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Public Copy/Copie du public 

Date(s) of inspection/Date(s) de 
!'inspection 

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

Oct 21, Nov 7, 8, 2011; Jan 11, 2012 2011_065169_0023 Critical Incident 

Licensee/Titulaire de permis 

CITY OF HAMIL TON 
77 James Street North Suite 400 HAMIL TON ON L8R-2K3 
Long-Term Care Home/Foyer de soins de longue duree 

MACASSA LODGE 
701 UPPER SHERMAN AVENUE HAMILTON ON L8V-3M7 

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

YVONNE WALTON /169\ 
Inspection Summary/Resume d.e !'inspection 

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

During the course of the inspection, the inspector(s) spoke with Director of Nursing, Nurse Managers and 
nursing staff. 

During the course of the inspection, the inspector(s) conducted a clinical health review, observed care, 
reviewed policies and procedures. 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Findings of Non-Compliance were found during this inspection. 

NQN-COMPLIANCE /NON-RESPECT QES EXIGENCES 

Legend 

WN - Written Notification 
VPC - Voluntary Plan of Corre.ction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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Legends 

WN - Avis ecrtt 
VPC - Plan de redressement volontaire 
DR-. AiguiUage au dlrectellr 
co - Ordre de conformite 
WAO- Ordres: travaux et activites 
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Non'compliancewith requirements under the Long-TermCare Le non°respecfdes exig~nces de .la Loi _de 2007 sur les foyers de 
Homes Act, 2007 {LTCflA) wasfound; {Arequlrement un<Jer th_e soins de longue ~un,e {LFSLD) aete constate. {Une exigence de la 
L TCHAincludes the requirements containe_d in the _items_ listed. in Joi compre.nd las exigences qui font part le des ele.ments enumeres 
the definition of "requirement under this Act" in subsection 2(1) dans_ ladefinition. de« exig~nce prevue par la.presente loi », au 
of the L TCHA.) paragraphe2(1) de la LFSLD; 

Th_e followlng.constituteswriUen.notificatl~n<>fnon-comp)lance 
u_nder paragraph 1 of.section 152 of !he LT CHA,. • 

ce- qu{suit ~rlstitlle ,i.m :-~\/_ii{ec;f_it de non-respect aux termes du 
paragraphe lde l'article.152. de .la LFS_LD. 

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 written plan of care does not provide clear directions to staff and others who provide direct care for an identified 
resident. The mobility directions identified in the resident's written plan of care do not include the use of specific mobility 
devices. The written plan of care does not identify the level of assistance or supervision required by the resident to 
safely mobilize. The plan of care was reviewed with the nursing staff and they confirmed the lack of clear direction. 

Issued on this 11th day of January, 2012 

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