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Date(s) of inspection/Date(s) de 
!'inspection 

Inspection No/ No de l'inspection Type of Inspection/Genre 
d1inspection 

Jun 18, 19,28,29,Jul24,2012 

Licensee/Titulaire de permis 

BENNETT HEAL TH CARE CENTRE 

2012_026147 _0021 Critical Incident 

1 Princess Anne Drive, Georgetown, ON, L7G-2B8 
Long-Term Care Home/Foyer de soins de longue duree 

BENNETT HEAL TH CARE CENTRE 
1 Princess Anne Drive, Georgetown, ON, L7G-2B8 

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

LALEH NEWELL 147 
Inspection Summary/Resume de !'inspection 

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

During the course of the inspection, the inspector(s) spoke with Administrator, Acting Director of Care, 
Assistance Director of Care, staff, residents and families, 

During the course of the inspection, the inspector(s) Reviewed resident's clinical chart, reviewed home's policy 
and procedure related to Falls Prevention, toured the home, and observed staff in routine duties, 

H-002084-11 
H-000755-12 

PLEASE NOTE: One non-compliance was found related to the Licensee's failure to comply with the plan of 
care. 
This non-compliance [LTCHA s.6(7)] was issued in Inspection #2010_026147_0020 conducted on July 18, 2012 
and is contained in the Report of that inspection, 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Personal Support Services 
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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 - Compliance Order 
WAO- Work and Activity Order 

Legends 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformit9 
WAO - Ordres : travaux et activites 

Non-compliance with requirements under the Long-Term Care Le non-respect des exigences de la Loi de 2007 sur Jes foyers de 
Homes Act, 2007 (LTCHA) was found. (A requirement under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
L TCHA includes the requirements contained in the items listed in loi comprend les exigences qui font partie des elements enumeres 
the definition of "requirement under this Act" in subsection 2(1) dans la dSfinition de« exigence pr8vue par la presents !oi », au 
of the LTCHA.) paragraphs 2(1) de la LFSLD. 

The following constitutes written notification of non-compliance 
under paragraph 1 of section 152 of the L TCHA. 

Ce qui suit constitue un avis 6crit de non-respect aux termes du 
paragraphs 1 de !'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 134. Residents' drug regimes 
Every licensee of a long-term care home shall ensure that, 
(a) when a resident is taking any drug or combination of drugs, including psychotropic drugs, there is 

monitoring and documentation of the resident's response and the effectiveness of the drugs appropriate to the 
risk level of the drugs; 
(b) appropriate actions are taken in response to any medication incident involving a resident and any adverse 

drug reaction to a drug or combination of drugs, including psychotropic drugs; and 
(c) there is, at least quarterly, a documented reassessment of each resident's drug regime. 0. Reg. 79/10, s. 

134. 

Findings/Fails saillants : 

1. The home failed to ensure that when a resident is taking any drug or combination of drugs, including psychotropic 
drugs, there is monitoring and documentation of the resident's response and the effectiveness of the drugs appropriate 
to the risk level of the drugs. [r. 134(a)] 

a. In 2012 a verbal order was given to the registered staff by the physician for an identified resident to have blood work 
completed. However, this request was not processed by the registered staff and there were no blood work results 
available. Subsequently the resident was admitted to the hospital with abnormal blood results. 

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 when a resident is 
taking any drug or combination of drugs, including psychotropic drugs, there is monitoring and documentation 
of the resident's response and the effectiveness of the drugs appropriate to the risk level of the drugs, to be 
implemented voluntarily. 

Issued on this 31st day of July, 2012 
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