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THE CORPORATION OF THE CITY OF THUNDER BAY 
c/o Dawson Court, 523 Algoma Street North, THUNDER BAY, ON, P7 A-5C2 
Long-Term Care Home/Foyer de soins de longue duree 
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Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

LAUREN!EN
0
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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 (DOC), 
Registered Nurses (RN), Registered Practical Nurses (RPN), Personal Support Workers 

During the course of the inspection, the inspector(s) conducted a tour of the home, observed the provision of 
care and services to residents, reviewed the resident's health care record 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Safe and Secure Home 

Findings of Non-Compliance were found during this inspection. 
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WN - Written Notification WN - Avis ecrit 

Ministere de la Sante et des 
Soins de tongue duree 

Rapport d'inspection 
prevue le Loi de 2007 les 
foyers de soins de tongue 

VPC - Voluntary Plan of Correction VPC - Plan de redressement volontaire 
DR - Director Referral DR:_ Aiguillage au directeur 
CO - Compliance Order CO - Ordre de conformite 
WAO - Work and Activity Order WAO - Ordres: travaux et activites 

Non-compliance with requirements under the Lonfr Term Care Le non-respect des exigences de la Loi de 2007 sur !es foyers de 
Homes Act, 2007 (LTCHA) was found. (A requirement under the soins de tongue dun~e (lFSLD) a ete constate. (Une exigence de la 
L TCHA includes the requirements contained in the items listed in loi comprend les exigences qui font partie des elements enumeres 
the definition of "requirement under this Act" in subsection 2(1) dans ta definition de « exigence prevue par la presente Joi », au 
of the LTCHA.) paragraphe 2(1) de la LFSLD. 

The following constitutes written notification of non.compliance 
under paragraph 1 of section 152 of the L TCHA. 

Ce qui suit constitue un avis ecrit de non-respect aux termes du 
paragraphe 1 de !'article 152 de la LFSLD. 

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

Specifically failed to comply with the following subsections: 

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 plan. 2007, c. 8, s. 6 (7). 

Findings/Faits saillants : 

1. A resident's plan of care identified a physician's order for eye drops to be administered nightly. Inspector reviewed the 
medication administration records for the time period January 1, 2011 through to July 2011 and identified that registered 
staff had initialed that the eye drops had been given. Interview was conducted with the Director of Care (DOC) in 
September 2011 and an investigation by the DOC had determined that over a ten month period, this resident could not 
have been administered the eye drops as ordered. According to the DOC, "twenty-nine doses of eye drops were signed 
to have been given but there wouldn't have been enough supply in the home•. The licensee failed to ensure that the care 
set out in the plan of care is provided to the resident as specified in the plan. [LTCHA 2007, c. 8, s. 6 (7).] 

Issued on this 23rd day of February, 2012 

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