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Public Copy/Gopie du public 

Date(s) of inspection/Date(s) de 
!'inspection 

May}I?. 11, 15, Jun 6, 2012 

Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

2012_027192_0024 Critical Incident 

Licensee/Titulaire de permis 

REVERA LONG TERM CARE INC. 
55 STANDISH COURT 8TH FLOOR MISSISSAUGA ON L5R-4B2 
Long-Term Care Home/Foyer de soins de longue duree 

GARDEN CITY MANOR 
168 Scott Street St. Catharines ON L2N-1H2 

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

DEBORA SAVILLE /192) 
Inspection Summary/Resume de l'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, Associate Director of Care, 
Registered Nurse, Personal Support Workers and an Environmental Aide related to H-000939-12. 

gqg I")'; 

During the course of the inspection, the inspector(s) Observed resident care, reviewed incident reports, and 
medical records, 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Responsive Behaviours 

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 ActMty Order 

Ministry of Health and 
Long-Term Care 

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

Legends 

WN - Avis ecrit . 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 les 
foyers de soins de longue 

VPC- Plande redressementvolontaire 
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 les foyers de 
Homes Act, 2007 (L TCHA) was found. (A requirement u.nder the soins de longue dun,e (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 presents loi », au 
of the LTCHA.) paragraphe 2(1) de la LFSLD. 

The following constitutes written notification of non-compliance 
under paragraph 1 of section 152 of the LTCHA. 

Ce qui suit ci>nstitue un avis ecrit de non-respect-aux termes du 
paragraphs 1 de !'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with LTCHA, 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/Fails saillants : 

1. Previously issued as a WN November 2010 and as a VPC May 2011. 

The licensee failed to ensure that care set out in the plan of care was provided to the resident as specified in the plan. [s. 
6. (7)] 

a) A specified resident was identified in the plan of care to require monitoring every 15 minutes. Interview with the 
Associate Director of Care and Registered staff confirm that the resident was to be on half hour monitoring related to the 
potential for elopement and aggressive behaviours directed at staff and co-residents. A documentation review was not 
effective in localing half hourly monitoring records for the resident in 2012 when he injured a co-resident. Interview with 
Personal Support Workers indicated that during the time of the incident the resident was not monitored half hourly or 
every 15 minutes as the plan of care directs. 

Additional Required Actions: 

CO# - 001 will be served on the licensee. Refer to the "Order(s) of the Inspector". 

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 19. Duty to protect 

Specifically failed to comply with the following subsections: 

s. 19. (1) Every licensee of a long-term care home shall protect residents from abuse by anyone and shall 
ensure that residents are not neglected by the licensee or staff. 2007, c. 8, s. 19 (1). 

Findings/Fails saillants : 
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1. The licensee failed to ensure that a specified resident was protected from abuse by anyone. [s. 19. (1)] 

a) A specified resident was injured by a co-resident in 2012, resulting in transfer to hospital. 

b) The resident had known aggressive behaviours and the plan of care indicates that there was to be monitoring every 
15 minutes. Interview with the Associate Director of Care and registered staff indicate that the resident was on half 
hourly monitoring. There is no documentation of half hour monitoring available during this inspection and a personal 
support worker responsible for the resident's care indicated that he had not been monitored in the previous half hour as 
she had been on a break. 

c) A specified resident was known to interact with residents who may enter the room and was to be monitored every half 
hour and activity to be recorded on the Dementia Observation Sheet. The last recorded observation was approximately 
30 minutes prior to being found with injuries as a result of an incident from a co-resident. 

d) The frequency of monitoring for the specified residents was insufficient to protect a designated resident from being 
injured by a co-resident. 

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 ensuring that residents are protected 
from abuse by anyone, to be implemented voluntarily. 

Issued on this 12th day of June, 2012 

Signature of lnspector(s)ISignature de l'inspecteur ou des inspecteurs 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 el/ou 
de !'article 154 c/e la Loi de 2007 sur Jes foyers 
de soins de longue duree, L 0. 2007, chap. 8 

Health System Accountability and Performance Division 
Performance Improvement and Compliance Branch 

Division de la responsabilisation et de la performance du systeme de sante 
Direction de l'amelloratlon de la performance et de la conformite 

Name of Inspector (ID#)/ 
Norn de l'inspecteur (No) : 

Inspection No. / 
No de !'inspection : 

Type of Inspection / 
Genre d'inspection: 

Date of Inspection / 
Date de !'inspection : 

Licensee/ 
Titulaire de permis : 

DEBORA SAVILLE (192) 

2012_027192_0024 

Critical Incident 

May $?11, 15, Jun 6, 2012 

REVERA LONG TERM CARE INC. 

Public Copy/Copie du public 

55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, L5R-482 
LTC Home/ 
Foyer de SLD : 

Name of Administrator/ 
Norn de l'administratrice 
ou de l'administrateur: 

GARDEN CITY MANOR 
168 Scott Street, St. Catharines, ON, L2N-1H2 

KIM WIDDICOMBE 

To REVERA LONG TERM CARE INC., you are hereby required to comply with the following order(s) by the date(s) set 
out below: 
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Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux terrnes de !'article 153 et/ou 
de !'article 154 de la Loi de 2007 sur/es foyers 
de soins de longue duree, LO. 2007, chap. 8 

Order#/ 
Ordre no: 001 

Order Type I 
Genre d'ordre : Compliance Orders, s. 153. (1) (b) 

Pursuant to/ Aux termes de : 

LTCHA, 2007 S.O. 2007, c.8, 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). 

Order I Ordre : 

The licensee shall prepare and submit a plan to ensure that specified residents who required monitoring related 
to the presence of responsive behaviours are monitored and documentation is completed at the frequency 
determined necessary by resident specific assessment completed for these residents. 

The plan shall be implemented. 

The plan shall be submitted electronically to Inspector Debora Saville, Ministry of Health and Long Term Care, 
Performance Improvement and Compliance Branch, Hamilton Service Area Office at debora.saville@ontario.ca 
by the end of business on June 13, 2012. 

Grounds I Motifs : 

1. Previously issued as a WN November 2010, and as a VPC May 2011. 

The licensee failed to ensure that care set out in the plan of care provided to the resident as specified in the plan. 
[2007, C. 8, S. 6 (7)] 

a) A specified resident was identified in the plan of care to require monitoring every 15 minutes. Interview with 
the Associate Director of Care and Registered staff confirm that the resident was to be on half hour monitoring 
related to the potential for elopement and aggressive behaviours directed at staff and co-residents. A 
documentation review was not effective in locating half hourly monitoring records for the resident in 2012 when 
he injured a co-resident. Interview with Personal Support Workers indicated that during the time of the incident 
the resident was not monitored half hourly or every 15 minutes as the plan of care directs. (192) 

This order must be complied with by/ 
Vous devez vous conformer a eel ordre d'ici le : Jun 15, 2012 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 
de !'article 154 c/e la Loi c/e 2007 sur /es foyers 
c/e soins c/e longue duree, LO. 2007, chap. 8 

REVIEW/APPEAL INFORMATION 

TAKE NOTICE: 

The licensee has the right to request a review by the Director of this (these) Order(s) and to request that the Director stay this (these) Order(s) In 
accordance with section 163 of the Long•Term Care Homes Act, 2007. 

The request for review by the Director must be made in writing and be served on the Director within 28 days from the day the order was served on the 
licensee. 

The written request for review must include, 

{a) the portions of the order in respect of which the review is requested; 
(b) any submissions that the Licensee wishes the Director to consider; and 
(c) an address for se1Vices for the Licensee. 

The written request for review must be se1Ved personally, by registered mail or by fax upon: 
Director 
c/o Appeals Coordinator 
Performance Improvement and Compliance Branch 
Ministry of Health and Long-Term Care 
55 St. Clair Avenue West 
Suite 800, 8th Floor 
Toronto, ON M4V 2Y2 
Fax: 416-327-7603 

When service Is made by registered mail, it Is deemed to be made on the fifth day after the day of mailing and when se1Vice is made by fax, it is 
deemed to be made on the first business day after the day the fax is sent. If the Licensee Is not se1Ved with written notice of the Director's decision 
within 28 days of receipt of the licensee's request for review, this(these) Order(s) is(are) deemed to be confirmed by the Director and the Licensee is 
deemed to have been se1Ved with a copy of that decision on the expiry of the 28 day period. 

The Licensee has the right to appeal the Director's decision on a request for review of an Inspector's Order(s) to the Health Services Appeal and 
Review Board (HSARB) in accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is an independent tribunal not 
connected with the Ministry. They are estabHshed by legislation to review matters concerning health care services. If the Licensee decides to request a 
hearing, the Licensee must, within 28 days of being served with the notice of the Director's decision, give a written notice of appeal to both: 

Health Services Appeal and Review Board and the 

Attention Registrar 
151 Bloor Street West 
9th Floor 
Toronto, ON M5S 2T5 

Director 

Director 
c/o Appeals Coordinator 
Performance Improvement and Compliance Branch 
Ministry of Health and Long-Term Care 
55 St. Clair Avenue West 
Suite 800, 8th Floor 
Toronto, ON M4V 2Y2 
Fax: 416-327-7603 

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide instructions regarding the appeal process. The Licensee may learn 
more about the HSARB on the website www.hsarb.on.ca. 
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Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 
de !'article 154 de la Loi de 2007 sur/es foyers 
de soins de longue duree, LO. 2007, chap. 8 

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL 

PRENDRE AVIS 

En vertu de !'article 163 de la Loi de 2007 sur les foyers de soins de longue duree, le titulaire de permis peut demander au directeur de reexaminer 
l'ordre ou las ordres qu'il a donne et d'en suspendre l'execution. 

La demande de reexamen doit etre presentee par E!crit et est signlfi8e au directeur dans Jes 28 jours qui suivent la signification de l'ordre au titulalre de 
permis. 

la demande de reexamen dolt contenir ce qui suit : 

a) les parties de l'ordre qui font l'objet de la demande de reexamen; 
b) les observations que le titulaire de permis souhaite que le directeur examine; 
c) l'adresse du titulaire de permis aux fins de signification. 

La demande Scrite est signifiee en personne ou envoy6e par courrier recommande ou par telecopieur au : 

Directeur 
a/s Coordinateur des appels 
Direction de l'am6Iioration de la performance et de la conformite 
Ministere de la Sante et des Soins de longue duree 
55, avenue St. Clair Quest 
Se etage, bureau 800 
Toronto (Ontario) M4V 2Y2 
T818copieur: 416-327-7603 

Les demandes envoySes par courrier recommand6 sont r6put6es avoir eta signifiSes le cinquieme jour suivant l'envo! et, en cas de transmission par 
t6l6copieur, la signification est reputes faite le jour ouvrable suivant l'envoi. SI le titulaire de permis ne rei;oit pas d'avis Scrit de la dScis!on du directeur 
dans les 28 jours suivant la signification de la demande de reexamen, l'ordre ou Jes ordres sont reputes confinnSs par le directeur. Dans ce cas, le 
titulaire de permis est repute avotr re9u une copie de la d6cision avant l'explration du d81ai de 28 jours. 

En vertu de !'article 164 de la Loi de 2007 sur les foyers de soins de longue duree, le titu!aire de permis a le droit d'interjeter appel, aupres de la 
Commission d'appel et de revision des services de sante, de la dScision rendue par le directeur au sujet d'une demande de rSexamen d'un ordre ou 
d'ordres donn6s par un inspecteur. La Commission est un tribunal ind8pendant du ministers. ll a ete Stabli en vertu de la Joi et ii a pour mandat de 
trancher des litiges concemant les seivices de sante. Le titulaire de permis qui dScide de demander une audience doit, dans Jes 28 jours qui suivent 
celui oU lui a 6t6 signifie l'avis de dSclslon du directeur, faire parvenir un avis d'appel 6crit aux deux endrotts sutvants: 

A ]'attention du registraire 
Commission d'appel et de revision des services de sante 
151, rue Bloor Quest, 9e Stage 
Toronto (Ontario) M5S 2T5 

Directeur 
a/s Coordinateur des appels 
Direction de l'amSlioration de la performance et de la confonnit6 
Ministers de la Santa et des Soins de longue duree 
55, avenue St. Clair Quest 
Be Stage, bureau 800 
Toronto (Ontario) M4V 2Y2 
Tt3l6copieur: 416-327-7603 

La Commission accusera reception des avis d'appel et transmettra des Instructions sur la fai;on de proc€lder pour interjeter appel. Les litulaires de 
permis peuvent se renseigner sur la Commission d'appel et de revision des services de sante en consultant son site Web, au www.hsarb.on.ca. 

Issued on this 6th day of June, 2012 

Signature of Inspector/ 
Signature de l'inspecteur: 

Name of Inspector/ 
Norn de l'inspecteur: 

Service Area Office / 
Bureau regional de services : 
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