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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 the home's Administrator and Director of Care. 

During the course of the inspection, the inspector(s) reviewed the clinical health record of four identified 
residents, observed care practices and procedures on an identified unit. 

The following Inspection Protocols were used during this inspection: 

Critical Incident Response 

Medication 

Personal Support Services 

Prevention of Abuse, Neglect and Retaliation 

Reporting and Complaints 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES 
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WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO-Work and Activity Order 
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WN - Avis ecrit 
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VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
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 !es 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 TCHA. 

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 O.Reg 79/10, s. 131. Administration of drugs 

Specifically failed to comply with the following subsections: 

s. 131. (2) The licensee shall ensure that drugs are administered to residents in accordance with the directions 
for use specified by the prescriber. 0. Reg. 79/10, s. 131 (2). 

Findings/Fails saillants : 

1. Medication administration records for resident #01 indicate that an identified medication was not administered to the 
resident in accordance with the directions for use specified by the prescriber on as follows: 
- On two dates in August, two dates in September, and three dates in October, the Medication Administration Record for 
2100 hours was coded "5" to reflect "Drug Ordered not Received". Progress notes for the resident indicate that the home 
was awaiting delivery from the pharmacy. 
- On two dates in October, the Medication Administration Record for 2100 hours was coded "7" to reflect "Other", with 
no further explanation of why the medication was not administered. [r.131 (2)] 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents 

Specifically failed to comply with the following subsections: 

s. 97. (1) Every licensee of a long-term care home shall ensure that the resident's substitute decision-maker, if 
any, and any other person specified by the resident, 
(a) are notified immediately upon the licensee becoming aware of an alleged, suspected or witnessed incident 
of abuse or neglect of the resident that has resulted in a physical injury or pain to the resident or that causes 
distress to the resident that could potentially be detrimental to the resident's health or well-being; and 
(b) are notified within 12 hours upon the licensee becoming aware of any other alleged, suspected or witnessed 

incident of abuse or neglect of the resident. 0. Reg. 79/10, s. 97 (1 ). 

Findings/Faits saillants : 
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1. The licensee failed to immediately notify a resident's substitute decision maker of a witnessed incident of abuse of a 
resident that caused distress to the resident and was potentially detrimental to the resident's well-being, as evidenced by 
the following: 
- Progress notes indicate that resident #01 was very resistive to admission to the home and for a period of time refused 
to enter the building and subsequently refused to enter the care unit. It was noted that that the resident's family member 
was very anxious. 
- Three days after the resident's admission staff investigated a "loud scream" and found another resident striking resident 
#01. The resident did not have any physical injury but was noted to be upset by the incident. PSW progress notes 
recorded on the date of the incident at 1330 hours indicates that the resident was very "upset and crying" as a result of 
this incident. 
- An RN entry in the progress notes at 1417 hours the day following this incident states the resident's Substitute Decision 
Maker was notified about the about the incident which occurred the previous day. 
- A progress note entry five days later describes bruising on both forearms and upper left arm, right thigh and lower left 
leg. Notes state the resident "did have an altercation with another resident since admission which may be the cause". 
[r.97(1 )(a)] 

WN #3: The Licensee has failed to comply with L TCHA, 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). 

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at 
least every six months and at any other time when, 
(a) a goal in the plan is met; 
(b) the resident's care needs change or care set out in the plan is no longer necessary; or 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 

Findings/Faits saillants : 

1. Progress notes and Head to Toe Skin Assessments for resident #01 indicate 6 occasions over the period of a year 
where the resident had bruising. On all but one of these occasions the bruising was of an unknown origin. The residents 
plan of care fails to provide clear direction to staff related to the resident's tendency for bruising and preventative, 
protective interventions are not identified. [s.6(1)(c)] 
2. Progress notes for resident #01 indicate a change of medications, to be assessed related to the resident's tendency to 
bruise easily. The plan of care does not indicate any further assessment related to this change of 
medication. The resident's MOS assessment does not identify that resident bruises easily or provide direction for any 
assessments or interventions required.[s.6.(10(b)] 

Issued on this 8th day of May, 2012 
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