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Licensee/Titulaire de permis

REGIONAL MUNICIPALITY OF WATERLOO
150 Frederick Street, KITCHENER, ON, N2A-4J3

Long-Term Care Home/Foyer de soins de longue durée

SUNNYSIDE HOME
247 FRANKLIN STREET NORTH, KITCHENER, ON, N2A-1Y5

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
JOAN WOODLEY (172)

- ~“Inspection Summary/Résumé de Pinspection =~
The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): January 22, 2013

During the course of the inspection, the inspector(s) spoke with the Director of
Care, a Physiotherapist, 2 Registered Practical Nurses, 3 Personal Support
Workers and a specific Resident.

During the course of the inspection, the inspector(s) made observations, and
reviewed health care records

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Falls Prevention
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Personal Support Services

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found

during this inspection.

NON-COMPLIANCE / NON

RESPECT DES EXIGENCES

'Legend

WN - ertten Notlﬂcatlon

Legende

Ac "in subsectlon 2(1) of the LTCHA)

The following constitutes written

notification of non- comphance under
paragraph 1 of sectlon 152 of the LTCHA

i Ce. qu; su;t constltue un aws_:ecnt de non-- 5;

de la LFSLD

I articie 152 de Ia LFSLD*'

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.

Plan of care
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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,c.8,s.6 (1).

Findings/Faits saillants :

1. The Licensee has failed to ensure clear direction is provided to the care staff.
Care plan review revealed references {o specific medications. At time of inspection,
neither medications were currently ordered.

Staff interview with a Registered Practical Nurse confirmed that neither medications
were on the current Medication Administration Record. [s. 6. (1) (c)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure if medications are referenced in the care plan
that when they are discontinued that this is reflected in the care plan, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 49. Falls
prevention and management

Specifically failed to comply with the following:

s. 49. (2) Every licensee of a long-term care home shall ensure that when a
resident has fallen, the resident is assessed and that where the condition or
circumstances of the resident require, a post-fall assessment is conducted
using a clinically appropriate assessment instrument that is specifically
designed for falls. O. Reg. 79/10, s. 49 (2).

Findings/Faits saillants :
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1. The Licensee has failed to ensure a post fall assessment is conducted using a
clinically appropriate assessment instrument specifically designed for falls .

Chart review did not reveal a clinically appropriate post fall assessment tool
specifically designed for the post fall assessments being used.

Staff interview with Director of Care revealed that at this time the home is trialling a
post fall assessment tool on one of the Resident Home Area's but does not have one
that is being used throughout the home yet. [s. 49. (2)]

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 to ensure a clinically appropriate post fall assessment
instrument is implemented throughout the home and used post resident falls, to
be implemented voluntarily.

Issued on this 14th day of March, 2013

Signature of Inspector(s)IS|gnature de l'inspecteur

}%L/ A %zz;, you.
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