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

This inspection was conducted on the following date(s): 2 October, 2013.
During the course of the inspection, the inspector(s) spoke with the
Administrator, the Manager of Resident Care, one Registered Practical Nurse

three Personal Support Workers and five Residents.

During the course of the inspection, the inspector(s) reviewed the plan of care
for the Resident, the medication administration record for the Resident and
observed Resident care.

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

Findings of Non-Compliance were found during this inspection.

WN — Wntten Notlflcatlon WN o Avrs ecrit i -
""" — Plan de. redressement voiontalre

Algmllage au dlrecteur

Ordre de conformlte : :_
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Non- compilance wath reqwrements under
the Long-Term Care. Homes Act, 2007
(LTCHA) was found. (A requ:rement
under the LTCHA includes the -

requ;rements contained in the items ils_ted
in the definition of. “requ;rement under this
Act“ in subsectlon 2(1) of the LTCHA )
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Le non respect des emgences de. Ia L01 de

duree (LFSLD) a &té constate (Une

. |exigence de fa loi comprend les eXIgences
|qui font partie des éléments énumérés -
|dans la de’r" nitton de « eXIgence prevue

l article 152 de la LFSLD g;;; ;

WN #1. The Licensee has failed to comply with LTCHA, 2007 8.0. 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, s. 6 (1).

Findings/Faits saillants :
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1. The Licensee had not ensured the written plan of care provided clear direction to
staff and others who provided direct care to the Resident.

The plan of care for an identified Resident was reviewed.

A Registered Nurse used an intervention that was not indicated in the plan of care
during an interaction with a Resident who was demonstrating certain behaviours.

The plan of care did not give clear direction to staff of what interventions to follow
should the Resident demonstrate these behaviours.

The Care Plan in Point Click Care was updated with new interventions after the
interaction.

Three Personal Support Workers and one Registered Practical Nurse confirmed that
the plan of care did not set out clear direction.

Issued on this 4th day of October, 2013

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

Deicdre. Bad\e..,
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