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Date(s) du Rapport  No de 'inspection Registre no Genre d’inspection
Aug 1, 2013 2013_170203_0025 1-000519-13 Complaint

Licensee/Titulaire de permis

CARESSANT-CARE NURSING AND RETIREMENT HOMES LIMITED
264 NORWICH AVENUE, WOODSTOCK, ON, N4S-3V9

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

CARESSANT CARE ARTHUR NURSING HOME
215 ELIZA STREET, P.O. BOX 700, ARTHUR, ON, NOG-1A0

Name of inspector(s)/Nom de I'inspecteur ou des inspecteurs
CARMEN PRIESTER (203)

L lnspectlon SummaryIResume de l’mspection :
The purpose of thls inspection was to conduct a Complaint mspectlon

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

During the course of the inspection, the inspector(s) spoke with the Regional
Consultant, the Assistant Director of Care, two Registered staff, a Personal
Support Worker, the resident and the family member/complainant.

During the course of the inspection, the inspector(s) reviewed the clinical
records, observed resident care and wound care, toured resident areas,and
reviewed policies and procedures related to this inspection.

The following Inspection Protocols were used during this inspection:
Personal Support Services
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Skin and Wound Care

Findings of Non-Compliance were found

during this inspection,

RESPECT:_DES EXIGENCES

NON-COMPLIANCE I NON =
Legend el :

WN Wrttten Notn‘" catton :
VPC --Voluntary Plan of Correctlon
DR - Director Referral -

CO - Compllance Order
WAO - Work and Actmty Order

WAO' : Ordreslt __'f'ravaux et actwrtés

a_HaLegende o

WN '.A\ns écrit
VPC Pian d' edressement-.volontatre

the Long—Term Care Homes Act 2007 o
(LTCHA) was found. (A reqwrement
under the LTCHA includes the -

reqwrements contalned in the ttems llsted
in the definition of "requnrement under. thls
Ac " in subsectzon 2(1) of the LTCHA )

The followmg constitutes wntten '
notification of non-compliance under
paragraph 't of sectlon 152 of the LTCHA

Le non- respect des eXIgences de Ia Loi de_f-

2007 surles. foyers de soins de. Iongue
- |durée (LFSLD) a été constaté. (Une |
ex1gence de !a 101 comprend les eXIgencesf_

__de_ia LFSLD. -

Ce qur sunt constltue un av;s écr_tt de non-'-
- [respect aux termes du paragra“'he_‘l de

I artacle 152 de la LFSLD

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care
Specifically failed to comply with the following:

s. 26. (3) A plan of care must be based on, at a minimum, interdisciplinary
assessment of the following with respect to the resident:
18. Special treatments and interventions. O. Reg. 79/10, s. 26 (3).

Findings/Faits saillants :
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An identified resident had a wound that was not identified in the plan of care.
There were no interventions for this wound in the plan of care.
This was confirmed by the Regional Consuitant. [s. 26. (3) 18.]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 34. Oral care
Specifically failed to comply with the following:

s. 34. (1) Every licensee of a long-term care home shall ensure that each
resident of the home receives oral care to maintain the integrity of the oral
tissue that includes,

(a) mouth care in the morning and evening, including the cleaning of dentures;

0. Reg. 79/10, s. 34 (1).
(b) physical assistance or cuing to help a resident who cannot, for any reason,
brush his or her own teeth; and O. Reg. 79/10, s. 34 (1).

(c) an offer of an annual dental assessment and other preventive dental
services, subject to payment being authorized by the resident or the resident’s
substitute decision-maker, if payment is required. O. Reg. 79/10, s. 34 (1).

Findings/Faits saillants :

Observation of a specific resident revealed oral care had not been provided.
Review of the clinical documentation indicated that oral hygiene had been provided
twice daily.

A staff member stated that the resident refused oral hygiene, however, this refusal
was not documented in the clinical record.

Assistant Director of Care confirmed that the resident's teeth had not been brushed
and the refusal of mouth care was not documented. [s. 34. (1) (a)]
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Issued on this 1st day of August, 2013

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

AARMEN TRIESTER
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