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Additional Inspector(s)

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): December 11, 12, 14, 18, 19, 20, 21,
2023
The inspection occurred offsite on the following date(s): December 13, 2023

The following Critical Incident (Cl) intake(s) were inspected:
o Intake: #00099012, related to a fall of a resident resulting in injury

The following Complaint intake(s) were inspected:
e Intake: #00101811, complaint regarding skin and wound care.
e Intake: #00103301, complaint regarding improper care, and treatment administration.

The following Inspection Protocols were used during this inspection:

Skin and Wound Prevention and Management
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Resident Care and Support Services
Infection Prevention and Control
Falls Prevention and Management

INSPECTION RESULTS

WRITTEN NOTIFICATION: Plan of Care

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: FLTCA, 2021, s. 6 (10) (b)

Plan of care

When reassessment, revision is required

s. 6 (10) The licensee shall ensure that the resident is reassessed and the plan of
care reviewed and revised at least every six months and at any other time when,
(b) the resident’s care needs change or care set out in the plan is no longer
necessary,

The licensee has failed to ensure that resident #002's plan of care was reviewed
and revised when the resident’s care needs changed.

Rationale and summary

A family member of resident #002 observed that on a specified date, a particular
device was inappropriately applied to the resident.

Resident #002's plan of care indicated the resident was to wear the particular
device for medical reasons. As per the resident’s plan of care, there were
instructions for staff on how to apply the device as per the manufacturing manual.
These instructions were reassessed by the Occupational Therapist (OT) who then
recommended a different method of application.
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The OT communicated the new method of device application verbally to registered
staff but the written plan of care was not updated.

Failure to revise resident #002's plan of care when their needs changed placed the
resident at risk of discomfort.

Sources: Resident #002's written plan of care, interviews with resident #002's
family member, and home's staff.
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