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Licensee/Titulaire de permis

THE CORPORATION OF THE MUNICIPALITY OF CHATHAM-KENT
519 King Street West, CHATHAM. ON, N7M-1G8

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

RIVERVIEW GARDENS
519 KING STREET WEST, CHATHAM, ON, N7M-1G8

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAROLEE MILLINER (144)

The purpose of this inspection was to conduct a Critical Inc:dent mspectlon

During the course of the inspection, the inspector{s) spoke with one resident, the Administrator, Director of Care &
two RN's.

During the course of the inspection, the inspector(s) reviewed one resident clinical record.

The following Inspection Protocols were used in part or in whole during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

WAO Work and Activity. Order - : WAO Ordres ; travaux et aclivités
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_Non—oompllance w:th requnrements under_;the Long ' Home
Act, 2007 (LTCHA) was found. ‘(A requirement under. the_LTCHA
includes the requiremer : 1the i |

of requarement under this Act

“‘|Le non-respect des exigences de la Loi de 2007 surles. foyers de
‘|soins de longue durée (LFSLD} a‘été constaté, (Une exigence: de la;
2 Hlot comprend les exigences gui font partie des éléments énumérés
“+-tdans la définition de « exugence'pré e par Ia présente lo: », au .
e paragraphe 2(1) de ia LFSLD - :

ot Ce qu: sult constitue | un a\ns écnt de’ non-respect aux termes du
n paragraphe 1 del artic[e 152 de ia LFSLD :

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, ¢.8, 5. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

s. 24, (1) A person who has reasonable grounds to suspect that any of the following has occurred or may occur shall
immediately report the suspicion and the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the resident.

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk of
harm to the resident.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident.

4. Misuse or misappropriation of a resident’s money.

5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System Integration
Act, 2006. 2007, c. 8, ss. 24 (1), 195(2).

Findings/Faits sayants :

1. Jul 07, 2011 - 15:19 - Raview of the clinical record for one resident indicated suspicion of abuse. The Administrator &
Director of Care on interview confirmed the suspscted abuse was not reported to management & the Director, MOHLTC.

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.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
seis out,

(a) the planned care for the resident;

(b} the goals the care is intended to achieve; and

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

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at least
every six months and at any other time when,

(a) a goal in the plan is met;

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

{c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits sayants :

1. Jul 07, 2011 - 15:57 - Review of the clinical record for one resident indicates observation of a recent skin abnormality. The
plan of care was not reviewed & revised to address the change in the resident skin care needs. There is no registered staff
follow-up documentation related to the abnormality.

2. Jul 07, 2011 - 15:39 - Review of the clinical record for one resident reveals the written plan of care does not include the
goals care is mtended to achleve for the followmg

- borderline to mild depressmn as ewdenced by results of a mentai health assessmeni.
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WN #3: The Licensee has failed to compiy with LTCHA, 2007 S8.0. 2007, c.8, s. 23. Licensee must investigate, respond
and act

Specifically failed to comply with the following subsections:

8. 23, (1) Every licensee of a long-term care home shall ensure that,

(a} every alleged, suspected or witnessed incident of the following that the licensee knows of, or that is reported to
the licensee, is immediately investigated:

(i) abuse of a resident by anyone,

(ii} neglect of a resident by the licensee or staff, or

(it} anything else provided for in the regulations;

(b) appropriate action is taken in response to every such incident; and

(c) any requirements that are provided for in the regulations for investigating and responding as required under
clauses (a) and {b) are complied with. 2007, ¢. 8, 5. 23 {1).

Findings/Faits sayants :

1. Jul 07, 2011 - 15:08 - Review of the clinical record for one resident indicated:

- staff observed a skin abnormality with one resident; the clinical record refers to a specific date & circumstance the abnormality
may have occurred under

The home did not immediately investigate the suspicion of the above abuse & as of the date of inspection, had not initiated an
investigation.

Issued on this 21st day of July, 2011

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

2/ gyg% O Nl
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