requirements

Specifically failed to comply with the following:

s. 30. (2) The licensee shall ensure that

any actions taken with respect to a

resident under a program, including assessments, reassessments,
interventions and the resident’s responses to interventions are documented. O.

Reg. 79/10, s. 30 (2).

Findings/Faits saillants :

1. The home failed to ensure that the resident's responses to interventions were

documented as evidenced by the following:

Resident's plan of care states to monitor and record daily fluid intake.
Record review of Dietary Flow sheets for one month, revealed resident's fluid intake
for snack was not recorded 77.4% of the time.

Resident Care Supervisor, confirmed her expectation that resident's response to

shack interventions are documented. [s. 30.
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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 requested to prepare a written plan of correction for
achieving compliance ensuring that resident's responses to food and fluid
interventions are documented, to be implemented voluntarily.

Issued on this 16th day of May, 2013

Sigatur of nspcor(s)lSignature de I'inspecteur ou des inscteur |
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