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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): July 26, 29, 30 2013

This report refers to the fol!owmg complaints. Logs # H- 00171 13 and H-00127-
13,

During the course of the inspection, the inspector(s) spoke with the Acting
Administrator/Director of Care, Clinical Educator, Registered Nurses, Registered
Practical Nurses and Nurse Practitioner.

During the course of the inspection, the inspector(s) conducted a retrospective
cIinicaI review, reviewed policies and procedures re\newed wound care

investigative documentation,

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Medication
Skin and Wound Care

Findings of Non-Compliance were found during this inspection.

_NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

= -'Ordre' t;Ie cor_]formlte.. 5:
Ordres' tra:_aux et act:v;tes
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 30. General
requirements

Specifically failed to comply with the following:

s. 30. (2) The licensee shall ensure that any actions taken with respect to a
resident under a program, including assessments, reassessments,
interventions and the resident’s responses to interventions are documented. O.
Reg. 79/10, s. 30 (2).

Findings/Faits saillants :
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1. The licensee has not ensured that any actions taken with respect to a resident
under a program, including assessments, reassessments, interventions and the
resident's responses to interventions were documented. Resident #3 developed a
change in health status and was subsequently transferred to the hospital after an
assessment by the Nurse Practitioner.

The first documented assessment in the clinical record was completed by the day
shift. The second documented assessment occurred by the evening shift. There is no
documentation of a reassessment by the night nurse. Interview with the night nurse
revealed there was a reassessment of resident #3, but the nurse did not document the
assessment. The day nurse on the following day completed an assessment,
documented it and then contacted the nurse practitioner to assess and determine the
appropriate treatment. The clinical documentation confirmed the night nurse did not
-document the reassessment. The registered nurse and Director of Care/Administrator

~confirmed the reassessment by the night nurse was not documented. [s. 30. (2)]

Issued on this 22nd day of August, 2013

of !nspligatur . I’specte o des mspeceurs
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