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' Inspection Summary/Résumé de Pinspection

The purpose of this inspection was to conduct a Critical incident inspection.

During the course of the inspection, the inspector(s) spoke with the home's Administrator, Clinical Manager,
Registered Practical Nurse (RPN), several Personnal Support Workers (PSW), a housekeeper and to an
identified resident.

During the course of the inspection, the inspector(s) reviewed an identified resident's health care record and
examined a resident care unit shower room.

The following inspection Protocols were used during this inspection:
Personal Support Services

Safe and Secure Home

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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'Legend Legende
o IWN = Avis écrit

VPG Plan de redressement volontaire
DR - A:gurliage au dsrecfeur
CO -~ OQOrdrede com‘ormtte
WAO = Ordres : travaux et activités

WN Wntten No’nf cation. -
VPC - Voluntary Plan of Correctlon
DR - Director Referral

CO - Compliance Order
WAO — Werk and Activity Order

Non-compliance with requirements under the Long-Term Care
Homes Act, 2007 (L TCHA) was found. (A reguirement under the
L TCHA includes the requirements contained in the items listed in
the definition of ! requrrement under this Ac in subsection 2(1)
ofthe LTCHA) , ,

Le non-respect des exigerices de la Loi de 2007 sur les foyers de
soins de longue durée (LFSLD) a eté constate. (Une exrgence dela
loi comprend les exigences qui font partie des éléments énumerés.
dans la définition de « exigence préviie par la présente loi » au -
paragraphe 2(1)de la LESI D, ,

Ce qui su;t constitue un avis écrit de non-respect aux termes du

paragraphe 1 de tarticle 152 de la L FSLD.

The foliowmg constttutes Wntten notlflcatlon of non-comphance
under paragraph 1 of section 152 of the I TCHA.

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

s. 8. {7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8, s. 6 (7).
Findings/Faits saillants :

1. The identified resident is independently mobile. The resident requires supervision and cueing during the provision of
hygiene and personal care. The plan of care indicates that the resident is to be supervised and not to be left unattended
while in the shower.

On May 11 2011, a PSW accompanied the identified resident into a shower room for a shower. The resident was left
unattended by the PSW, while he/she was in the shower.

The resident states that he/she fell to the floor while getting dressed and hit his/her head on the floor. He/She got up and
left the shower room. The resident notified a staff member that he/she had fallen in the shower and that the PSW had left
him/her unattended during the shower. The resident was assessed. He/She did not sustain any cther injuries.

The home's Administrator confirmed that the PSW had left the resident unattended while in the shower when the plan of
care indicated that the resident required supervision during his/her shower.

Issued on this 30th day of September, 2011
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