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The purpose of this inspection was to conduct a Critical Incident System 
inspection. 

This inspection was conducted on the following date(s): November 7, 2013, on 
site. 

During the course of the inspection, the inspector(s) spoke with the Assistant 
Director of Care, Registered Nursing Staff and Personal Support Workers. 

During the course of the inspection, the inspector(s) reviewed the health care 
record of an identified resident, including plans of care, progress notes and 
Point of Care information. In addition the inspector reviewed the home's 
investigation notes into the incident and observed the care of the identified 
resident. 

The following Inspection Protocols were used during this inspection: 
Hospitalization and Death 

Personal Support Services 

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 

Page 2 of/de 6 

Legende 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO- Ordre de conformite 
WAO- Ordres: travaux et activites 
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Non-compliance with requirements under 
the Long-Term CareHomes Aqt, 2007 
(LTCHA) was found. (A requirement 
under the L TCHA includes the 
requirements contained in the items listed 
in the definition of "requirement under this 
Act" in subsection 2(1 )of the L TCHA.) 

Le non-resp~ct des exigences de la Loi de 
2007 sur les foyers de soins de tongue 
duree (LFSLD} aete constate. (Urie 
exigence de la loi comprend les exigences 
qui font partie des elements enumeres 
dans la definition de « exigence prevue 
par la presente loi », au paragraphe 2(1) 
de la LFSLD. 

The following constitutes written C~ q~i suit constitue un avis ecrit de non-
notification of non-compliance under respect aux termes du paragraphe 1 de 
paragraph t of section 152 of the L TCHA. !'article 152 de la LFSLD. 

WN #1: 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: 

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; 2007, c. 8, s. 6 (1). 
(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1). 
(c) clear directions to staff and others who provide direct care to the resident. 
2007, C. 8, S. 6 (1 ). 

Findings/Faits saillants : 
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1. The licensee failed to comply with L TCHA 2007, S.O. 2007, c.8, s.6 (1 )(a), whereby 
the licensee did not ensure that there is a written plan of care for each resident that 
sets out, the planned care for the resident. 

The plan of care for an identified resident indicates that the resident is to have an 
alarm applied to both bed and chair, as applicable. Staff members, who regularly care 
for Resident #1, stated that the resident does not use an alarm with chair or bed. Staff 
could not recall if or when such an alarm alarm had been used by this resident. 

The current plan of care for an identified resident does not set out the planned care for 
the resident as it relates to the use of an alarm. [s. 6. (1) (a)] 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 110. 
Requirements relating to restraining by a physical device 
Specifically failed to comply with the following: 

s. 110. (7) Every licensee shall ensure that every use of a physical device to 
restrain a resident under section 31 of the Act is documented and, without 
limiting the generality of this requirement, the licensee shall ensure that the 
following are documented: • 
6. All assessment, reassessment and monitoring, including the resident's 
response. 0. Reg. 79/10, s. 110 (7). 
Findings/Faits saillants : 
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1. The licensee failed to comply with O.Reg 79/10, s. 110 (7) 6., whereby the licensee 
did not ensure that every use of a physical device to restrain a resident under section 
31 of the Act is documented and, without limiting the generality of this requirement, 
the licensee shall ensure that all assessment, reassessment and monitoring, including 
the resident's response are documented. 

In accordance with L TCHA 2007, s.31 (1) a resident may be restrained by a physical 
device if the restraining of the device is included in the resident's plan of care. With 
respect to a resident who is restrained under section 31 of the Act, requirements 
described in section 110 of the Regulations 79/10 must be met. In accordance with 
O.Reg 79/10, s.110(2)3., a restraint that is applied, under section 31 of the Act, shall 
be monitored at least every hour while a resident is restrained. 

The most current plan of care for an identified resident indicates the use of daily 
physical restraints. During the course of this inspection the resident was observed to 
have these physical restraints applied. 

Interviews with staff members, who regularly provide care to the identified resident, 
confirmed that the physical restraints are applied as per the plan of care. Staff were 
aware of the requirement to monitor the resident while restraints are applied. 

A review of the health care record for the identified resident, including progress notes 
and Follow Up Question reports from Point of Care, indicate that hourly monitoring of 
the physical restraints are not documented as required by section 110 of the 
Regulations. In addition, staff confirm that a physical restraint was applied on a 
specified date. The health care record does not include documentation of the 
application or removal of that physical restraint on that specified date. 
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Issued on this 12th day of November, 2013 
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Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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