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REVERA LONG TERM CARE INC.
55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, [5R-4B2

Long-Term Care Home/Foyer de soins de longue durée
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3560 DOUGALL AVENUE, WINDSOR, ON, N9A-4P4

Name of Inspector(s)/Nom de Finspecteur ou des inspecteurs
SANDRA EYSH (1901

lnspectlon Summarleésume de I’inspectlon

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care,
Registered Practical Nurse and Personal Support Workers.

During the course of the inspection, the inspector(s) reviewed the clinical record of one resident, observed the
room and common areas for that resident and observed lunch service on one unit.

The following Inspection Protocols were used during this inspection:
Dining Observation

Falls Prevention

Findings of Non-Compliance were found during this inspection.

NON -COMPLIAN E__I NGN RESPECT DES EXIGENCES
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Non- comphance wuth requtrements under the Long-Term Care
Homes Act 2007 (LTCHA) was, found (A reqmrement under lhe

the definition of " req i
of the. LTCHA) :

The fol]owang constitutes written notift cat;on of non-c:omphan
under paragraph1-of sectson 152 of ihe;

Le non—respect dos ex1gences de la Loi-de 2007:sur les foyers.de.
soins de longue durée (LFSLD) a é1é constaté. {Une ‘exigence de la”
loi comprend les exsgences qui font partie des éléments énumérés
dans la définition de’« eXIgence prévue par. Ia présente 101 poau- ..
aragraphe 2(1) de la LFSLD.: = i

Ce qm sult constitue un avis écnt de non—respect aux termes du:-
paragraphe 1:de l'article 152 de.la LFSLD.

WN #1: The Licensee has failed to comply with O.Reg 791 0, 5. 73. Dining and snack service
Specifically failed to comply with the following subsections:

s. 73. (1) Every licensee of a long-term care home shall ensure that the home has a dining and snack service

that includes, at a minimum, the following elemenis:

1. Communication of the seven-day and daily menus to residents,
2. Review, subject to compliance with subsection 71 (6), of meal and snack times by the Residents’ Council.
3. Meal service in a congregate dining sefting unless a resident’s assessed needs indicate otherwise.

4. Monitoring of all residents during meals.

5. A process to ensure that food service workers and other staff assisting residents are aware of the residents’

diets, special needs and preferences.

6. Food and fluids being served at a temperature that is both safe and palatable to the residents.
7. Sufficient time for every resident fo eat at his or her own pace.
8. Course by course service of meals for each resident, unless otherwise indicated by the resident or by the

resident’s assessed needs.

8. Providing residents with any eating aids, assistive devices, personal assistance and encouragement required
to safely eat and drink as comfortably and independently as possible.
10. Proper techniques to assist residents with eating, including safe positioning of residents who require

assistance.

11. Appropriate furnishings and equipment in resident dining areas, including comfortable dining room chairs
and dining room tables at an appropriate height to meet the needs of all residents and appropriate seating for

staff who are assisting residents to eat. O. Reg. 7910,

s. 73 {1).

Findings/Faits saillants :

1. Therapeutic diet lists or likes/dislikes lists were not in use during the meal, nor were show plates used for residents to
choose their meal. The Personal Support Workers confirmed that diet lists and show plates were not used.

2. Inconsistent use of measurement for plating food using scoops was observed during the meal.

3. Sufficient time was not provided for residents to eaf at their own pace.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance with implementing a process fo
ensure that staff assisting residents are aware of the residents’ diets, special needs and preferences and that
the process is followed at each meal, to be implemented volunftarily.

WN #2: The Licensee has failed to comply with O.Reg
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79/10, s. 229, Infection prevention and control program
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Specifically failed to comply with the following subsections:

s. 229. (4) The licensee shall ensure that all staff participate in the implementation of the program. O. Reg.
79/10, s. 229 (4),

Findings/Faits saillants :

1. Soup is served prior to the steam cart arriving on the unit. The soup was observed sitting in the hallway on a cart
without a lid and after the steam cart had left the unit, soup was served to a resident in the dining room.

2. Dietary aides were observed plating sandwiches with their fingers and wiping on a cleaning cloth. No handwashing or
hand sanitizing was observed during the serving of the meal.

Issued on this 7th day of November, 2011

Signature of Inspector(s)/Signature de Pinspecteur ou des inspecteurs
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