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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): November 5-6, 2013.

During the course of the inspection, the inspector(s) spoke with Director,
Director of Nursing, Two Registered Nurses, Registered Practical Nurse, Food
Services Supervisor, Dietitian, Housekeeping and Laundry Supervisor, Three
Personal Care Givers, Health Care Aide, Housekeeping Aide, Dietary Aide and
Resident.

During the course of the inspection, the inspector(s) reviewed the critical
incidents, related internal investigations, resident’s clinical records, policies and
procedures for Falls Prevention and Missing Residents, and related staff
training. Observations of residents were conducted in resident home areas.

The following Inspection Protocols were used during this inspection:
Critical incident Response

Dining Observation
Falls Prevention
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

_ NON-COMPLIANCE /NON -
Legend '

e

WN - Writen Notification
VPC — Voluntary Plan of Correctio

| -+ IVPC - Plan de redressement volonta
DR - - Director Referral =~ ~|DR - Aiguillage au directeur - -
CO - Compliance Order. -~ ..+ |CO~—  Ordre de conformité
WAO — Work and Activity Order -~ |WAO — Ordres : travaux et

activites
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in subsection 2(1) of the |
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ification of non-compliance u |respect aux ter

raph 1 of section 152 of the LTCHA. [Varticle 152 de la

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 71. Menu
planning

Specifically failed to comply with the following:

s.71. (4) The licensee shall ensure that the planned menu items are offered and
available at each meal and snack. O. Reg. 79/10, s. 71 (4).

Findings/Faits saillants :

1. The Licensee failed to ensure the planned menu items were offered and available
at each meal when the following occurred:

During dinner service November 5, 2013, in home's dining room it was observed that
8 of 6 residents on a puree textured diet were not offered puree bread as per the
planned therapeutic menu.

In an interview with the Dietary Aide serving dinner, she confirmed it was "her
mistake” and she did have the puree bread available to serve to residents.

in an interview with the Supervisor of Food Services she confirmed her expectation
that residents be offered the planned menu items at each meal. [s. 71. (4)]
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Issued on this 12th day of November, 2013
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