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Inspection Summary/Resume de !'inspection 

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

During the course of the inspection, the inspector(s) spoke with Acting Administrator, Director of Care, 
Corporate Nurse Consultant, Nurse Manager, Registered Nursing Staff, PSW staff, residents. 

During the course of the inspection, the inspector(s) Reviewed health records for identified residents, reviewed 
policy and procedures, conducted a walk through of the care unit 

The following Inspection Protocols were used during this inspection: 

Preventio_n of Abuse, Neglect and Retaliation 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/ NON-RESPECT DES EXIGENCES 
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VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 

VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 

WAO - Work and Activity Order 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 les foyers de 
Homes Act, 2007 (L TCHA) 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 definition de « exigence prevue par la presente loi », au 
of the L TCHA.) paragraphe 2(1) de la LFSLD. 

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

Ce qui suit constitue un avis ecrit de non-respect aux termes du 
paragraphe 1 de !'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. (1) Every licensee of a long-term care home shall ensure that, · 
(a) every alleged, suspected or withessed incident of the following that the licensee knows of, or that is 

reported to the licensee, is immediately investigated: 
(i) abuse of a resident by anyone, 
(ii) neglect of a resident by the licensee or staff, or 
(iii) anything else provided for in the regulations; 
(b) appropriate action is taken in response to every such incident; and 
(c) any requirements that are provided for in the regulations for investigating an9 responding as required under 

clauses (a) and (b) are complied with. 2007, c. 8, s. 23 (1). 

Findings/Faits saillants : 

1. On August 3, 2011 a resident reported to the licensee that they had been assaulted by another resident in which the 
resident was hit on the head. The licensee did not investigate this allegation until August 28, 2011 . 

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 by ensuring every alleged, suspected 
or witnessed incident of abuse that the licensee knows of, or that is reported to the licensee, is immediately 
investigated, and that the results of the investigation are reported to the Director,, to be implemented 
voluntarily. 

WN #2: The Licensee h;is failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 24. Reporting certain matters to 
Oirector 
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s. 24. (1) A person who has reasonable grounds to suspect that any of the following has occurred or may occur 
shall immediately report the suspicion and the information upon which it is based to the Director: 
1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the 

resident. 
2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk 
of harm to the resident. 
3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 
4. Mis.use or misappropriation of a resident's money. 
5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health Syste·m 

Integration.Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2). 

Findings/Faits saillants : 

1. On or about July 30, 2011 a resident alleged that they were hit on the head by another resident. The assault was 
reported to the licensee on August 3, 2011. 
The licensee did not meet the legislation by failing to report this suspicion of abuse of a resident by anyone to the 
Director. 

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 all persons working 
within the home who has reasonable grounds to suspect that Abuse of a resident by anyone that resulted in 
harm or a risk of harm to the resident shall immediately report the suspicion and the information upon which it 
is based to the Director, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 1"04. Licensees who report investigations under 
s. 23 (2) of Act 

Specifically failed to comply with the following subsections: 

s. 104. (2) Subject to subsection (3), the licensee shall make the report within 10 days of becoming aware of the 
alleged, suspected ot witnessed incident, or at an earlier date if required by the Director. 0. Reg. 79/10, s. 104 
(2). 

Findings/Faits saillants : 

1. The licensee became aware of an allegation of abuse of a resident. The licensee failed to ensure that a report was 
made to the Director within 10 days of becoming aware of the alleged abuse. 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 129. Safe storage of drugs 

Specifically failed to comply with the following subsections: • 

s. 129. (1) Every licensee of a long-term care home shall ensure that, 
(a) drugs are stored in an area or a medication cart, 
(i) that is used exclusively for drugs and drug-related supplies, 
(ii) that is secure and locked, . 
(iii) that protects the drugs from heat, light, humidity or other environmental conditions in order to maintain 

efficacy, and 
(iv) that C()mplies with manufacturer's instructions for the storage of the drugs; and 
(b) controlled substances are stored in a separate, double-locked stationary cupboard in the locked area or 
stored in a separate locked area within the locked medication cart. 0. Reg. 79/10, s; 129 (1). 
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1. The Inspector found a medication cart to be sitting in the resident lounge area where there were approximately 10 
residents sitting. The cart was unlocked and the medications were therefore accessible to the residents. Inspector 
reported unsafe situation to a PSW staff member and asked her to find a safe place to put the cart until the registered 
staff member returned to the floor. 
It is noted that the lock on the medication cart was corrected on the date that the Inspector reported it to the licensee. 

WN #5: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 15. Accommodation services 

Specifically failed to comply with the following subsections: 

s. 15. (2) Every licensee of a long-term care home shall ensure that, 
(a) the home, furnishings and equipment are kept clean and sanitary; 
(b) each resident's linen and personal clothing is collected, sorted, cleaned arid delivered; and 
(c) the home, furnishings and equipment are maintained in a safe condition and in a good state of repair. 2007, 

_ c. 8, s. 15 (2). 

Findings/Faits saillants : 

1. The baseboard heater in the quiet room on the second floor lacks the appropriate protective cover. The sharp heating 
coils are exposed posing a risk of injury to an individual. 
It is noted that this has been corrected and a protective cover has been installed since Inspector reported it to the 
licensee. 

THE FOLLOWING NON-COMPLIANCE AND/OR ACTION(S)/ORDER(S) HAVE BEEN COMPLIED WITH/ 
LES CAS DE NON-RESPECTS ET/OU LES ACTIONS ET/OU LES ORDRES SUIVANT SONT MAINTl:NANT 
CONFORME AUX EXIGENCES: 

CORRECTED NON-COMPLIANCE/ORDER(S) 
REDRESSEMENT EN CAS DE NON-RESPECT OU LES ORDERS: 

REQUIREMENT/ TYPE OF ACTION/ INSPECTION # / NO INSPECTOR ID #/ 
EXIGENCE GENRE DE MESURE DE L'INSPECTION NO DE L'INSPECTEUR 

' 

O.Reg 79/10 r. 8. co #901 2011 077109 0012 109 

Issued on this 3rd day of October, 2011 

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