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Report Date(s) / 
Date(s) du Rapport 

Sep 19, 2013 

Inspection No / 
No de !'inspection 

2013 168202 0044 - -

Licensee/Titulaire de permis 
CORPORATION OF THE COUNTY OF SIMCOE 
1110 Highway 26. Midhurst. ON, L0L-1 XO 

Log#/ 
Registre no 

T-362-13 

Long-Term Care Home/Foyer de soins de longue duree 
SIMCOE MANOR HOME FOR THE AGED 
1110 Highway 26, Midhurst. ON, L0L-1X0 

Type of Inspection / 
Genre d'inspection 

Complaint 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 
VALERIE JOHNSTON (202) 

Inspection Summary/Resume de !'inspection 
The purpose of this inspection was to conduct a Complaint inspection. 

This inspection was conducted on the following date(s): August 20, 2013, 
September 03, 2013 

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

During the course of the inspection, the inspector(s) observed the provision of 
care to residents, reviewed clinical records 

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

Personal Support Services 
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Reporting and Complaints 

Skin and Wound Care 

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.,- DirectorReferral 
CO - Compliance Order 
WAO - Work andActivity Order 

Non-compliance with requirements under 
the Long-Terrh Care Homes Act, 2007 
(LTCHA) was found. (A requirement 
under the LT CHA includes .the 
requirements contained in the items listed 
iri the definition.of"requirement under this 
Act" in subsection 2(1) of the t TCHA.) 

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

Legende 

WN - Avis ecrit 
VPC - Plan deredressementvolontaire 
DR - Aiguillage au.directeur 
CO - Ordre de c:onformite 
WAO - Ordres : travaux et activites 

Le non-respect des exigences de la Loi de 
2007 sur les foyers de sbins 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 paragraphe 2( 1) 
de la LFSLD. 

Ce qui suitconstitue un avis ecrit de non­
respect aux termes duparagraphe 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 
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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; 2007, c. 8, s. 6 (1 ). 
(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1). 
(c) clear directions to staff and others who provide direct care to the resident. 
2007, C. 8, S. 6 (1). 

Findings/Faits saillants : 

1. The licensee failed to ensure that the written plan of care for each resident sets out 
clear directions to staff and others who provide direct care to the resident. [s.6. (1) (c)] 

Staff interviews and clinical record review revealed that resident #001 's Power of 
Attorney (POA) requested the use of a therapeutic device to be used by staff to aide 
with resident #001's medical condition. Staff interviews and clinical record review 
revealed that during an identified period of time in 2013, staff applied the therapeutic 
device on resident #001, however the directions for use had not been included in 
resident #001 's written plan of care. The Director of Care confirmed in an interview 
that the directions for use of the therapeutic device for resident #001 had not been 
included in his/her written plan of care. [s. 6. (1) (c)] 

Issued on this 19th day of September, 2013 

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

Page 3 of/de 3 


