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Mr. Dennis Brown 
Administrator 

Ministere de la Sante 
et des Soins de longue duree 

Division de la responsabilisation et de la 
performance du systeme de sante 
Direction de !'amelioration de la performance 
,et-~~ 1.~ .. ~p,i}_f(?rrnit~. . . , 
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55, aVenUe St. Clair-Quest, 8i8m Stage 
. Toronto, ON M4V 2Y7 

Telephone: 416-325-9297 
1-866-311-8002 

Telecopieur: 416-327-4486 

Isabel and Arthur Meighen Manor 
155 Millwood Road 
Toronto, ON M4S 1J6 

Dear Mr. Brown: 

f"'):.,, 

t?ontario 

Please find enclosed the lnspectio11:Rrliport-Public Copy for an 
inspection conducte.d Jaol{~ry6)7;~~'Gr"1i'l':0·20·1] 'uhder the Long-Term 
Care Homes Act, 2007 (LJc'.:'fiAfif&r1\'t'i~JrurptJ?;e of ensuring compliance 

. • . _ :- .,,· • '·I tl ;,l1f, • 1.,- • - ['-· ., 

with requirements under the'LTCf-lA. 

This inspection report must be posted in the home, in a conspicuous and 
easily accessible location in accordance with the L TCHA, 2007, S.O. 2007, 
c.8, s.79 (1) and (2). 

A copy of the Inspection Report-Public Copy must be made available 
without charge upon request. The report will also be on file with the 
Toronto Service Area Office, Performance Improvement and Compliance 
Branch. 

Sincerely, 



I'~ t > 
r,,,F Ontario 

Ministry of Health and Long-Term Care 
Health System Accountability and Performance Division 
Performance Improvement and Compliance Branch 

Ministere de la Sante et des Soins de 
longue duree 
Division de la responsabilisation et de la performance du 
systeme de sante 
Direction de 1'am81ioration de la performance et de la 
conformite 

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

Toronto Service Area Office 
55 St. Clair Avenue West, 8th Floor 
Toronto ON M4V 2Y7 

Telephone: 416-325-9297 
1-866-311-8002 

Facsimile: 416-327-4486 

D Licensee Copy/Copie du Titulaire 

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

Bureau regional de seNices de Toronto 
55, avenue St. Clair Quest, 8i8m Stage 
Toronto, ON M4V 2Y7 

Telephone: 416-325-9297 
1-866-311-8002 

T0I8copieur: 416-327-4486 

~ Public Copy/Copie Public 

Date(s) of inspection/Date de !'inspection 
January 6, 7, 10, 11, 2011 

Inspection No/ d'inspection 
2011_178_8603_06Jan110804 
2011 162 8603 06Jan111033 

Type of Inspection/Genre d'inspection 
Complaint T-2729 

Licensee/Titulaire 
The Governing Council of the Salvation Army in Canada, 2 Overlea Blvd, Toronto ON, M4H 1 P4, Fax: 416-422-6148 

Long-Term Care Home/Foyer de soins de longue duree 
Isabel and Arthur Meighen Manor, 155 Millwood Road, Toronto Ontario, M4S 1 J6 

Name of lnspector(s)/Nom de l'inspecteur(s) 
Susan Lui, 199 
Tiina Tralman, 162 

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

During the course of the inspection, the inspectors spoke with: Administrator, Director of Care, Manager of 
Food Services, Dietary Aides, Registered Dietitian, Registered Nursing staff, personal support workers 
(PSW's), Maintenance Manager, one resident. 

During the course of the inspection, the inspectors: reviewed resident records and reviewed the home's 
policies for Skin and Wound Care, Management of Complaints, Emergency Response, Nutrition Care. 

The following Inspection Protocols were used during this inspection: Skin and Wound Care, Medication, 
Personal Support Services, Nutrition and Hydration, Reporting and Complaints, Safe and Secure Home. 

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

8WN 
5VPC 
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NON° COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN - Written Notificati6ns/Avis ecrit 
VPC - Voluntary Plan of Correction/Plan de redressement volontaire 
DR- DirBctor Referral/R6gissel:'r.envoy8 
co~ Compliance Order/Ordres de collformite 
WAD - Work and Activity Order/Ordres: travaux et activites 

The following constitutes written notification of non-compliance under Le suivant constituer un avis d'ecrit de !'exigence prevue le paragraphe 1 
paragraph 1 of section 152 of the L TCHA. de section 152 de les foyers de soins de longue duree. 

Non-compliance with requirements under the Long-Term Care Homes Non-respect avec les exigences sur le Loi de 2007 /es foyers de soins de 
Act, 2007 (LTCHA) was found. (A requirement under the L TCHA includes longue duree a trouve. (Une exigence dans le loi comprend les exigences 
the requirements contained_ in the item_s listed in the definition of contenues dans les points enumElrE!s dans la dElfinition de "exigence 
"requirement under this Act" in subsection 2(1) of the LTCHA.) µ·revue par la presente loi" au paragraphs 2(1) de la loi. 

' 

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.O. 2007, c. 8, 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, clear directions to staff and others who orovide direct care to the resident. 
Findings: 

1, Care Plan interventions for an identified resident are contradictory. 

---

Inspector ID#: 1199 

Additional Required Actions: 
VPC - pursuant ID 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 with the regulation requiring that 
there is a written plan of care for each resident that sets out, clear directions to staff and others who provide 
care to the resident, to be imolemented voluntarilv. 
WN #2: The Licensee has failed to comply with L TCHA, 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 olan. 
Findings: 

1, The care set out in the plan of care was not provided to an identified resident as specified in the 
plan: 

• Wound care for an identified resident was not provided as ordered. Daily wound care was 
provided on only 4 of 16 identified days, 

2, Identified resident prescribed a therapeutic diet was not provided diet according to the written 
plan of care. 

3, Identified resident was provided a restricted snack contrary to the written plan of care directions, 

Inspector ID #: 1199 & 162 

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 ID prepare a written plan of correction for achieving compliance with the regulation requiring that 
the care set out on the plan of care is provided to the resident as specified in the plan, to be implemented 
voluntarilv. 
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Every licensee of a long-term care home shall ensure that, a resident exhibiting altered skin integrity, 
including skin breakdown, pressure ulcers, skin tears or wounds, receives immediate treatment and 
interventions to reduce or relieve oain, oromote healina, and Prevent infection, as reauired, 
Findings: 

1. Treatment for new pressure ulcers was not provided immediately or consistently. 

• Wound care for an identified resident was not provided as ordered. Daily wound care was 
provided on only 4 of 16 identified days. 

Inspector ID#: 1199 

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 with the regulation requiring that a 
resident exhibiting altered skin integrity, including skin breakdown, pressure ulcers, skin tears or wounds, 
receives immediate treatment and interventions to reduce or relieve pain, promote healing, and prevent 
infection, as required, to be imolemented voluntarilv. 
WN #4: The Licensee has failed to comply with 0. Reg. 79/10 s. 50(2)(d) 
Every licensee of a long-term care home shall ensure that, any resident who is dependent on staff for 
repositioning is repositioned every two hours or more frequently as required depending upon the resident's 
condition and tolerance of tissue load, except that a resident shall only be repositioned while asleep if 
clinically indicated. 
Findings: 

1. PSW stated that an identified resident remains up in wheelchair for more than three hours at a time 
without repositioning. 

Inspector ID #: 1199 

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 with the regulation requiring that 
any resident who is dependent on staff for repositioning is repositioned every two hours or more frequently as 
required depending upon the resident's condition and tolerance of tissue load, except that a resident shall 
onlv be repositioned while asleeo if clinicallv indicated, to be imolemented voluntarilv. 
WN #5: The Licensee has failed to comply with L TCHA 2007, S. 0 2007, c. 8, s. 6(10) (b) 
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, 
(bl the resident's care needs chanae or care set out in the Plan is no lonaer necessarv. 
Findings: 

1. There was no reassessment and no action taken regarding an identified resident's increasing and 
fluctuating blood sugar levels. 

2. Referral to both the Physician & Registered Dietitian was not evident. 

Inspector ID#: 1199 & 162 
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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 with the regulation, requiring that 
the resident is reassessed and the plan of care reviewed and revised at least every six months and at any 
other time when, (bl the resident's care needs chanoe, to be implemented voluntarilv. 
WN #6: The Licensee has failed to comply with 0. Reg. 79/10 s.89 (1) (c) 
As part of the organized program of laundry services under clause 15(1) (b) of the Act, every licensee of a 
long-term care home shall ensure that, 
(c) linen, face cloths and bath towels are kept clean and sanitary and are maintained in a good state of repair, 
free from stains and odours. 
Findings: 

1. In an identified dining room during an observed lunch meal service, 13 resident aprons were torn 
in places and 10 resident aprons were worn and/or faded. 

Inspector ID #: \ 162 

WN #7: The Licensee has failed to comply with the Long Term Care Homes Program Manual Standards and 
Criteria. 
A 1.30. The administrator shall respond within 10 days to all residents' representatives' requests, suggestions 
and complaints indicatinq possible plans of action. 
Findings: 

1. Responses from the home to an identified resident's representative's 3 letters of complaints were 
not provided indicating possible plans of action. 

2. Response from the home to an identified resident's representative's 2 letters of complaint was not 
provided within 10 days as required. 

Inspector ID#: 1199 & 162 

WN #8: The Licensee has failed to comply with the Long Term Care Homes Program Manual Standards and 
Criteria. 
A 1.32 The Long Term Care Division shall receive a copy of all written complaints received by the facility, 
includina a description of the follow-up actions taken. 
Findings: 

1. The Ministry of Health did not receive a copy of written complaints including a description of the 
follow-up actions taken with respect to an identified resident's representative's 4 letters of 
complaint. 

Inspector ID#: 1199 & 162 

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division 

Signature du Titulaire du representant designe representative/Signature du (de la) representant(e) de la Division de la 
responsabilisation et de la performance du systBme de sante. 

~~~ 
v!k. ~~~ L G~ O'() IL-( 

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

() ~ o2-d; oZ.-ff// 

Page 4 of 4 

I ( 


