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Inspection Summary/Sommaire d'inspection 

The purpose of this inspection was to conduct a CIS inspection related to a resident who sustained a serious 
injury from a fall. 

During the course of the inspection, the inspector spoke with the Administrator, the Director of Care and a 
PSW on the first. floor. 

During the course of the inspection, the inspector observed the resident and reviewed the health record. 

The following Inspection Protocols were during this inspection: 
Medication, Minimizing restraints 

[gj Findings of Non-Compliance were found during this inspection. The following action was taken: 

. 
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NON- COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN- Written Notifications/Avis ecrit 
VPC - Voluntary Plan of Correction/Plan de redressement volontaire 
DR- Director Referral/Regisseur envoye 
CO- Compliance Order/Ordres de conformite 
WAO - Work and Activity Order/Ordres: travaux et activites 

The following constitutes written notification of non-compliance under Le suivant constituer un avis d'ecrit de !'exigence prevue le paragraphe 1 
paragraph 1 of section 152 of the L TCHA. de section 152 de les foyers de soins de longue duree. 

Non-compliance with requirements under the Long-Term Care Homes Non-respect avec les exigences sur le Loi de 2007 /es foyers de soins de 
Act, 2007 (L TCHA) was found. (A requirement under the L TCHA includes 
the requ'irements contained in the items listed in the definition of 

longue duree a trouve. (Une exigence dans le loi comprend les exigences 
contenues dans les points enumeres dans la definition de "exigence ~ 

"requirement under this Act'.' in_ subsection 2(1) of the L TCHA.) prevue par la presente loi" au paragraphe 2(1) de la loi. 

WN #1: The Licensee has failed to comply with O.Reg. 79/10, s.131 (2) The licensee shall ensure that drugs 
are administered to residents in accordance with the directions for use specified by the prescriber. 

-
Findings: 
1. An identified resident was not administered a drug in accordance with the directions for use as 
specified by the prescriber. 

Inspector ID #: 1111 

WN #2: The Licensee has failed to comply with L TCHA, 2007, S.O. 2007, c.8, s.31 (3). If a resident is being 
restrained by a physical device under subsection (1 ), the licensee shall ensure that, (d) the resident's 
condition is reassessed and the effectiveness of the restraining evaluated, in accordance with the 
requirements provided for in the regulations 

Findings: 
1. An identified resident being restrained was not reassessed when it was determined that the 

• use of the restraint was ineffective. 
I :i 1_1 

···-·---~--

Inspector ID#: 

WN #3: The Licensee has failed to comply with O.Reg. 79/10, s.26 (3). 
A plan of care must be based on, at a minimum, i~terdisciplinary assessment of the following with the respect 
to the residents: 
10. Health conditions, including allergies, pain, risk of falls and other special needs. 
19. Safety risks. 

Findings: 
1. An identified resident at risk for falls did not have a plan of care in place to address the safety 

risks and the risk for falls and the resident sustained serious injuries as a result. 

Inspector ID#: 111 
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WN #4: The Licensee has failed to comply with LTCHA 2007, S.O. 2007, c.8, s.6 (2) The licensee shall 
ensure that the care set out in the plan of care is based on an assessment of the resident and the need and 
preferences of that resident. 
Findings: 

An identified resident who sustained serious injury from a fall did not receive care based on the 
current assessed needs of that resident. 

Inspector ID#: 111_1 
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