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

This inspection was conducted on the following date(s): September 10, 11, 12, 
2013 

This inspection is in relation to H-000223-12 

During the course of the inspection, the inspector(s) spoke with Director of Care 
(DOC), registered staff, personal support workers (psw's), Environmental 
manager, residents and family. 

During the course of the inspection, the inspector(s) reviewed the home call bell 
response time, reviewed the residents' clinical record, reviewed policies and 
procedures and staff education. 

The following Inspection Protocols were used during this inspection: 
Nutrition and Hydration 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/ NON - RESPECT DES EXIGENCES 
Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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WN - Avis ecrit 
VPC ~ Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres: travaux et activites 
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• Non-compliance with requirements under 
the Long-Term Care Homes Act, 2007 
(L TCHA) was found. (A requirement 
under the L TCHA includes the 
requirements contained in the items listed 
in the definition of "requirement under this 
Act" in subsection 2(1) • of the LT CHA.) 

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

Le non-respect des exigences de la Loi de 
2007 sur les foyers de soins de longue 
duree (LFSLD) a ete constate. (Une 
exigence de la loi comprend les exigences 
qui font partie des elements enumeres 
dans la definition de « exigence prevue 
par la presente loi », au pa rag rap he 2( 1) 
de la LFSLD. 

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: 

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. Care set out in the plan of care was not provided to the resident as specified in the 
plan. The plan of care for resident #001 in April, 2013 indicated that the resident was 
to be provided with specialized treatment, however, this treatment was not monitored 
or delivered on a specified date in April 2013. This was confirmed by the progress 
notes and DOC as well as the RN on duty on this date. [s. 6. (7)] 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 30. General 
requirements 
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s. 30. (1) Every licensee of a long-term care home shall ensure that the 
following is complied with in respect of each of the organized programs 
required under sections 8 to 16 of the Act and each of the interdisciplinary 
programs required under section 48 of this Regulation: 
1. There must be a written description of the program that includes its goals and 
objectives and relevant policies, procedures and protocols and provides for 
methods to reduce risk and monitor outcomes, including protocols for the 
referral of residents to specialized resources where required. 0. Reg. 79/10, s. 
30 (1 ). 
2. Where, under the program, staff use any equipment, supplies, devices, 
assistive aids or positioning aids with respect to a resident, the equipment, 
supplies, devices or aids are appropriate for the resident based on the 
resident's condition. 0. Reg. 79/10, s. 30 (1 ). 
3. The program must be evaluated and updated at least annually in accordance 
with evidence-based practices and, if there are none, in accordance with 
prevailing practices. 0. Reg. 79/10, s. 30 (1). • 
4. The licensee shall keep a written record relating to each evaluation under 
paragraph 3 that includes the date of the evaluation, the names of the persons 
who participated in the evaluation, a summary of the changes made and the 
date that those changes were implemented. 0. Reg. 79/10, s. 30 (1). 
Findings/Faits saillants : 

1. The licensee of a long-term care home failed to ensure that there was a written 
description of the program that includes its goals and objectives and relevant policies, 
procedures and protocols and provides for methods to reduce risk and monitor 
outcomes. 
As confirmed by the Director of Care on September 11, 2013, the home was providing 
a specialized treatment in April, 2013, however, the home did not have a procedure 
on this treatment for staff to follow to reduce risk and monitor outcomes. [s. 30. (1) 1.] 
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WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 218. Orientation 
For the purposes of paragraph 11 of subsection 76 (2) of the Act, the following 
are additional areas in which training shall be provided: 
1. The licensee's written procedures for handling complaints and the role of 

staff in dealing with complaints. 
2. Safe and correct use of equipment, including therapeutic equipment, 
mechanical lifts, assistive aids and positioning aids, that is relevant to the staff 
member's responsibilities. 
3. Cleaning and sanitizing of equipment relevant to the staff member's 

responsibilities. 0. Reg. 79/10, s. 218. 

Findings/Fails saillants : 

1. The licensee failed to ensure that training was provided regarding the safe and 
correct use of equipment, including therapeutic equipment, mechanical lifts, assistive 
aids and positioning aids, that is relevant to the staff member's responsibilities. As 
confirmed by the DOC on September 11, 2013, the home provided staff training on a 
specialized treatment in October, 2Q12, however, the registered staff member on duty 
in April, 2013 did not receive said training. [s. 218. 2.] 

Issued on this 15th day of October, 2013 

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