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" Inspection Summary/Résumé de linspection =~

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

This inspection was conducted on the following date(s): July 16, 2013

During the course of the inspection, the inspector(s) spoke with the Executive
Director, the Director of Resident Services, a Physiotherapist, a Social Worker, 1
Cook, 1 Registered Practical Nurse, and 4 Personal Support Workers.

During the course of the inspection, the inspector(s) made observations and

reviewed health care records.

The following Inspection Protocols were used during this inspection:

Dining Observation
Falls Prevention
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Personal Support Services

Findings of Non-Compliance were found

during this inspection.

Legehd

WN — Wntten Notlflcatlon :
VPC = Voluntary Plan of Correctlon _
DR— Dlrector Referral o

CO -

DR -

"Legende
IWN = Avis écrit
~ |VPC — Plan de redressement vo!ontalre

__________ Alguﬂlage au: dlrecteur
8 Ordre de conformlte

(LTCHA) was found. (A reqmrement
under the LTCHA mciudes the Qe

in the definition of ' requnrement under thas
Act" in subsection 2(1) of the LTCHA )

The_ foilowin_g conétit.utes' w_rEt_teh
notification of non-compliance under -
paragraph 1 of sectlon 152 of the LTCHA

: Ce qui suit constitue un avis &crit de non-
- [respect aux termes du paragraphe 1 de _
!artlcie 152 de Ia LFSLD SRS

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 6.

Plan of care

Specifically failed to comply with the following:

s. 6. (7) The licensee shall ensure that th

e care set out in the plan of care is

provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The Licensee has failed to ensure the care set out in the plan of care is provided to
the resident. .

Care plan review reveals a resident is to be toileted when the resident wakes up, after
meals and at bedtime. As well at 0000 and 0400am to prevent falls.

A specific Resident was observed fo drink 3 glasses of juice, 1 cup of coffee and 1
bow| of soup at lunch. That resident was taken and laid down for an afternoon rest
without being toileted.

Staff interview with a Personal Support Worker revealed that this resident is toileted
before lunch and is incontinent 99 % of the time. [s. 6. (7)]

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 to ensure a resident receives the care that is sef out in
their plan of care, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 37. Personal
items and personal aids

Specifically failed to comply with the following:

s. 37. (2) The licensee shall ensure that each resident receives assistance, if
required, to use personal aids. O. Reg. 79/10, s. 37 (2).

Findings/Faits saillants :

1. The Licensee has failed to ensure a resident received assistance to use personal
aids if required.

Resident observations at lunch revealed a resident did not have their hearing aide in
place.

This was confirmed by the Personal Support Worker assisting the resident with lunch
Staff interview with Registered Practical Nurse revealed at 1355 hours, a specific
resident's hearing aid was still at the nurses' station [s. 37. (2)]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 73. Dining and
snack service
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Specifically failed to comply with the following:

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
elements:

9. Providing residents with any eating aids, assistive devices, personal
assistance and encouragement required to safely eat and drink as comfortably
and independently as possible. O. Reg. 79/10, s. 73 (1).

Findings/Faits saillants :

1. The Licensee has failed {o ensure a resident is provided with any eating aids
required to safely eat as comfortably and independently as possible.

Resident observations at lunch revealed the adaptive utensil that a specific resident

was to use was not available until after the resident had finished eating soup with a
regular spoon, assisted by a Personal Support Worker.

The adaptive utensil was placed on the table after 12:30 pm.

Staff interview with the Cook confirmed the utensils should be placed on a resident's
table around 11:30 am for the start of lunch. [s. 73. (1) 9.]

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident
records

Every licensee of a long-term care home shall ensure that,

(a) a written record is created and maintained for each resident of the home;
and

(b) the resident’s written record is kept up to date at all times. O. Reg. 79/10, s.
231.

Findings/Faits saillants :

1. The Licensee has failed to ensure the resident's written record is kept up to date at
all times.

Record review revealed no documentation related to the resident being transferred to
the hospital.

Staff interviews with Executive Director and Manager of Resident Services confirmed
that they could not find documentation related to the resident being transferred to
hospital. There was documentation of the event and the return from the hospital. [s.
231. (b)]
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Issued on this 30th day of July, 2013

Signaure o Insector(s)lSignatue de ’inpecteur ou e inspecteurs

|
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