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Licensee/Titulaire de permis 

REVERA LONG TERM CARE INC. 

2011_051106_0016 Critical Incident 

55 STANDISH COURT. 8TH FLOOR, MISSISSAUGA, ON, L5R-4B2 
Long-Term Care Home/Foyer de soins de longue duree 

LAKEHEAD MANOR 
135 SOUTH VICKERS STREET. THUNDER BAY, ON. P7E-1J2 

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

MARGOT BURNS-PROUTY (106) 

The purpose of this inspection was to conduct a Critical Incident inspection. 

During the course of the inspection, the inspector(s) spoke with Acting Administrator, Director of Care (DOC), 
Assistanct Director of care (ADOC), Registered Nurses (RN), Registered Practical Nurses (RPN), Personal 
Support Workers (PSW), Restorative Care Assistants (RCA), and residents 

During the course of the inspection, the inspector(s) Conducted a walk through of resident home areas and 
various common areas, observed care provided to residents in the home, and reviewed resident health care 
records. 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Findings of Non-Compliance were found during this inspection. 
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WN.;;;. Writtent.Jptjfi~,;,:1ti?rt1;;,,; WN-:.Avls~crit 
VPC - Voluntary Plan of Correction. VPP ~'!":fl~n de rei:tressementvolontaire 
DR- Dir'ector·Referral DR-· .. ~iguillageau;directeur,·;· 

'CO-' Compliance Order 1.:··· co;'.,Ordre•de.oonforrnite 
WAO - Work and Activity Ordet0:;i:'.'~ • W~O'_: brdre.s : travaux et activites 

N9n~rnpliance ,with requirerni11l!hmder the}l;;QQ9:::Jerm Car! ' •· Le:non-respe&tiides exigeo~s de !;'1:}.Qi,de 29!17 su.r}~/oyers. de 
Homes Act, 2OO7 ll::1'0H~).~1found. (A req.uirement under·tJ:i~, soms de l911gue dun~e (LFSLD) a ete oonstate. (Une eX1gence de la 
L TCHA includes ilie requireri:i~nts oorrtain«i:f:cin:the•items listed. in loi co . • ·' x • :'.les Emfgeities qui font,partie d~ elements enumeres 
the definition of ""requfferrienf undf1r.tniscActl' in subsectiow2f1) •. ••• d ·. , , .. •• .. , niti9oj:J~,~:f!!Xigenc1:H;1revue, par la presente loi,.•, au 
'of tf'te L TCHA.)' ; ' ' ' ,,, Cq,Lt;,'7; ,.. ' paJiifraphe 2(1),de,Ja LFSLElr>;', 
, :;·.>···. '. . ·':,< '· ,'.,v , "'··', \ ,,'>·)·o/:\/t' :'.,, ·~,',~~3/:}J:'.;, ., , , , \;l·\''..k~~''./'./ '.'.';<.,.',.,_;,·' ,., .... , :':.> '.':</;'', :·,, 

The following constitutes writterr1wtification j)f PS)t;l,r~rnplian~ ' .Ge q~i suit cb~e uri,;li~J~'.:llcrit de:n6h-respEkt aUk<tehnes d1i\ 
under paragraph i,ofsection"152 of the LJCHA. . • • ,,,, paragraphe>,!f de l'articlEf'11B2 de la:'.t;;FSLD: 

, • •., 'c ... •'••• '."•••<•t,:"' •• • ,,,, 

WN #1: The Licensee has failed to comply with L TCHA, 2007 5.0. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (8) The licensee shall ensure that the staff and others who provide direct care to a resident are kept aware 
of the contents of the resident's plan of care and have convenient and immediate access to it. 2007, c. 8, s. 6 
(8). 

Findings/Faits saillants : 

1. On September 23, 2011, a PSW told inspector 106 that a resident is independent for transfers. Inspector 106 asked 
the PSW where they obtained this information, the PSW stated they asked the resident how they transfer. On 
September 23, 2011, a RPN told inspector 106, the resident "is independent, if they need any assistance it would be 
supervision", in regards to the resident's transferring abilities. 
2. The RAI MOS assessment, for the resident indicates they require limited assistance and one person physical assist 
for transfers and to walk in room and corridor. On September 20, 2011, inspector 106 asked a RPN, how staff that do 
not have access to the computer system, access resident plans of care. The RPN showed inspector 106, a binder 
where the written plans of care are kept. On September 23, 2011 there was no plan of care or 24-hour admission plan 
of care for the resident in the plan of care binder. The licensee failed to ensure that staff and others who provide direct 
care to a resident are kept aware of the contents of the resident's plan of care and have convenient and immediate 
access to it. [L TCHA, 2007, S. 0. 2007, e. 8, s. 6 (8)] (106) 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 17. Communication and response system 

Specifically failed to comply with the following subsections: 

s. 17. (1) Every licensee of a long-term care home shall ensure that the home is equipped with a resident-staff 
communication and response system that, 
(a) can be easily seen, accessed and used by residents, staff and visitors at all times; 
(b) is on at all times; 
(c) allows calls to be cancelled only at the point of activation; 
(d) is available at each bed, toilet, bath and shower location used by residents; 
(e) is available in every area accessible by residents; 
(f) clearly indicates when activated where the signal is coming from; and 
(g) in the case of a system that uses sound to alert staff, is properly calibrated so that the level of sound is 

audible to staff. 0. Reg. 79/10, s. 17 (1). 

Findings/Faits saillants : 
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1. On September 22, 2011 at 1106 hours, inspector 106 observed, a resident asleep in bed, their call bell was on the 
floor near head of the bed and not accessible to the resident. The licensee failed to ensure that the home was equipped 
with a resident-staff communication and response system that can be easily seen, accessed and used by residents, staff 
and visitors at all times. [O. Reg. 79/10, s .. 17 (1) (a)] (106) 
2. On September 22, 2011 at 1103 hours, inspector 106 observed a resident asleep in bed. The resident's call bell was 
on the floor near the head of the bed and not accessible to the resident. The licensee failed to ensure that the home was 
equipped with a resident-staff communication and response system that can be easily seen, accessed and used by 
residents, staff and visitors at all times. [O. Reg. 79/10, s. 17 (1) (a}J (106) 
3. On September 23, 2011 at 1327 hours, inspector 106 observed a resident sitting in their wheelchair in their room. The 
resident's call bell was wrapped around the side rail that was in the down position and was not easily accessible to the 
resident. The licensee failed to ensure that the home was equipped with a resident-staff communication and response 
system that can be easily seen, accessed and used by residents, staff and visitors at all times. [O. Reg. 79/10, s. 17 (1) 
(a)] (106) 

Issued on this 24th day of February, 2012 

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