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

Oct 1, 2013 2013 229213 0038 L-000653-13 Critical Incident
System

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, N5R-5T8

Name of Inspector(s)/Nom de Finspecteur ou des inspecteurs
RHONDA KUKOLY (213)
S Inspection Summarleesume de Pinspection

The purpoée of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): September 30, 2013
During the course of the inspection, the inspector(s) spoke with a Resident, the
Administrator, the Director of Care, 2 Registered Practical Nurses and a
Personal Support Worker

During the course of the inspection, the inspector(s) made observations and
reviewed health records, policies and other relevant documentation

The following Inspection Protocols were used during this inspection:
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Prevention of Abuse, Neglect and Retaliation

Skin and Wound Care

Fincfings of Non-Compliance were found durin‘g this inspection.

NON-COMPLIANCE I NON RESPECT DES EXIGENCES
Legend Legende
WN — Written Notification S WN — Avrs écrit -
VPC — Vo!untary Plan of Correction VPC - Plan de redressement volontarre
DR —  Director. Referral ' DR - Argullfage au directeur '
CO - Comp]lance Order CO - Ordre de conformité

WAO - Work and Actrvrty Order

WAO — Ordres travaux et actlvrtes.

Non- complrance wnth requrrements under
(LTCHA) was found (A requrrement
under the LTCHA_rn_c_I_u_des the
requirements contained in the items listed
in the definition of "requirement under this
Act” in subsection 2(1) of the LTCHA.) .

qui font partie des elements enumeres '
dans la définition de « exigence prévue
par la présente loi », au paragraphe 2(1)

 |delaLFsLD.

The following constitutes written
notification of non-compliance under
paragraph 1 of section 152 of the LTCHA.

- iCe qui surt constrtue un avis écrit de non-

respect aux termes du paragraphe 1 de
I artrcle 152 de Ia LFSLD

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

Plan of care
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Specifically failed to comply with the following:

s. 6. (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; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007, c. 8,s. 6 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that the plan of care set out clear directions to staff
and others who provide direct care to the resident as evidenced by:

1. A Resident has a wound and their plan of care did not include direction for staff
regarding care related to this wound.

2. A Resident has a wound and their plan of care did not include direction for staff
regarding care related to this wound.

3. The Director of Care confirmed that the plan of care should include clear directions
to direct care staff regarding these residents' wounds and did not. [s. 6. (1) (c)]

Issued on this 3rd day of October, 2013

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