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CORPORATION OF THE CITY OF WINDSOR
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Long-Term Care Home/Foyer de soins de longue durée
HURON LODGE LONG TERM CARE HOME

1881 CABANA ROAD WEST, WINDSOR, ON, N9G-1C7

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAROLEE MILLINER (144) N
1spection Summary/Résume i

The purpose of this inspection was to conduct a Cr:tical. [nczdent. System
inspection.

This inspection was conducted on the following date(s): September 11, 2013
During the course of the inspection, the inspector(s) spoke with the Acting
Administrator, two Director's of Care, the Director of Resident Services and one
Registered Nurse and Registered Practical Nurse.

During the course of the inspection, the inspector(s) reviewed on resident health
care record and the home's policies related to Oxygen Therapy and Restraints.

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

Findings of Non-Compliance were found during this inspection.

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

Findings/Faits saillants :
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1. The licensee did not ensure that there is a written plan of care for each resident that
sets out the goals the care is intended to achieve and clear directions to staff and
others who provide direct care to the resident. Three staff confirmed one resident's
care plan did not include the goals the care is intended to achieve and clear directions
to staff and others who provide direct care to the resident related to a physicians
order. [s. 6.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance related to ensuring the written plan of care for each
resident sets out the goals the care is intended to achieve and clear directions
to staff and others who provide direct care to the resident, to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents

Specifically failed to comply with the following:

s. 107, (1) Every licensee of a long-term care home shall ensure that the
Director is immediately informed, in as much detail as is possible in the
circumstances, of each of the following incidents in the home, followed by the
report required under subsection (4):

2. An unexpected or sudden death, including a death resulting from an accident
or suicide. O. Reg. 79/10, s. 107 (1).

Findings/Faits saillants :

1. The licensee did not ensure the Director was immediately informed, in as much .
detail as possible, in the circumstance of an unexpected or sudden death. Four staff
confirmed a critical incident report for one unexpected resident death was not
submitted according to the Ministry requirements.[s. 107. (1) 2.]
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Issued on this 13th day of September, 2013

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

OARILEE  fn)l. L INER
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