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

This inspection was conducted on the following date(s): August 7, 8, 9, 13, 14, 
15, 2013. 

During the course of the inspection, the inspector(s) spoke with Director of 
Admanostration, Director of Care, Nurse Manager, Admn1r1istrative Manager, 
Occupational Therapist, Communofy Care Access Centre Coordinatotr, 
Regastered staff, Personal Support Workers, Registered Dietitians, Supervisor 
Food Sel!'Vice, Residents, Resident Council's secretary, and resident's famUy 
member. 

D1u11r!ng the course of the inspection, the inspector(s) observed provision of care 
for residents, revoewed ciiniscai records, reviewed the home policy on E111teral 
feedlang, reviewed Long-Term Care Home Accommodation and Unfunded 
Sel!"Vuces Agll"eement. 

The fo~~owing Inspection Protoco~s were used during this inspectuon: 
Contine01ce Care a111d Bowei Management 

Dognofy, Choice and Privacy 

Medlacatoon 

NUJtrution and Hydiratnon 

S~eirB a11rnd WolUlndl Care 

flrndings of INlon-Comp~uance were found duirh11g thus inspectoon. 

legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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Legende 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO- Ordre dle conformite 
WAO- Ordres: travaux et activites 
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Non-compliance with requirements under 
the long-Term Care Homes Act, 2007 
(L TCHA) was found. (A requirement 
under the L TCHA includes the 
requirements contained in the items listed 
in the definition of "requirement under this 
Ad" in subsection 2( 1) of the l TCHA.) 

Le non-res1Pect des exigences de la lei de 
2007 sur les foyers de souns de longue 
duree (LFSlD) a ete constate. (Une 
exigence de la loi comprend les exigences 
quo font partie des elements enumeres 
dans !a definition de « exigence prevue 
par la 1Presente loi », aui paragrap~e 2(1) 
de la lf-'SlD. 

The following constitutes written Ce qui suit constutue un avus ecrit de non~ 
notification of non-compliance under respect aux termes du paragraphe 1 de 
paragraph 1 of section 152 of the L TCHA. rarticle 152 de la UFSlD. 

WN #1: The Ucensee has failed to comp~y wath L TCHA, 2007 S.O. 2007, c.8, s. 6. 
P~aD"il of care 
Specoficai~y faUed to comply woth the foUowing: 

s. 6. (7} The ~icensee sha~i ensure that the care set out in the p~an of care is 
p1rovadled to t~e resident as specafied on the p~a111. 2007, c. 8, s. S (7). 

s. 6. {9} T~e ~ice1r1see shaU ensuire ttn~t the fo~~owcng are documented: 
1. l"lhe pirov~sao111 of the caire set out i111 the p~aio, of care. 2007, c. 8, s. 6 (9). 
2. Tlhle 01UJtcomes oif tlhe caira set out i111 tlhe p~a111 of ca1re. 2007, c. 8, s. 6 {9). 
3. The effectnveness of the plan of care. 2007, c. 8, s. 6 {9). 
Findongs/f'aats samants : 
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1. The licensee failed to ensure that the care set out in the plan of care is provided to 
the resident as specified in the plan. Resident #1 has been assessed and the plan of 
care revised by the Registered Dietitian on an identified date on July, 2013. The 
progress notes and the plan of care indicates that resident #1 is to receive Enteral 
Feeding at a identified rate for 24 hours to deliver the target volume of 1080 ml. 

On August 8, 2013, an interview with the Registered Dietitian revealed that the rate 
and total amount of Enteral Feeding does not account for the times when the resident 
receives care requiring the Enteral Feeding to be stopped. Furthermore, the Enteral 
Feeding procedure indicates that if a medication needs to be administered through the 
feeding tube, the feeding needs to be held for approximately 15 to 30 minutes and 
flush with 20 to 30 ml of water before and after the delivery of medications. 
Clinical review indicates that resident # 1 did not received the required amount of 
Enteral Feeding on an identified date in July, 2013 and four identified dates in August 
2013. On these days, resident #1 received 989 ml, 960 ml, 947 ml, 980 ml, and 640 
ml respectively. The information was confirmed on August 20, 2013 by the Registered 
Dietitian. [s. 6. (7)] 

2. The licensee failed to ensure that the Enteral Feeding provided to resident #1 was 
documented on the intake record for 3 night shifts in July 2013 and 2 night shifts in 
August 2013, one day and evening shift in July 2013, one evening shift in August 
2013 and all shifts on an identified date in July 2013. Staff interviews and clinical 
review indicates that the feed provided during those days was not completely 
documented. [s. 6. (9) 1.] 

Additional Required Actions: 

VPC- pwrsuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) 
tlhe licensee is hereby requested to ptrepare a written plan of correction for 
achieving compliance to ensure that the provision of tlhe care set out in the care 
pffan is documented, to be implemented voluntarily. 
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Issued on this 16th day of October, 2013 

Ministere de la Sante et des 
Soins de longue duree 
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soins de longue duree 

Signature of lnspector(s)/Signature de ~'anspecteur ou des inspecteurs 
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