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• • "'· ,·. lns~•9n Summary/R;sume de l'inspection 

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care, 
Registered Nursing staff, Personal Support Workers and Residents. 

During the course of the inspection, the inspector(s) conducted a walk through of resident care areas, observed 
staff to resident interactions, reviewed residents' health care records, reviewed various policies and 
procedures. 

The following Inspection Protocols were used during this inspection: 

Critical Incident Response 

Falls Prevention 

Reporting and Complaints 

Findings of Non-Compliance were found during this inspection. 
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WN - .Written Notificati~n . .. 
VPC - Voluntary Plan of Correction 
DR .., Director Referral 
CO- • pompliance Order, 
WAO -Work and Activity Order: 
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VPC- Plan de redressement volontaire 
DR - Aiguillage au.directeur 
CO - , ·ordre de'.cortformite , • • • 

• WAO ~· Ordres ; 'travau?< etactivites • 

Non.compliancewithre:qufrements underthe,l:::Q~g-Term Care . Le non-respeqt.des'exfgencesdela LQhde.200Jsurles foyers de 
Homes Ac(; 2007 {L TCHA)was fouqc;t:>·tA requirementµn!:f~'.the soi11s;tie•longuedur!le(LFSL,P,)'a ef~constat&. (Une exig13noo de.la 
L TCHA includes the requirements .cqntained in the items fisted in lqi;~tnpreiid Jes exlgences,qui forit partie g~elerrtents enumeres 
the definition of "requirement under this Act"· in subsection 2( 1) • dans la definition de « exigence prevue par la preserite loi », au • 
of the l;.t€HA.)' •• • paragraphe 2{ 1) de ~.l;.FSLO, >'Li" ' •• 

. . . 

The following constitutes.written notification of non~coriiplia~ce 
undeq>araQraph· 1 of sectipn .,152 of the L TCHA::'.11\•s'>. ··· 

C~ qui suit constitu~ un avis ecrlt c:le.non-r:espect aux't~~mes du 
paragraphe 1 de l;artfple 152delaLFSLD. • • 
, ;c ' • • .,; '{>,, C >, 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 24. 24-hour admission care plan 

Specifically failed to comply with the following subse~tions: 

s. 24. (9) The licensee shall ensure that the resident is reassessed and the care plan is reviewed and revised 
when, 
(a) the resident's care needs change; 
(b) the care set out in the plan is no longer necessary; or 
(c) the care set out in the plan has not been effective. 0. Reg. 79/10, s. 24 (9). 

Findings/Faits saillants : 

1, Inspector reviewed the health care record of a resident. Inspector noted that this resident was identified at a risk for 
falls. Inspector noted that the resident sustained a fall resulting in new interventions. Inspector noted the care plan for 
this resident does not identify the new interventions. The licensee failed to ensure that the care plan is reviewed and 
revised when the resident's care needs change. [O.Reg. 79/10, s.24(9)(a)] 
2. Inspector reviewed the health care record of a resident. Inspector noted that this resident was at high risk for falls. 
Inspector noted new interventions were documented in the progress notes but not included in the care plan. The 
licensee failed to ensure that the care plan is reviewed and revised when the resident's care needs change. [O.Reg. 
79/10, s.24(9)(a) 
3. Inspector reviewed the health care record for a resident. Inspector noted this resident's care related to continence was 
changed. Inspector noted that the care plan did not reflect this change in care. The licensee failed to ensure that the care 
plan is reviewed and revised when the resident's care needs change. [O.Reg. 79/10, s.24(9)(a)] 
4. Inspector reviewed the health care record of a resident. Inspector noted this resident required new treatment related to 
an injury. Inspector noted the care plan did not reflect this new treatment. The licensee failed to ensure that the care plan 
is reviewed and reviewed when the resident's care needs change. [O.Reg. 79/10, s.24(9)(a)] 

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 ensuring residents' are reassessed 
and the care plan is reviewed and revised when the residents' care needs change, to be implemented 
voluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 49. Falls prevention and management 
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s. 49. (2) Every licensee of a long-term care home shall ensure that when a resident has fallen, the resident is 
assessed and that where the condition or circumstances of the resident require, a post-fall assessment is 
conducted using a clinically appropriate assessment instrument that is specifically designed for falls. 0. Reg. 
79/10, s. 49 (2). 

Findings/Faits saillants : 

1. Inspector reviewed the health care record of a resident. Inspector noted that this resident sustained a fall. Inspector 
reviewed the assessment section of point click care and noted that no post fall assessment was completed. Inspector 
spoke with Administrator who confirmed that post-fall assessment should be completed using the post fall assessment 
tool within point click care. The licensee failed to ensure that when a resident has fallen, the resident is assessed and a 
post fall assessment is conducted using a clinically appropriate assessment instrument that is specifically designed for 
falls. [O.Reg. 79/10, s.49(2)] 
2. Inspector reviewed the health care record of a resident. Inspector noted that this resident sustained multiple falls. 
Inspector reviewed the assessment section of point click care for this resident and noted that no post fall assessment 
was completed. Inspector spoke with Administrator who identified that post-fall assessments should be completed using 
the post fall assessment tool within point click care. The licensee failed to ensure that when a resident has fallen, the 
resident is assessed and a post fall assessment is conducted using a clinically appropriate assessment instrument that is 
specifically designed for falls. [O.Reg. 79/10, s.49(2)] 
3. Inspector reviewed the health care record of a resident. Inspector noted that this resident sustained multiple falls. 
Inspector noted that no post-fall assessment was completed following the falls. Inspector spoke with Administrator who 
confirmed after reviewed the residents electronic record on point click care, that a post fall assessment was not 
completed following any of the falls. The licensee failed to ensure that when a resident has fallen, the resident is 
assessed and a post fall assessment is conducted using a clinically appropriate assessment instrument that is 
specifically designed for falls. [O.Reg. 79/10, s.49(2)] 

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 ensuring when a resident has fallen a 
post fall assessment is conducted using a clinically appropriate assessment instrument that is specifically 
designed for falls, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re critical incidents 

Specifically failed to comply with the following subsections: 

s. 107. (3) The licensee shall ensure that the Director is informed of the following incidents in the home no later 
than one business day after the occurrence of the incident, followed by the report required under subsection 
(4): 
1. A resident who is missing for less than three hours and who returns to the home with no injury or adverse 

change in condition. 
2. An environmental hazard, including a breakdown or failure of the security system or a breakdown of major 

equipment or a system in the home that affects the provision of care or the safety, security or well-being of 
residents for a period greater than six hours. 
3. A missing or unaccounted for controlled substance. 
4. An injury in respect of which a person is taken to hospital. 
5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. 0. Reg. 

79/10, s. 107 (3). 

Findings/Faits saillants : 
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1. Inspector reviewed the health care record of a resident. Inspector noted that this resident sustained an injury requiring 
transfer to the hospital. Inspector reviewed the critical incident reporting system and noted no critical incident report was 
submitted for this injury with transfer to hospital. Inspector spoke with the home's Administrator who confirmed that a 
critical incident report was not submitted and the Ministry was not informed. The licensee failed to ensure that the 
Director is informed no later than one business day after the occurrence of an injury in respect of which a person is taken 
to hospital. [O.Reg. 79/10, s.107(4)] 
2. Inspector reviewed the health care record of a resident. Inspector noted this resident sustained an injury requiring 
transfer to hospital. Inspector reviewed the critical incident reporting system and noted no critical incident report was 
submitted for this injury with transfer to hospital. Inspector spoke with the home's Administrator who confirmed that a 
critical incident report was not submitted and the Ministry was not informed. The licensee failed to ensure that the 
Director is informed no later than one business day after the occurrence of an injury in respect of which a person is taken 
to hospital. [O.Reg. 79/10, s.107(4)] 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 100. Every licensee of a long-term care home 
shall ensure that the written procedures required under section 21 of the Act incorporate the requirements set 
out in section 101. 0. Reg. 79/10, s.100. 

Findings/Faits saillants : 

1. Inspector reviewed the home's policy titled "Managing Concerns/Complaints" dated September 2005 on January 17, 
2012. Inspector noted this policy does not incorporate the requirements set out in the regulations. The policy fails to 
identify a response must be received within 10 business days and for those complaints that cannot be resolved within 10 -
business days, an acknowledgment of the receipt of the complaint, including the date by which the complainant can 
reasonably expect a resolution provided within 1 O days. The policy fails to identify that the response must be provided to 
the person who made the complaint and include what the licensee has done to resolve the complaint or that the licensee 
believes the complaint to be unfounded and the reasons for the belief. The licensee failed to ensure their written 
complaint procedures incorporates the requirements set out in section 101 for dealing with complaints. [O.Reg. 79/10, 
s.100] 

WN #5: The Licensee has failed to comply with O.Reg 79/10, s.101. Dealing with complaints 

Specifically failed to comply with the following subsections: 

s. 101. (1) Every licensee shall ensure that every written or verbal complaint made to the licensee or a staff 
member concerning the care of a resident or operation of the home is dealt with as follows: 
1. The complaint shall be investigated and resolved where possible, and a response that complies with 

paragraph 3 provided within 10 business days of the receipt of the complaint, and where the complaint alleges 
harm or risk of harm to one or more residents, the investigation shall be commenced immediately. 
2. For those complaints that cannot be investigated and resolved within 10 business days, an 
acknowledgement of receipt of the complaint shall be provided within 10 business days of receipt of the 
complaint including the date by which the complainant can reasonably expect a resolution, and a follow-up 
response that complies with paragraph 3 shall be provided as soon as possible in the circumstances. 
3. A response shall be made to the person who made the complaint, indicating, 
i. what the licensee has done to resolve the complaint, or 
ii. that the licensee believes the complaint to be unfounded and the reasons for the belief. 0. Reg. 79/10, s. 101 

(1). 

Findings/Faits saillants : 
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1. Inspector noted written complaints outlining concerns about the care a resident was receiving were received by the 
home. Inspector was notified by the author of the complaints that a response was never received. Inspector spoke with 
the home's Director of Care (DOC) on January 17, 2012. The DOC confirmed a response had not been completed. The 
licensee failed to ensure that for every written complaint made to the licensee, concerning the care of a resident, has 
been investigated, resolved where possible, and a response provided within 10 business days of the receipt of the 
complaint. (O.Reg. 79/10, s.101(1)(1)] 

Issued on this 30th day of January, 2012 

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