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Long-Term Care Home/Foyer de soins de longue durée
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PAULA MACDONALD (138) . _ , : : ,

,'|nspecﬁonk‘SﬂmmarleéSUmé de Pinspection

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

During the course of the inspection, the inspector(s) spoke with the Administrator, Office Manager, RAI
Coordinator, Regional Manager of Clinical Services, a registered nurse, several personal support workers (PSW)
from day and evening shifts, and residents.

The inspection occurred on site Oct 23 and 24, 2012

During the course of the inspection, the inspector(s) observed resident care, observed a meal service, reviewed
resident heaith records, and reviewed an internal Client Response Form.

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

Nutrition and Hydration

Personal Support Services

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

'NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend Legende
WN - Written Notification

VPG - Voluntary Plan of Correction
DR - Director Referral

CO -~ Compliance Order
WAO - Work and Activity Order

Non- comphance with requrrements under the Long Term Care
Homes Act. 2007 (LTCHA) was found. (A requnrement under the
[ FCHA includes the requirements contamed in the items listed in
the definition of requtrement under this Act" in SUbSGCUOn 2(1)
of the LTCHA ) , .

,WN Avrs éorit o
VPE - P!an de redressement volonta[re
{BR -~ Alguillage au directeur.
. 1CO -~ Qrdre de conformité.
WAO = Ordres - travaux et activites

Le non-respect des ex;gences de la Loi de 2007 sur les foyers de
soins de longue durée (E_FSLD} a 16 constalé (Upe exigence dela
ol comprend les exigences gui fort partie des élements énumeres
dans la definition de « exigence prévue par la presente lol», au
paragraphe 2(1) dela LFSLD .

The fcliowmg cons‘sltutes written notmcatlon of non—comphance Ce qui suat ccnstitue un avis écrit de non- respect aux termes du
under paragraph 1of section 152 of the LTCHA - '{paragraphe 1de/ amde 152 de la LESLD. '

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 8. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :

1. The licensee failed to comply with LTCHA 2007 s. 6. (7) in that the care set out in the plan of care was not provided fo
a resident as specified in the plan.

Resident #1's care plan provided by the RAI Coordinator stated that the resident is to be toileted before and after meals
Observation of Resident #1 during the inspection demonstrated that the resident was not toileted after a lunch meal but
instead toileted in the afternoon by the evening shift. The home's RAl Coordinator stated that the expectation in the
home was that residents who required toileting after meals be toileted by the day staff prior to the end of the shift at
2:00pm. Discussion with staff on the evening shift confirmed that Resident #1 is in need of being toileted as soon as
possible at the start of the evening shift. The same staff confirmed that it would be beneficial to the resident to have
him/her toileted after lunch rather than the start of the evening shift to prevent leakage of his/her continence products.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 33. Bathing
Specifically failed to comply with the following subsections:

s.33. (1) Every licensee of a long-term care home shali ensure that each resident of the home is bathed, at a
minimum, twice a week by the method of his or her choice and more frequently as determined by the resident’s
hygiene requirements, unless contraindicated by a medical condition. O. Reg. 79/10, s. 33 (1).

Findings/Faits saillants :

1. The licensee failed to comply with O. Reg 79/10 s. 33 (1) in that each resident of the home was not bathed, at a
minimum, twice a week by the method of his or her choice.

Resident #1 and Resident #2 did not receive their baths, normally scheduled on weekends, on a weekend in September
2012. The home's Office Manager confirmed that the home was short staff which was a factor in these two residents not
receiving their baths.
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Issued on this 1st day of November, 2012
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