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Licensee/Titulaire de permis

RIVERSIDE HEATH CARE FACILITIES, INC.
110 VICTORIA AVENUE, FORT FRANCES, ON, P9A-2B7

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

RAINYCREST
550 OSBORNE STREET, FORT FRANCES, ON, P9A-3T2

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LAUREN TENHUNEN (196)

Inspection Summary/Résumeé de I'inspection

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care (DOC),
Registered Nurses (RN), Registered Practical Nurses (RPN), Personal Support Workers (PSW), Dietary staff,
Residents and family members and substitute decision-makers.

During the course of the inspection, the inspector(s) conducted a tour of all resident home areas, observed the
provision of care and services to residents, reviewed the health care records of various residents, reviewed the
home's policies and procedures relating to complaint process.

The Ministry of Health and Long-Term Care Log's reviewed: S-000169-12,S-001537-11,5-000421-12,S-00839-12.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Housekeeping

Dignity, Choice and Privacy
Nutrition and Hydration
Reporting and Complaints
Skin and Wound Care
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Findings of Non-Compliance were found during this inspection.

dans la défi nition de « eXIgen,
paragraphe 2(1) de la 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 subsections:

s. 6. (5) The licensee shall ensure that the resident, the resident’s substitute decision-maker, if any, and any
other persons designated by the resident or substitute decision-maker are given an opportunity to participate
fully in the development and implementation of the resident’s plan of care. 2007, c. 8, s. 6 (5).

Findings/Faits saillants :

1. According to information received by the Ministry of Health and Long-Term Care (MOHLTC), resident #002 was
moved to a new dining room within the home and the substitute decision-maker (SDM) was not informed of this change
nor given the reason for this change. An interview was conducted with staff member #100 on July 12, 2012 and it was
identified that changes to the seating plan can occur frequently depending on resident needs and that staff would try to
inform the SDM of any changes, out of courtesy, but they are not always informed. The home did not provide resident
#002's SDM the opportunity to fully participate in the plan of care, specifically the home did not notify the SDM of the
change to a new dining room and the reason for the change.

2. The substitute decision-maker (SDM) of resident #002 had observed a wound on the leg of their family member and
according to the SDM, the home had not informed them of this wound. The inspector reviewed the resident's progress
notes and could not identify any reference to notifying the SDM of the wound, although there were two separate entries
regarding the assessment and treatment of the wound. The home did not provide an opportunity for the SDM to
participate fully in the resident's plan of care, specifically the home had not notified the SDM of the resident's wound.

The licensee failed to ensure that the resident, the resident’s substitute decision-maker, if any, and any other persons
designated by the resident or substitute decision-maker are given an opportunity to participate fully in the development
and implementation of the resident’s plan of care. [LTCHA 2007,5.0.2007, c. 8, s. 6 (5).]

Issued on this 20th day of September, 2012
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Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs

cl/(;l/" (N (,\S(ﬂ\l’\ :ﬂ_‘c’l "

Page 3 of 3



