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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): December 19, 2012

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Care (DOC), the Manager of Resident Care,
Registered Nurses (RN), Registered Practical Nurse (RPN), Personal Support
Workers (PSWs)

During the course of the inspection, the inspector(s) reviewed resident records,
home's policies and procedures, physician communication book, and the 24
hour report book

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

Nutrition and Hydration
Pain

Findings of Non-Compliance were found during this inspection.
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=not|f|cation of non cor'n'pha'
paragraph 1 of section 152

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicabie
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The licensee did not ensure where the Act or this Regulation requires the licensee
of a long-term care home to have, institute or otherwise put in place any plan, policy,
protocol, procedure, strategy or system, the licensee was required to enstire that the
plan, policy, protocol, procedure, strategy or system was complied with. The homes
"Procedure Death Checklist" stated documentation was required in Point Click Care
(PCC) at time of residents death that included time of death, circumstances of death,
time and name of physician notified, order by the physician to destroy all medication,
and completion of the Death/Discharge summary by the attending physician. An
identified resident died in 2012. At time of this inspection there was no documentation
in the resident's records concerning residents' death, the physician had nhot ordered
destruction of the resident's medication, and the physician had not completed a
Death/Discharge summary. The DOC confirmed the documentation should of been
completed. [s. 8. (1) (b)]

Issued on this 9th day of January, 2013

lnspector()lSignature de l'inspecteur ou des inspecteurs
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