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Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

Nov 30 1 ;J.(!) I( 2011_072120_0049 Critical Incident 

Licensee/Titulaire de permis 

THE THOMAS HEALTH CARE CORPORATION 
490 Highway #8, STONEY CREEK, ON, L8G-1G6 
Long-Term Care Home/Foyer de soins de longue duree 

ARBOUR CREEK LONG-TERM CARE CENTRE 
2717 KING STREET EAST HAMILTON ON L8G-1J3 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

BERNADETTE SUSNIK /1201 
l11spection· Summary/Resume de l'inspection 

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

During the course of the inspection, the inspector(s) spoke with the administrator and assistant director of care 
regarding personal support services. 

During the course of the inspection, the inspector(s) reviewed the resident's plan of care and the management's 
investigative notes regarding the incident.(H-002298-11) 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Findings of Non-Compliance were found during this inspection. 

NON'COMPLIANCE / NON°RESPECT DES EXIGENCES 

Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral • 
CO ,- Compjjance Order 
WAO -Work and Activity Order 
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Legends 

WN- Avis.~crit 
VPC-. Plan derndressement volontaire 
DR- Aigulllageau directeur 
CO.~ , .Ordre de conformite 
WAO-" Ordres: fravaux et activit~s 
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Non-compliance.wilh.requirernentsurtderthe Long-Term _Care • Le non-re.spec! els$ exjgenc;es de la Loi d_e 2007 sur lesfoyers de 
Homes Act, 2007 (LTCHA) wasfound. {Arequirement under.the soins deJongue ~uree_(LFSLD) aete constate. (Une exigence de i_a . 
LTC_HA includes the requirements conta_ined in the items listed In loi comprendles exigences qui font partie des ele_ments enumeres 
the definition of "requirement underJhis Act".ln.subsection 2(1) dan_s la definition de « exigence prevue par la presente lob>, au 
of the LTCHA.) • • paragraphe2(1) de la LFSL.D. 

·';•_,-'. '" ,. 

The following constit~tes written notification of non-compliance 
under paragraph t.of secUon 1$2pf the LTCHA. • 

Ce_.gui_ suit :CX)nst,ift.iefu_n ~\fiS ,e·Crit_de non-respe_ct aux terri1es du 
paragraphe 1deJarticle 1l52de_la LFSLD. 

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

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; 
(b) the goals the care is intended to achieve; and 
(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

Findings/Fails saillants : 

[O. Reg. 79/10, s.6(1)(c)] The plan of care for an identified resident does not set out clear directions to staff who provide 
direct care. The resident has required one to one supervision in 2011 for responsive behaviour towards other residents. 
On an identified day in 2011, a personal support worker (PSW) was given verbal direction to provide one to one 
supervision throughout the night for the resident. The PSW did not follow the verbal direction and left the resident's room 
without first ensuring that someone else was monitoring the resident. Several minutes later, the resident was observed 
by registered staff to be wandering around the home area. The plan of care does not describe the necessary directions 
for staff regarding the details of one to one supervision. The incident was immediately reported to the management of 
the home and an investigation was conducted in accordance with Ontario Regulation 79/10. 

Issued on this I(,#- day of January, 2012 

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