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Date(s) of inspection/Date(s) de Inspection No/ No de Pinspection Type of Inspection/Genre
Pinspection d’inspection
Nov 20, 21, 2012 2012_049143_0048 Critical Incident
Licensee/Titulaire de permis

ADA

EXTENDICARE FOR&NFE INC
3000 STEELES AVENUE EAST, SUITE 700, MARKHAM, ON, L3R-9W2

Long-Term Care Home/Foyer de soins de longue durée

EXTENDICARE GUILDWOOD
80 GUILDWOOD PARKWAY SCARBOROUGH, ON, M1E-1N9

Name of Inspector(s)/Nom de P'inspecteur ou des inspecteurs
PAUL MILLER (143)

Inspection Summary/Résume de I'inspection
The purpose of this inspection was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Nursing, the
Environmental Manager, a Registered Nurse, residents and a family member.

During the course of the inspection, the inspector(s) reviewed abuse policies and procedures, internal abuse
investigation documentation, reviewed a resident health care record inclusive of progress notes, physician
assessments and care plan, observed resident care and staff to resident interactions.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend . . Legendé

WN -~ Written Notification . . WN- Aws ecrit /

VPC — Voiuntary Plan of Correctton o : VPC - Plan de redressement volontaire

DR - Direclor Referra[ . DR - Aiguillage au directeur

CO- Compliance Order ~ . CO- Ordre de conformite .

"WAQO — Work and Activity Order . WAO = Ordres : travaux et activités

Non—c ompliance with requirements under the Long-Term Care  |Le non- respect des exigences de la Lol de 2007 sur lesfoyersde
“Homes Act. 2007 {LTCHA) was found. (A requirement under the{soins de longue durée (LESLD) a été constate. (Une exxgence de la
LTCHA includes the requirements contained in the items listed in|loi comprend les exigences qui font partie des éléments énumérés
the definition of "requirement under thrs Ac " in subsection 2(1) dans la definition de « exigence prevue par la presente iou », au

of the LTCHA ) ‘ . ' paragraphe 2(1)delaLFSLD.

Ce qui sust constl’me un avis écrit de non~respect aux termes du

The following constitutes written noﬁﬁcé’tiori‘of non-complianc:
» paragraphe 1 de l'article 152 de la LFSLD

under paragraph 1 of section 152 of the LTCHA.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 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/Faits saillants :

1. On a specified date the home submitted a Critical Incident Report to the Ministry of Health and Long Term Care. This
report indicated immediate actions to prevent recurrence as internal investigation is in the process. The results of the
abuse or neglect investigation were not reported to the Director.

The licensee has failed to comply with ON/Regulation 79/10 section 23.(2).

Issued on this 23rd day of November, 2012

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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