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The purpose of this inspection was to conduct a Complaint inspection. 

This inspection was conducted on the following date(s): January 16, 17, 2013 

This inspection was conducted concurrently with Complaint inspection H-00950-
12 and Cl inspection H-001579-12. 

During the course of the inspection, the inspector(s) spoke with the 
administrator, Director of Care (DOC), registered staff, Personal Support 
Workers (PSW's) and residents. 

During the course of the inspection, the inspector(s) toured the home and 
reviewed the health record of a specific resident. 

The following Inspection Protocols were used during this inspection: 
Dignity, Choice and Privacy 

Findings of Non-Compliance were found during this inspection. 
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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 folloVJing: 

s. 6. (5) The licensee shall ensure that the resident, the resident's substitute 
decision-maker, if any, and any other persons designated by the resident or 
substitute decision-maker are given an opportunity to participate fully in the 
development and implementation of the resident's plan of care. 2007, c. 8, s. 6 
(5). 

Findings/Faits saillants : 
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1. The licensee did not ensure that the SOM had been given the opportunity to 
participate fully in the development and implementation of the plan of care. 
1. The home discontinued, on admission, 5 of 8 medications that resident 001 had 
been taking prior to admission and decreased the dose of another. According to the 
SOM and the health record, the SOM requested on 5 occasions in one month, that the 
resident's medications be re-started. The request was denied; the SDM's participation 
in the plan of care was effectively denied. This information is confirmed by the SOM, 
the record and the DOC. 
2. On a specific date, the SOM visited resident 001 at 2 pm and enquired why the bed 
was low to the floor and restricting the resident's ability to get out of the bed to go to 
the bathroom. When the explanation of falls risk was presented, the SOM assured the 
nurse that there had never been a fall and the bed needed to be returned to normal 
position. This was not done as the record indicates on a later date that the bed was 
low to the floor on day shift. This was confirmed by the health record and the SOM. 
3. The SOM voiced concern on a certain date, that resident 001 had an infection and 
requested a specimen be obtained. The SOM stated that the resident had been more 
confused and the urine was concentrated. The request was declined. The records 
indicate that the urine was foul smelling on 2 separate dates and concentrated on 
another date. The record also indicates the resident complained of groin pain on 2 
dates. The record indicates that resident 001 was confused and later that same day a 
note stated that the resident was not his usual self. Another note indicated that 
resident 001 was lethargic. No specimen was obtained. This information was 
confirmed by the SOM, the health care record and the registered staff. [s. 6. (5)] 

Issued on this 29th day of January, 2013 

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