
I"~ 

tYontario 

Health System Accountability and Performance 
Division 
Performance Improvement and Compliance Branch 

Division de la responsabilisatlon et de la 
performance du systE!me de sante 
Direction de !'amelioration de la performance et de la 
conformitt'.i 

Ministry of Health and 
Long-Term Care 

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

Hamilton Service Area Office 
119 King Street West, 11th Floor 
HAMIL TON, ON, L8P-4Y7 
Telephone: (905) 546-8294 
Facsimile: (905) 546-8255 

Ministere de la Sante et des 
Soins de longue duree 

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

Bureau rElgiona! de services de Hamilton 
119, rue King Quest, 11i8m E!tage 
HAMILTON, ON, L8P-4Y7 
Telephone: (905) 546-8294 
Telecopleur: (905) 546-8255 

Public Copy/Gopie du public 

Date(s) of inspection/Date(s) de 
l1 inspection 

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

Feb 13, 14,23,24,Mar8,27,2012 2012_122156_0005 Critical Incident 

Licensee/Titulaire de permis 

THE CORPORATION OF HALDIMAND COUNTY 
45 Munsee Street. Box 400, Cayuga. ON. N0A-1E0 
Long-Term Care Home/Foyer de soins de longue duree 

GRANDVIEW LODGE/ DUNNVILLE 
657 LOCK STREET WEST DUNNVILLE ON N1A-1V9 

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

CAROL POLCZ 156 
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 Administrator, Director of Care (DOC), 
physician, Registered staff, Personal Support Workers 

During the course of the inspection, the inspector(s) interviewed applicable staff, reviewed the clinical record, 
toured dining room 
This inspection is in relation to Log #H-000256-12 

The following Inspection Protocols were used during this inspection: 

Nutrition and Hydration 

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 
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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 - Plan de redressement volontaire 
DR - AiguiUage au directeur 
CO~. Ordre de conformite 
WAO.,- Ordres : trava.ux e(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 (LTCHA) was found. (A requirementunder the soins de longue duree (LFSLD) a .ete constate. (Une exigence de la 
L TCHAincludes the requirements contained .in the.items Hsted.in loi comprend .!es exigences qui font partie des elements imumeres 
the definition of"requirenient.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 notificaUon of non'compliance 
under paragraph 1 of section 152 of.the LTCHA. 

ce:qui slllt_:c{)nStit°-e-UrfaviS 8crit de no_n-respect aux termes dll 
paragraphs 1 de !'article 152 de fa 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. (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 : 

1. The full care plan provided by the home did not set our clear directions for staff and others who provided direct care to 
a specified resident. The resident had specific conditions however, these were not included in the resident's full plan of 
care to provide clear direction for staff. 

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 clear directions to staff and others who provide direct care to the resident, 
to be implemented voluntarily. 

Issued on this 14th day of May, 2012 

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