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Type of Inspection/Genre d’inspection

Critical Incident

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 ON BONNIE PLACE
15 Bonnie Place, St Thomas, ON. NGR-5T8

Name of Inspector(s)/Nom de 'inspecteur ou des inspecteurs

ELiSALSONALD

* Inspection Summarleesume de I inspection

The purpose of thls 1nspect|on was to conduct a Critical Incident inspection,

During the course of the inspection, the inspector(s) spoke with the director of care, registered staff, and the

foodservices manager.

During the course of the inspection, the inspector(s) reviewed the plan of care for a selected resident and observed

lunch meal service on August 23, 2011 in the smali dining room.

The following inspection Protocols were used in part or in whole during this inspection:

Nutrition and Hydration

Findings of Non-Compliance were found during this inspection.

Definitions Def mllons

WN — Wrilten Notlf cation Lo
VPC - Voluntary Plan of Correction B
DR~ Director Referral L
CQO ~ Compliance Order

WAO —Work and Activity Order

WN < Avis écrit 2
VPG = Plan de redressement votontalre o
"1DR ~ - Aiguillage au directeur - y :
CO = " Ordre de conformité
WAO - Ordres : fravaux et ac!mtés
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Non comphance w1th requnrements under the Long-Term Care Homes - |Le non-respect des exigences de la Loi de 2007 surles foyers de

soins de longue durée {LFSLD) a été constaté. (Une exigence de la -
loi comprend les exigences qui font parife des éléments énumérés
dans la définition de « exigence prévue par la présente loi», au . .

paragraphe 2(1) de la LFSLD.

~1Ce qui suit constitue un avis écrit de non-respect aux termes du
G paragraphe 1 de larticle 152 de la LFSLD,

WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. B. (1} Every licensee of a long-term care home shall ensure that there is a written plan of care for each resident that
sets out,

(a) the planned care for the resident;
(b) the goals the care is intended to achieve; and
{c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1).

s. 6. (4) The licensee shall ensure that the staff and others invelved in the different aspects of care of the resident
collaborate with each other,

(a) in the assessment of the resident so that their assessments are integrated and are consistent with and
complement each other; and

(b) in the development and implementation of the plan of care so that the different aspects of care are integrated and
are consistent with and complement each other. 2007, c. 8, s. 6 {4).

Findings/Faits sayants :

1. The development and implementation of the plan of care was not integrated, and consistent between staff caring for an
identified resident. The resident was referred to a specialist who recommended the staff provide specific interventions, however
these recommendations were not included in the plan of care.

[LTCHA, 2007, S.0. 2007, ¢.8, s.6{4)(b)]

2. The plan of care does not set out clear direction for the staff who provide direct care to an identified resident. This resident
was assessed by a specialist who recommended specific interventions. This assessment was found in the paper chart. The
progress notes and summary care plan in Point Click Care which are completed by staff of the Home do not include alt the
details of the recommendations provided by the specialist. The interventions in the summary care plan do not give clear
direction to staff regarding levet of monitoring required to prevent a specific risk. Staff confirm the personal suppont workers
would use the summary care plan and kardex in Point Click Care for specific resident care directions,

fLTCHA, 2007, 8.0. 2007, ¢.8, s.6{1){c)]

Issued onthis 25th day of August, 2011
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