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Critical Incident 

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care (DOC), 
registered staff, personal support workers (PSW's). 

During the course of the inspection, the inspector(s) Reviewed the residents' clinical record. 
This inspection was completed in relation to Log H-00705-12. 

The following Inspection Protocols were used during this inspection: 

Nutrition and Hydration 

Findings of Non-Compliance were found during this inspection. 

: NONcCQMPLIANCE / NON:RESPECT DES EXIGENCES 

Legend 

WN- Written NotificiitioQ. _·.· 
VPC -VQluntary Plan of Correction 
OR-c Director Referral 
co - . CornpliaOce Order 
WAO -,Work and Activity Otder 
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Legenile 

1/\/N-., Avis ecrtt. 
VPC.., .Plan de redre_s_seme_nt vol.ontaire 
DR ~ Aiguillage au directeur 
CO ~ . Ordre de conforrnife 
WAO ::-:'6tdr0s '(_traVaUX 'eraCuViteS 
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WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at 
least every six months and at any other time when, 
(a) a goal in the plan is met; 
(b) the resident's care needs change or care set out in the plan is no longer necessary; or 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 

Findings/Fails saillants : 

1. The licensee failed to ensure that the resident was reassessed and the plan of care reviewed and revised at least 
every six months and at any other time when the resident's care needs change or care set out in the plan was no longer 
necessary. 
The combination of several events led to the resident being sent to hospital in 2012 for dehydration and kidney failure. 
The licensee did not reassess the resident to provide care in a timely fashion with changes in condition. Resident 001 
was not sent to hospital following signs of weakness, low blood pressure and refusal to eat and drink. The licensee 
failed to obtain blood values consistent with dehydration in a timely fashion. The resident was admitted to the home and 
several blood values were not obtained by the home until 17 days later. The licensee failed to ensure adequate follow 
up was in place for the lab to notify the home of critical lab results. 

Issued on this 11th day of October, 2012 
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