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

During the course of the inspection, the inspector spoke with: Administrator, the Director of Care, the Resident 
Assessment Instrument Coordinator and the Assistant Director of Care for the home. 

During the course of the inspection, the inspector: reviewed the health record for the identified resident and the 
home's policy and procedure related to complaints 

The following Inspection Protocol was used during this inspection: 
Personal Support Services Inspection Protocol 

~ Findings of Non-Compliance were found during this inspection. The following action was taken: 

[3] WN 
[ 1 ] VPC 

NON- COMPLIANCE /(Non-respectes) 

Definitions/Definitions 

WN - Wrttten Notifications/Avis ecrtt 
VPC - Voluntary Plan of correction/Plan de redressement volontaire 
DR- Olrector Refeiral/Regisseur envoye 
CO - Compliance Order/Ordres de conformite 
WAO - Work and Activity Order/Ordres: travaux et activites 

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

Non-compliance with requirements under the Long-Term Care Homes 
Act, 2007 (LTCHA) was found. (A requirement under the LTCHA includes 
the requirements contained in the items listed In the definition of 
"requirement under this Act'' In subsection 2(1) of the LTCHA.) 
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Le suivant constituer un avis d'8crlt de !'exigence prevue le paragraphe 1 
de septlon 152 de les foyers de solns de longue duree. 

Non_-respect avec les exigences sur le Loi de 2007 les foyers de soins de 
/ongue duree a trouve. (Une exigence dans le Joi comprend !es exigences 
contenues dans les points enumeres dans la d8finitlon de "exigence 
prevue par la presents Joi" au paragraphs 2(1) de la Joi. 



I'):-,, 

t?ontario 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et 
des Soins de longue duree 

Inspection Report 
under the Long­
Term Care Homes 
Act, 2007 

WN #1: The Licensee has failed to comply with LTCHA 2007S.O. 2007 c.8, s.22(1) 

Rapport 
d'inspection prevue 
le Loi de 2007 /es 
foyers de soins de 
tongue duree 

Every licensee of a long-term care home who receives a written complaint concerning the care of a resident 
or the operation of the long-term care home shall immediately forward it to the Director. 

Findings: 

1) A written complaint concerning the care of the identified resident was submitted by the family of the 
identified resident in July 201 O to the Physician, the Administrator and the Director of Care of the 
home. This written complaint was never forwarded to the Director. 

Inspector ID#: 
I# 167 

WN #2: The Licensee has failed to comply with L TCHA 2007 S.O. 2007, c.8 s. 6(10) 

The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at 
least every six months and at any other time when, 
(b) the resident's care needs change or care set out in the plan is no longer necessary 

Findings: 

The identified resident was noted to have several significant changes in condition over the past six months but 
these changes have not been identified in the resident's plan of care. 

1) A Falls Risk Assessment completed for the identified resident indicates that the resident was at 
extreme risk for falls. The plan of care was not updated to reflect the change in the resident's 
condition. Interventions were not put in place to manage this change. 

2) The identified resident had been experiencing skin breakdown. The resident's plan of care was not 
updated to reflect the change in the resident's skin condition and indicated that the resident's skin was 
intact. The plan of care did not include any nursing interventions to assist in the healing of the 
identified skin problem or prevention of further skin breakdown. 

Inspector ID#: 
I# 167 

WN #3: The Licensee has failed to comply with O.Reg. 79/10, s.131(2) 
The licensee shall ensure that drugs are administered to residents in accordance with the directions for use 
specified by the prescriber. 

Findings: 

The identified resident did not have the prescribed treatment provided in accordance with the directions for 
use specified by the prescriber. 

1) The identified resident had a physician's order for a treatment to be provided three times per day in the 
first identified month. This treatment was not provided as scheduled 23 times during that month. 

2) The identified resident had a physician's order a treatment to be provided three times per day in the 
second identified month. This treatment was not provided as scheduled 10 times that month. 

3) The identified resident had a physician's order for a treatment to be orovided three times oer dav in the 
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third identified month. This treatment was not provided as scheduled 15 times that month. 

Inspector ID #: I# 167 

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 drugs are 
administered to residents in accordance with the directions for use specified by the prescriber to be 
implemented voluntarily. 

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Perlormance Division 
Signature du Titulaire du representant deslgne representative/Signature du {de la) representant(e) de la Division de la 

responsabilisation et de la performance du systeme de sante. 

~kw 
Title: Date: Date of Report: (if different from date(s) of inspection). 

October 14, 2010 

Page4 of4 


