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Licensee/Titulaire de permis

SOUTHLAKE RESIDENTIAL CARE VILLAGE
640 GRACE STREET, NEWMARKET, ON, L3Y-2L1

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

SOUTHLAKE RESIDENTIAL CARE VILLAGE
640 GRACE STREET, NEWMARKET, ON, L3Y-2L1

Name of Inspector(s)}/Nom de Pinspecteur ou des inspecteurs

SARAN DANIEL DODD (116) N
~Inspection Summarleesume de: I’mspectlon o

The purpose of this inspection was to conduct a Complamt inspection.

This inspection was conducted on the following date(s): March 19, 20, 25, 2014.

During the course of the inspection, the inspector(s) spoke with the Executive
Director, Assistant Director of Care, Resident #1, registered staff and personal
support workers (PSW).

During the course of the inspection, the inspector(s) reviewed the health record
of resident #1, internal and external consultation assessments, observed
transferring of resident #1 and reviewed the homes safe transferring policy.

The following Inspection Protocols were used during this inspection:
Pain
Personal Support Services
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during this inspection.

NON COMPLIANCE I NON

RESPECT DES EXIGENCES

Legend

WN —_ Wrttten Notlflcatlon SREHES
VPC - Voluntary Plan of Correctlon '
DR - - Director Referral

CO - . Compliance Order

WAO Work and Actrwty Order

__5Legende

- |PR- -
|CO— o
_WAO __ Ordres travaux et activités

WN — A_VtS it (R
VPC = Plan de redressement volontalre
\iguillage au directeur - o
-Ordre de conformité

Non compliance wrth requwements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the _
requrrements contained in the items irsted
in the definition of "requirement under this .

:Act" in: subsectlon 2(’1) of the LTCHA )

The followmg constitutes wntten
notification of non- compllance under .
paragraph 1 of sectlon 152 of the LTCHA

duree (LFSL_ )Y

Le non- respect des exrgences de la Loide
2007 surles fc ers __de soins de iongue
.._ete' constaté. (Une

qu: forif'partie des &léments énumérés
|dans Ia deflnitlon de « exrgence prévue

ct aux termes du Paragraphe 1

"de,arde152de|aLFSLD
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 6.
Plan of care
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 failed to ensure that the plan of care for resident #1 sets out clear
directions to staff and others who provide direct care to the resident in regards to
transferring requirements.

The written plan of care for resident #1 documents conflicting information regarding
the size of sling for transfers. The care plan documents the resident has been
assessed to use both a large and medium toileting sling. Interviews held with
personal support workers (PSW) confirmed that the medium sling is used for all
transfers including but not limited to toileting and bathing/showers [s. 6. (1) (c)].

Issued on this 10th day of April, 2014

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

S Davel- Dydel
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