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Inspection Summary/Resume de l'inspectlon 

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

During the course of the inspection, the inspector{s) spoke with Administrator, Director Of Care {DOC), 
Registered staff, Dietary staff, Personal Support Workers {PSW's), private caregiver 

During the course of the inspection, the inspector{s) reviewed the clinical record, reviewed internal investigation 
notes, interviewed staff that were working around the time the ring went missing, 
This inspection was related to Log #H-002435-11 

The following Inspection Protocols were used during this inspection: 

Nutrition and Hydration 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/ NON-RESPECT DES EXIGENCES 
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Legend 

WN - Written Notification 
VPC-' Voluntary Plan of Correction 
DR - . Dire.ctor Referral 
CO.,- Compliance Order 
WAO - Work and Activity Order 
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WN -. Avis ecrit 
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VPC -- Plan de i'edressemerit volontaire 
DR - Aiguillage ,iu directeur 
CO-, Ordre 1e conformite 
WAO -Ordres : trava.ux et activites 

Non-compliance with requirements unde.r the.Long, Term Care Le non-respect des exigences de la Loi de 2007 su.r Jes foyers de 
Homes Act, 2007 (LTCHA) was foynd, (A requirement under the soins.de longue duree (LFSLD) a.eta constate. (Une exigence de la 
LTCHA includesth_e requkements cont~inedin the.it.ems listed.in _loi comprend Jes exigences qui font partie _des elements enumeres 
the definition of ''.requirement under.this Act" in subsection 2(1) dans_la ~•finilion de« exigence prevue par la presente loi », au 
of the LTCHA.) • paragraphe 2(1) de la LFSLD. 

The fol!oWing _constitutes_ w_ritten··nOtificiJtion of non.:comp!iance • Ce qui suit ¢onstitUe un avis_eCrit de_non:resp·ect aux termes du 
·under paragraph tof section 152 of the LTCH_A. • paragraphe tde l'article_ 152 de la _LFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 23. Licensee must investigate, 
respond and act 

Specifically failed to comply with the following subsections: 

s. 23. (2) A licensee shall report to the Director the results of every investigation undertaken under clause (1) 
{a), and every action taken under clause (1) {b). 2007, c. 8, s. 23 (2). 

Findings/Fails saillants : 

1. The licensee failed to report the results of the investigation undertaken under clause (1) (a)to the Director. In 2011 an 
identified resident's ring went missing. The home received a complaint from the resident's family that the resident's 
engagement and wedding bands were stolen. The home initiated an internal investigation several days after the initial 
report where the residents' room, laundry and the home was searched. All staff who worked at the time were 
interviewed by the home management staff and a police report was made by the Administrator however, the home did 
not report the results of the investigation to the Director. 

Issued on this 14th day of May, 2012 

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

Page2of2 


