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Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

f" Ontario 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

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

This inspection was conducted on the following date(s): 2 October, 2013.
During the course of the inspection, the inspector(s) spoke with the ‘
Administrator, the Manager of Resident Care, one Registered Practical Nurs'ga,

three Personal Support Workers and five Residents.

During the course of the inspection, the inspector(s) reviewed the plan of care
for the Resident, the medication administration record for the Resident and
observed Resident care.

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

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON RESPECT DES EXIGENCES |

Legend R i Legende

WN = Wntten Notlflca’uon S WN= AVIS ecnt R
VPC — Voluntary Plan of Correctlon ~|VPC - Plan de __redresé.ément volontalre___ .
DR - DirectorReferral -~ = . |DR=: Aiguillage au directeur -
CO - Compliance Or'der ER R |{CO = Ordre de conformité

WAO = Work and Activity Order : WAQ — Ordres travaux et achvetes
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Non- compilance wath reqwrements under
the Long-Term Care. Homes Act, 2007
(LTCHA) was found. (A requ:rement

under the LTCHA mcIudes the

requ;rements contained in the items ils_ted
in the definition of. “requ;rement under this
Act“ in subsectlon 2(1) of the LTCHA )

Inspection Report under

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

Le non respect des emgences de. Ia L01 de'

i;:;_:_. duree (LFSLD) a &té constate (Une
. |exigence de fa loi comprend les eXIgences_
1aui font partle des éléments énumérés -

dans Ia de’r" nitton de « eXIgenee prevue

Ce qU| swt constltue un avis ecnt de non-

: respect aux termes du paragraphe 1de
Iartscle 152 de la: LFSLD FERTE 8

WN #1. The Licensee has failed to comply with LTCHA, 2007 8.0. 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 had not ensured the written plan of care provided clear direction to
staff and others who provided direct care to the Resident.

The plan of care for an identified Resident was reviewed.

A Registered Nurse used an intervention that was not indicated in the plan of care
during an interaction with a Resident who was demonstrating certain behaviours.

The plan of care did not give clear direction to staff of what interventions to follow
should the Resident demonstrate these behaviours.

The Care Plan in Point Click Care was updated with new interventions after the
interaction.

Three Personal Support Workers and one Registered Practical Nurse confirmed that
the plan of care did not set out clear direction.

Issued on this 4th day of October, 2013

Signature of Inspector(s)/Signature de 'inspecteur ou des inspecteurs

Deicdre. Bad\e,.
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