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Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

LYNDA BROWN (111) 
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 Administrator, Director of Care(DOC), one 
Registered Nurse (RN), two Registered Practical Nurses (RPN), two Personal Support workers (PSW), and two 
residents. 

During the course of the inspection, the inspector(s) conducted two complaint inspections (log 002069 & 
002557), observation two residents on April 10 & 11, 2012 at various times. Reviewed two residents health 
records, the homes internal investigation records and related policies. 

The following Inspection Protocols were used during this inspectio,n: 

Prevention of Abuse, Neglect and Retaliation 

Skin and Wound Care 

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 !es 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 les 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 LTCHA, 2007 S.O. 2007, c.8, s. 24. Reporting certain matters to 
Director 

Specifically failed to comply with the following subsections: 

s. 24. (1) A person who has reasonable grounds to suspect that any of the following has occurred or may occur 
shall immediately report the suspicion and the information upon which it is based to the Director: 
1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the 

resident. 
2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk 

of harm to the resident. 
3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 
4. Misuse or misappropriation of a resident's money. 
5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System 

Integration Act, 2006. 2007, c. 8, ss. 24 (1 ), 195 (2). 

Findings/Faits saillants : 

1 . Log 002069 
A staff to resident abuse incident occurred and was not reported to the Director until the Critical Incident Report was 
submitted 11 days later.(s.24(1 )2) 

WN #2: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 76. Training 

Specifically failed to comply with the following subsections: 

s. 76. (4) Every licensee shall ensure that the persons who have received training under subsection (2) receive 
retraining in the areas mentioned in that subsection at times or at intervals provided for in the regulations. 
200~c.8,s.76.(4). 

Findings/Faits saillants : 

1 . Log 002069 
Review of the training records indicated the staff involved in the staff to resident abuse incident had not received re­
training in abuse prevention. 

WN #3: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 
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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). 

Findings/Faits saillants : 

1 . Log 002069 
Review of the health record for resident #2 indicated the resident has demonstrated on-going responsive behaviours and 
the written plan of care did not include the planned care, the goals the care is intended to achieve or clear direction to 
staff and others who provide direct care to the resident related to the demonstrated responsive behaviours. (s.6(1)(a)(b) 
(c)) 
2. Log 002557 
Review of the health record for resident #1 indicated the resident has special treatments ordered including medications 
and a new diagnosis and the written plan of care did not include the planned care, the goals the care is intended to 
achieve or clear direction to staff and others who provide direct care to the resident related to the use those special 
treatments.( s.6( 1 )(a)(b )( c)) 

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 the residents have a 
written plan of care that includes the planned care, goals the care is intended to achieve and clear direction to 
staff and others involved in the residents care related to responsive behaviours and specialized treatments, to 
be implemented voluntarily. 

Issued on this 2nd day of May, 2012 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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