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Mandatory Reporting 

1nspectic)n summary/Risumf•.fi11$pect1on 

The purpose of this inspection was to conduct a Mandatory Reporting inspection. 

During the course of the inspection, the inspector(s) spoke with the acting Administrator, registered staff, 
personal support workers (PSWs), and residents. 

During the course of the inspection, the inspector(s) walked through resident home areas, observed resident 
care, reviewed health care records, critical incident information, in service/training documentation, and policies 
and procedures. 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Prevention of Abuse, Neglect and Retaliation 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

NQN .. OOMRUANCE I NON-RESPECT,DES leXIG!NCES 
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VPO .- 'Plan de ~~nt volollbilire 
DR,:_ J\iguiltageau cilr®teur 
CO:- • Ol'd~cie:conformite 
WAO:- Ordfes.: ~aux etactrvites 

Nori~comp,liance wittHeq11tremer1ts ur:idettlleLOl'.'Q"l°ffm1Carre. •·•· • :t.e non'if8$pect·tJ• :exi~rtee$.de fa Lolde 2007sur las foyers de 
Homes Act, 2007 (LTCHA} waatound; (Atequirementun~f the ~ins <fe: longue du~ (LFSL{.}) aettu:onstate. (Une exigence de la 
LTCHA • includeaffietequiremenm.eontaim~d,inthe items listed in tt>iCQmp~/ffls exig~ q1.1i font partiedes etenmnm enumeres 
the definition of "requirement Under ffiisAdt" tn s1Jbsecliort2(1 J • dens laNtfini;tto1n:le « exigence prevue parcta preseme loi », au 
of the L TCHA.) paragra~ 2(1Jdela L.ESLO. 

The following constitutes written not~on of OOll:-COmPlifnce 
under paragraph 1 of.$8ci:ton 152 oU~e LTCHA. 

Ce qui suit constitue ur,ravis ecrit de.non--respect aux termes.du 
paragtaphel de l'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 subsections: 

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified 
in the plan. 2007, c. 8, s. 6 (7). 

Findings/Faits saillants : 

1. The licensee has not ensured that the care set out in the plan of care is provided to the resident as specified in the 
plan. Inspector interviewed the Acting Administrator on March 29, 2012 about a resident who had a fall in December 
2011 which resulted in a fracture of the right humerus. The Acting Administrator indicates that the PSW who was 
responsible for the care of the resident on that day and shift did not assist the resident as required in the plan of care 
with regards to toileting. It was explained to the inspector that when the PSW heard the bed alann go off the PSW 
peaked in through the doorway and thought the resident had already made their way to the bathroom, however the PSW 
did not enter the room and assist the resident with toileting. The Acting Administrator reported that it is assumed that the 
resident likely fell on the return from the bathroom. The plan of care for the resident prior to the fall indicated that they 
required a one person assist for toileting, however the PSW did not provide this assistance. This resident did not receive 
the care as specified in their plan of care. [L TCHA, 2007 S.O. 2007, c.8,s.6(7)] 

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 residents receive 
the care as specified in their plans of care, to be implemented voluntarily. 

Issued on this 20th day of April, 2012 
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