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Inspection Summary/Resume de !'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 Director of Care and registered staff. 

During the course of the inspection, the inspector(s} Interviewed staff,reviewed critical incident reports and 
reviewed clinical records. 

The following Inspection Protocols were used during this inspection: 

Critical Incident Response 

Falls Prevention 

Findings of Non-Compliance were found during this inspection, 

NON-COMPLIANCE /NON-RESPECT DES EXIGENCES 
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Legend 

WN - ·. Written Notification 
VPC- Voluntary Plan of Correction 
DR-. Director Referral • 
CO - . Compliance Order 
WAO ~ Work and Activity. Order 

Ministry of Health and 
Long-Term Care 

Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Legends 

WN - Avis ecrit; . .. . .... 
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VPC -Plan <le redressement volontaire 
DR~·· Aigulllage au directeur 
CO - Ordre de conformiM ... •· . 
WAO - Ordres : travaux.et activites 

Non'compliancewith requirements .under the Long, T errn· Care. . Le non'iespect.des exigences de. la Loi• de 2007.sur.les ·foyers de 
HoinesAct, 2007 (LTCl:fA)was lound.(A requirement under the .s.oins .d<> longue dure.~ .. (LFSLD) a et.e constate. (Une exigence de la 
LTCHA. inclu.des th.<> requirements contained in the items .listed .in loi comprend .les. exigences qujfont partie des elements enumeres 
the definition of "requirement.under this Act" i.n su.bsection 2(1) dansJa definition de «exigence.prevue parla presente loi », au 
:of the LTCHA) paragraphe 2(1)de la LfSLD, 

The following constitute.s wrtttennotmc,dion ofnon-compllance 
• und.er paragraph.1 ofsectlon .152 of the L TCHA. 

. ,•','' 

C,8'q'u_fsun _pl_nsUJUB' u·n:aVis•ecrit de non-:-r0spect aux termes du 
paragraphe lde l'articleJ52 de Ja.LFSLD. 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s, 107. Reports re critical incidents 

Specifically failed to comply with the following subsections: 

s.107. (3) The licensee shall ensure that the Director is informed of the following incidents in the home no later 
than one business day after the occurrence of the incident, followed by the report required under subsection 
(4): 
1. A resident who is missing for less than three hours and who returns to the home with no injury or adverse 

change in condition. 
2. An environmental hazard, including a breakdown or failure of the security system or a breakdown of major 

equipment or a system in the home that affects the provision of care or the safety, security or well-being of 
residents for a period greater than six hours. 
3. A missing or unaccounted for controlled substance. 
4. An injury in respect of which a person is taken to hospital. 
5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. 0. Reg. 

79/10, s. 107 (3). 

Findings/Fails saillants : 

1. The licensee did not inform the Director no later than one business day after the occurrence of an injury in respect of 
which a person is taken to hospital. In 2011 an identified resident sustained a fall with injury. The resident was sent to 
hospital for treatment, however the Cl report was not reported to the Director within the required timeframe. In 2011, a 
second resident sustained a fall with injury requiring a same day transfer to hospital for treatment. This Cl report was not 
reported to the Director within the required timeframe. 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance to ensure the licensee informs the 
Director no later than one business day after the occurrence of an injury in respect of which a person is taken to 
hospital, to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with LTCHA, 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/Fails saillants : 

The licensee of the long-term care home did not ensure that there was a written plan of care for each resident that sets 
out the planned care for the resident; the goals the care is intended to achieve and clear directions to staff and others 
who provide direct care to the resident. A post falls assessment completed for an identified resident, following a fall with 
injury in 2011, identified specific safety measures to prevent reoccurrence, however, this information was not made 
available on the document known as the "care plan", which provides direction to staff providing care. The "care plan" did 
not identify other safety measures required to ensure the resident's safety. 

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 there is a written plan 
of care for each resident that sets out the planned care for the resident; the goals the care is intended to 
achieve; and provides clear directions to staff and others who provide direct care to the resident, to be 
implemented voluntarily. 

Issued on this 17th day of November, 2011 

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