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OAKWOOD RETIREMENT COMMUNITIES INC.
325 Max Becker Drive, Suite 201, KITCHENER, ON, N2E-4H5

Long-Term Care Home/Foyer de soins de longue durée

THE VILLAGE OF RIVERSIDE GLEN
60 WOODLAWN ROAD EAST, GUELPH, ON, N1H-8M8

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

RUTH HILDEBRAND (128) T —
S lnspectlon Summarleesume de l [nspectlon : ;:

The purpose of thls inspection was to conduct a Complaint mspectton
This inspection was conducted on the following date(s): July 15, 2013

During the course of the inspection, the inspector(s) spoke with the General
Manager, Acting Director of Care, Assistant Director of Care, 1 Neighbourhood
Coordinator, 1 RPN, 4 Personal Support Workers, Registered Dietitian, Assistant
Director Food Service, 1 Food Service Aide and 1 Resident.

During the course of the inspection, the inspector(s) observed a partial lunch
meal and partial afternoon snack, and reviewed the clinical record for one
resident.

The following Inspection Protocols were used during this inspection:
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Dining Observation
Nutrition and Hydration
Snack Observation

Findings of Non-Compliance were found during this inspection.

- — NON- COMPLlANCE I; NON
Legend = RN

WN - Wntten Notification .

: Legende

-RESPECT DES EX!GENCES o

VPC = Vo!untafy Plan of Correetion i:: lgpe.

DR-—_

CO - Compllance Order

WAO - Work and Actrvrty Order'

'Ordre __e-cOnformlte
' _rdres travaux et actrvrtes

Non- complrance w;th requrrements under

the Long-Term Care Homes Act, 2007

(LTCHA) was found, (A requlrement
under the LTCHA includes the - --
requrrements contained in the rtems Ezsted
in the defrn:tron of requrrement under this -
Act" in subsect:' n 2(1) of the LTCHA. )

The following 'coh'stitu'tesmitten Rl
notification of non-compliance under =~
paragraph 1 of section 152 of the LTCHA

|de Ia LFSLD

S exrgence de 1a loi comprend les exigences

qui font part;e des éléments enumerés.
dans la. defmrtlon de « exrgence prev_ue _

-~ |Ce qui suit cons’trtue 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

Specifically failed to comply with the following:

s. 6. (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).
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Findings/Faits saillants :

1. The licensee has failed to ensure that the care set out in the plan of care was
provided to the resident as specified in the plan.

An identified resident was offered food that was not in keeping with his/her diet, at the
afternoon snack, on July 15, 2013. Three Personal Support Workers acknowledged
that they were not aware of the planned menu that was on the snack cart. They
indicated that they had not been provided education to ensure that each resident was
offered food according to the planned menu and/or their plans of care.

The Registered Dietilian, the Assistant Director of Care and the Assistant Director of
Food Services indicated that the expectation is that residents are provided care set
out in their plan of care and that the planned menu is followed. They also

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 to ensure that the care sef out in the plan of care is
provided to each resident as specified in the plan and that all staff are aware of
the process to ensure that each resident receives the correct diet and menu
items on the planned menu, to be implemented voluntarily.

Issued on this 24th day of July, 2013

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

K Hitseerant
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