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Report Date(s) / Inspection No / Log #/ Type of Inspection /

Date(s) du Rapport  No de I'inspection Registre no Genre d’inspection

Jun 20, 2013 2013 _186171_0029 L-000337-13 Critical Incident
System

Licensee/Titulaire de permis

THE CORPORATION OF THE COUNTY OF ELGIN MUNICIPAL HOMES
1 Bobier Lane, DUTTON, ON, NOL-1J0

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

BOBIER VILLA
1 BOBIER LANE, DUTTON, ON, NOL-1J0

Name of Inspector(s)/Nom de P’inspecteur ou des inspecteurs
ELJSA WiLSON (171)

" Inspection SummaryIResume de [’mspectlon

The purpose of th!S inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): June 17, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Personal Support Worker and Resident.

During the course of the inspection, the inspector(s) reviewed the plan of care
for an identified resident.

Ad-hoc notes were used during this inspection.

Findings of Non-Compliance were found during this inspection.
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_ NON COMPLIANCE { NON - RESPECT DES EXIGENCES
Legend_ _' o - Legendé
WN ~— Wnttan Not{flcatlon WN — - Avis écrit

VPC — Voluntary Plan of Correctlon -
DR ~  Director Referral - -
CO - Compliance Order - . o
WAO Work and Actlwty Order

g ?':-f.; CO-

~|VPC - Plan de redressement voiontalre
~|IDR=_ Algurllage au dlrecteur
Ordre de qqnformlte

Non—.comphance.wuth requarements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

The following constitutes _w_rit_teh _
notification of non-compliance under
paragraph 1 of sectlon 152 of the LTCHA

|de Ia LFSLD

durée (LFSLD) a été constaté. (Une
exigence de la loi comprend les ex;gences_
qui font partie des éléments énumérés . -
dans la deﬂmtlon de « exigence prevue

- Ce qui suit constntue un avis ecrlt de non--_f

respect aux termes du paragraphe 1 de
Iarticle 152 de la LFSLD. i

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. (9) The licensee shall ensure that the following are documented:
1. The provision of the care set out in the plan of care. 2007, c. 8, s. 6 (9).
2. The outcomes of the care set out in the plan of care. 2007, c. 8, s. 6 (9).

3. The effectiveness of the plan of care.

2007, c. 8, s. 6 (9).

Findings/Faits saillants :
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1. The licensee had not ensured that the provision of care as set out in the plan of
care was documentied.

An identified resident’s plan of care indicated a specific monitoring schedule for
resident safety. A review of the monitoring records indicated monitoring was being
documented on a different schedule than required on the plan of care.

The Administrator confirmed the monitoring sheets did not easily allow for staff to
document in the appropriate intervals as required in the plan of care. [s. 6. (9) 1.]

Issued on this 20th day of June, 2013

Signature of !nspector()lSignature de l'inspecteur ou des inspecteurs
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