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

This inspection was conducted on the following date(s): April 8, 2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Registered and non-registered nursing staff and residents.

During the course of the inspection, the inspector(s) reviewed resident health
records and observed resident care and services. in addition, the inspector
reviewed the home's Abuse & Neglect Policy along with the documented
investigation conducted by the home related to the critical incident.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours

- Findings of Non-Compliance were found during this inspection.

, NON-COMPLIANCE l NON RESPECT DES EXIGENCES

Legend o . e

WN-— Wntten Notlflcatlon - ”WN— Avis ecnt - '
VEC - Voluntary Plan of Correctlon |VPC - Plan de redressement volontaire
DR - Director Referral . DR - Alguziiage au directeur

cO- Compliance Order o CO— ‘Ordre de conformité

WAO Work and ACTFV”EY Order ‘WAO Ordres travaux et acti{/;tesw

Page 2 of/de 4




Ministry of Health and Ministére de la Santé et des
;;_ Long-Term Care Soins de longue durée
f/r Oﬂtar Inspection Report under Rapport d’inspection sous la

the Long-Term Care Loi de 2007 sur les foyers de

Homes Act, 2007 soins de longue durée

Non- comphance wrth requrrements under Le non-respect des exrgences de la Loi de
the Long-Term Care Homes Act, 2007 2007 sur les foyers de soins de !ongue
(LTCHA) was found. (A requrrement _"‘ durée (LFSLD) a été constaté. (Une
under the LTCHA mc!udes the exrgence de la loi comprend les exrgences
requrrements contamed in the ltems listed qui font partie des éléments énumerés
in the definition of ! requrrement under thls dans la défi mtion de « exrgence prevue -
Act" in subsectlon 2(1) of the LTCHA ) par | la presente !ou », au paragraphe 2( 1) ‘

de za LFbLD .
The f0”0WmQ constrtutes writien . _i:Ce qui surt constrtue un avis ecnt de non-
?notn‘lcatron of non—comphance under - respect aux termes du paragraphe 1 de -
paragraph 1 of sectlon 152 of the LTCHA iartrcle 152 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:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a
written plan of care for each resident that sets out,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007,c.8,s.6 (1).

Findings/Faits saillants :
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1. The licensee failed to comply with LTCHA 2007, S.0. 2007, ¢.8, s.6 (1)a, in that the
licensee did not ensure that the written plan of care for Resident #002, set out the
planned care for the resident.

Resident #002 has a diagnosis of dementia. The resident was involved with a
resident to resident abuse on a specified date. The current plan of care indicates that
an identified intervention was provided to the resident. Staff interviews on April 8,
2013, confirmed that the resident was provided the identified intervention, sometime
after the abuse incident, for the purposes of distraction and coping. Staff member
#101, who is involved with the homes BSO Team, stated that the identified
intervention was quite useful to distract the resident.

Staff confirmed, that on a later date, the identified intervention was removed from the
resident and was no longer in place.

On April 8, 2013, the written plan of care set out the provision and use of an
intervention that was not the planned care for Resident #002. [s. 6. (1) (a)]

Issued on this 15th day of April, 2013

Signature oflpt(s)Signatu ’ispecteur ou des inspecteurs

V/QWWA LA D i i secebor
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