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

This inspection was conducted on the following date(s): December 21, 2012 

During the course of the inspection, the inspector(s) spoke with the Director of 
Care (DOC), registered staff, Personal Support Workers (PSW) and a resident. 

During the course of the inspection, the inspector(s) reviewed a specific 
resident's health record; policy and procedures related to lifts and transfers and 
shift routines; manufacturer's instructions for Arjo lift and observed a specific 
resident. 

The following Inspection Protocols were used during this inspection: 
Dignity, Choice and Privacy 

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

• Non°co1T1pliance•with• requirehierjts yndef··• LenOn-respe<::tdesexigencesde.·lal..oLcle/ 
·-thel..ong-TefrrrCare.HomesAct, 007surle~oyers,ae.·so1nsde·lo.ngue· .. 

• (LIGl-iA)\Nc1sJound:{Ar~quirement· ·- duree .(LFSLD)a ete constate, (Une,.· .. ·· .. ·.··•.·•·•···· 
'undenthe LTCHA includes the·· • exigence'd~Yladoi cornprer1dJes exigencesl 
requirernenfa containecLinfhe items·listed·· quifontpartiede!selements enumeres···· ··­
iih tbe definition df"requirementUnderJhis• dansdadefinitiqnde.« exigenceprevoe ..... -
FJ\ct"insubsection2(1')ofthe LTCHA,) •••• par la·. presente-loi » ,auparagraphe 2(1} ' 

The\fol.loWing· consUtutes,wriUen· 
,n6tificatioh·•of116n-cbmpJiance·Under·· 
•parag(aph l of section 4ti2ofthe LT CHA. 

de.laLFSI..D,·· 

Gequi s.uitconstitoeun avis eerit cte/non°\ 
respectauxtermes·.do•.paragraphe•·1. de••·•·••! 
rarticle.15-2deda LFSLO. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 3. 
Residents' Bill of Rights 
Specifically failed to comply with the following: 

s. 3. (1) Every licensee of a long-term care home shall ensure that the following 
rights of residents are fully respected and promoted: 
1. Every resident has the right to be treated with courtesy and respect and in a 
way that fully recognizes the resident's individuality and respects the resident's 
• dignity: 2007, c. 8, s: 3 (1 ). 

Findings/Faits saillants : 
1. The Licensee did not ensure that the resident's following right was respected and 
promoted: the right to be treated with courtesy and respect and in a way that fully 
recognizes the resident's individuality and respects the resident's dignity. In December 
2012 resident 001 was assisted onto the bathroom and left there for a defined period of time. 
This information was confirmed by the DOC, staff and the health record. [s. 3. (1) 1.] 
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VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) 
--~--the-licensee is hereby-requested tffprf!pare a-written plan of-eorrectt"onfor 

achieving compliance to ensure that the following rights of residents are fully 
respected and promoted: 
1.every resident has the right to be treated with courtesy and respect and in a 
way that fully recognizes the resident's individuality and respects the resident's 
dignity, to be implemented voluntarily. 

WN #2: 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: 

s. 6. (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 :The Licensee did not ensure that the care set out in the plan 
of care was provided to the resident as specified in the plan. The plan of care for 
resident 001 identified specific routines that were to be followed. Care as outlined in the 
plan of care was not provided to the resident in December 2012 when the resident was 
left unattended in the bathroom for a defined period of time. This information was 
confirmed by the Director of Care, the notes of staff interviews and the health record. 
[S; 6, (7)]-

Additional Required Actions: 

VPC- pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) 
the licensee is hereby requested to prepare a written plan of correction for 
achieving compliance to ensure that the care set out in the plan of care is 
provided to the resident as specified in the plan, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 
19. Duty to protect 
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s. 19. (1) Every licensee of a long-term care home shall protect residents from 
abuse by anyone and shall ensure that residents are not neglected by the 
licensee or staff. 2007, c. 8, s. 19 (1). 

Findings/Faits saillants : 
1. The licensee failed to ensure that residents are not neglected by the licensee or staff. 
In December 2012 resident 001 was assisted into the bathroom and left there for a defined 
period of time. This information was confirmed by the DOC, staff and the health record. 
[s. 19. (1)] 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) 
the licensee is hereby requested to prepare a written plan of correction for 
achieving compliance to ensure that residents are not neglected by the licensee 
or staff, to be implemented voluntarily. 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., 
to be followed, and records 
Specifically failed to comply with the following: 

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term 
care home to have, institute or otherwise put in place any plan, policy, protocol, 
procedure, strategy or system, the licensee is required to ensure that the plan, 
policy, protocol, procedure, strategy or system, 
(a) is in compliance with and is implemented in accordance with applicable 
requirements under the Act; and 0. Reg. 79/10, s. 8 (1). 
(b) is complied with. 0. Reg. 79/10, s. 8 (1). 

Findings/Fails saillants : 
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1. The Licensee did not ensure that the home's plan, policy, protocol, procedure, 
··-stra1egy or-systemwascomptieawit11:--'fhe11omehas written sniftroutines/procedures-- ·­

specific to the unit where resident 001 resides which state that the PSW assigned to a 
specified routine is to provide specified care to resident 001. The procedure for the PSW 
assigned to a second specified routine also states to provide specified care to resident 001. 

Care routines were not followed by the staff as confirmed by the Director of Care, the staff 
interview notes and resident 001 's health record in December 2012 when the resident was 

left in the bathroom for a defined period of time. 
[s. 8. (1) (b)] 

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 41. Every 
licensee of a long-term care home shall ensure that each resident of the home 
has his or her desired bedtime and rest routines supported and individualized 
to promote comfort, rest and sleep. 0. Reg. 79/10, s. 41. 

Findings/Faits saillants : 

1. The Licensee did not ensure that the resident had his/her desired bedtime and rest 
routinessupportedand individualized·· topromote comfort;restand sleep:lnDecember······ 
2012, resident 001 was assisted to the bathroom and left for a defined period of time. 
The resident complained of discomfort when removed from the bathroom. According to 
staff interview notes, the resident's normal desired bedtime routine was not complied with. 
[s. 41.] 
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