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d'inspection 
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Licensee/Titulaire de permis 

2011_104196 _ 0006 Mandatory Reporting 

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 

PIONEER RIDGE 
750 TUNGSTEN STREET THUNDER BAY ON P7B-6R1 

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

LAUREN TENHUNEN (1~6) 

The purpose of this inspection was to conduct a Mandatory Reporting inspection. 

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care (DOC), 
Assistant Director of Care (ADOC), Registered Nurses (RN), Registered Practical Nurses (RPN), Personal 
Support Workers (PSW), residents 

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, reviewed the Mandatory report 
submitted to the Ministry of Health and Long-Term Care (MOHL TC), reviewed the home's policy on abuse and 
reporting and complaints. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

NON~COMPLIAN 
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VPC .-:-·•· Voluntary Plan ·of Correction 
OR - Director Referral 

VPC - Plan de redressement volontaire 
DR - ... 4;ig!itlllagealitiidirecteur 

co - Compliance Order 
WAO- Work and Activity Order 

CO - •• Ordre de conformit~ . ,, , •. 
WAO ... Ordres : travaux etactivites 

Non~compliancewith requirements uncterthetong-Term Care,71 le non-:re§pec,t.2ges, ~igences de la Loi de 2ooisur lesfoyers de.• 
Homes Act, 2007, (LJ<,;l;J,AJ ~a,~ fgt,md. (A requirement under the so ins de. longueourtie (LFSf:,D)'~ete cc,n~tate. (Une ;exigence de la 
L TCHA includes the requirements contained in the items•!isted in loi comprQnd les .. exige11~s qui font partie des elements. enumeres .. 
the definition of ~requirement under this Act" in subsection i(1) . dt:1ns la definition. de «'1&}dgence • prevue par la presente .IPh,au • 
ofthe LTCffA.). ' • • • ' • paragraphe~(H~e:~:LFSLD. ' " • • 

The following constitutes written notification of non.,co1l:}Pliance .Ce qui suit constitue 
1

un avis ecrit de m:it1~respect auxltermetl du , 
under paragrapb.·tof section 152 of the L l"CHAt ···•• ;i't•' ' •• • pafagraphe ... l de rartic,te 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s.104. Licensees who report investigations under 
s. 23 (2) of Act 

Specifically failed to comply with the following subsections: 

s. 104. (1) In making a report to the Director under subsection 23 (2) of the Act, the licensee shall include the 
following material in writing with respect to the alleged, suspected or witnessed incident of abuse of a resident 
by anyone or neglect of a resident by the licensee or staff that led to the report: 
1. A description of the incident, including the type of incident, the area or location of the incident, the date and 

time of the incident and the events leading up to the incident. 
2. A description of the individuals involved in the incident, including, 
i. names of all residents involved in the incident, 
ii. names of any staff members or other persons who were present at or discovered the incident, and 
iii. names of staff members who responded or are responding to the incident. 
3. Actions taken in response to the incident, including, 
i. what care was given or action taken as a result of the incident, and by whom, 
ii. whether a physician or registered nurse in the extended class was contacted, 
iii. what other authorities were contacted about the incident, if any, 
iv. whether a family member, person of importance or a substitute decision-maker of any resident involved in 

the incident was contacted and the name of such person or persons, and 
v. the outcome or current status of the individual or individuals who were involved in the incident. 
4. Analysis and follow-up action, including, 
i. the immediate actions that have been taken to prevent recurrence, and 
ii. the long-term actions planned to correct the situation and prevent recurrence. 
5. The name and title of the person making the report to the Director, the date of the report and whether an 
inspector has been contacted and, if so, the date of the contact and the name of the inspector. 0. Reg. 79/10, s. 
104 (1). 

Findings/Faits saillants : 

1. A Mandatory report was reviewed by the Inspector and it did not include the name of the individuals that were involved 
in the incident, nor the name of any witnesses. An interview was conducted with a resident in September 2011 and it 
was identified that there was a staff member that was a witness to the incident. An interview was conducted with the 
Director of Care (DOC) in September 2011 and it was verified that the name of the alleged staff member and the witness 
staff member were not included on the mandatory report. In making a report to the Director under subsection 23 (2) of 
the Act, the licensee failed to include the following material in writing with respect to the alleged, suspected or witnessed 
incident of abuse of a resident by anyone or neglect of a resident by the licensee or staff that led to the report: 2. A 
description of the individuals involved in the incident, including, ii. names of any staff members or other persons who 
were present at or discovered the incident. [O. Reg.79/10, s. 104, 2. (ii)] 
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Issued on this 23rd day of February, 2012 

Ministry of Health and 
Long-Term Care 

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

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

_), ," ' ;/ / ' ::1' ; 
cJ)1lv(f,,, 1_ c _ -f'~L L-----~-
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