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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): November 27 and 28,
2012.

During the course of the inspection, the inspector(s) spoke with the Executive
Director, Director of Care, Associate Director of Care/Behavioural Support
Ontario, Registered Practical Nurse, Personal Support Workers, RAI
Coordinator, and Residents.

During the course of the inspection, the inspector(s) reviewed: residents’ health
care records, internal investigation, home's response to a family member, staff
education, applicable policies and procedures and toured home areas.

The Inspection related to L-001423-12 and L-001719-12.

Ad-hoc notes were used during this inspection.

Findings of Non-Compliance were found during this inspection.

_ NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

VPC -::‘Z-Voluntary Plan of Correction:
DR - . Director Referral
CO-. Comphance Order
;WAO Work and Actnvaty Orcier

WAO_-_____Ordres travaux et acttwtes
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ith '_eqwre_ments under L:'_;_non respect d_es engences de Ia Loc def’_

Eunder'the LTCHA.m
jrequ;rements contal

p agraph 1o section 152 of the LTCHA

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:

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, 5.6 (1).

s. 6. (3) The licensee shall ensure that the plan of care covers all aspects of
care, including medical, nursing, personal support, nutritional, dietary,
recreational, social, restorative, religious and spiritual care. 2007, c. 8, s. 6 (3).

Findings/Faits saillants :

Page 3 of/de 4




Ministry of Health and Ministére de la Santé et des
My Long-Term Care Soins de longue durée
} .

}.

l/ﬁd Ontaﬂ() Inspection Report under Rapport d’inspection sous la

the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

1. The licensee did not ensure the plan of care provided clear directions to staff and
others who provide direct care to the resident as follows:

(a) The plan of care for an identified resident did not include the resident’s care need
for staff to identify themselves to the resident. [s. 6. (1) (c)]

2. The plan of care did not cover all aspects of an identified resident’s care
requirements specific to behaviours including potential triggers and interventions. [s.

6. (3)]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance fo ensure the plan of care covers all aspects of care, to
be implemented voluntarily.

Issued on this 20th day of December, 2012

Signature of Ipcors)iaure d es

KQIWQ/C&W#WO
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