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lnspectipn$1.1111111ary/Sommainfd'i11sj:1~ptigni 

The purpose of this inspection was to conduct follow up inspections to CIS reports. 

During the course of the inspection, the inspector(s) spoke with: Administrator, Director of Care, Registered 
staff, PSW staff 

During the course of the inspection, the inspector(s): Toured the units including the dining room and lounges. 

The following Inspection Protocols were used in part or in whole during this inspection: 

Prevention of Abuse, Neglect and Retaliation Inspection Protocol 
Minimizing of Restraining Inspection Protocol 
Responsive Behaviours Inspection Protocol 

C8J Findings of Non-Compliance were found during this inspection. The following action was taken: 

3 WN 
2VPC 
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NON-COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN O W_rttten }Jotific_atioi'ls/)\ViS ·e_(:rit 
VPC- ·_Volun_tary Plan·oJ-Corre_c_tion/_Plan _de· rE!dress_ement vOlontairB 
DR-:,, _Directc;ir Referral/R_egi,sse~r-en\{oye 
CO~ .. ·C()mpli_ance Ordef'/Qrdres de·c,onformlte 
_WAO -_Work;and_Activ,ity _Qrder/Ordr!;!s:. trava_ux-~t ·actiVJtE!s ·, 

_The(_follo_Wi,n9 _ci_orystit_U_t8s. written _:r,o_iificati~r1 of nOn~_CqITli,liail_ce :Linder 
paragraph 1 of section 152 oUhe LTCHA, • 

No_ii-:c_cifT1Pliance with _·_r_equirBm_~"nts: un,de_r-th_BLOhr/~!em7 pare·,HQineS 
}Jct, 2007(LTCHA) was found. (A requirement underthe. L T,CHA includes 
the _r~quir_er;ne_nts _containe_d 'inJhe:_i_tem_s lis_t_e_d inJh_e-_defini_tiq_n;c>f 
11requiren,e_n_t .un_der thi_S_ Act'1• i_n subs_ection 2('.I) .of the' LTCH/q • 

_Le_sUi_v.a,nt, ~OrisJituet ,u_n ;av,i~ _d'eC:rit-de_. rSXig~ri_c_~·.p~eVue; le. p81'.;jgraPhe_.-1 
de se_ctipn"o152.de,les foy~rs .di=! soin_s:de,.longu_e duree.-

Non~re~pe_d :.a~~Cf 'ieS:~X.Jge~:ce_s .s_~r, 1_8_;L6i µe j_Ooi_1es /OYefS :_dii _S,Dif1s'."de 
J_ongue_.dufeeJ1._tro,uye.J_V~e. exige_ncf! _d_an~_ l_e _loi con,p_re,n(j_ ly~_.,e.~igences· 
conte_n.ues_:daps,.l~~ :r:1.oii,ts:,entJ.rn,.ere,s'_d_a,n_s la 4:1,E!firlitjo_Q :_d.E! texigencf! 
pr~v_ue_par Ia•pre_se_nte, loi"·aU'p,ara_graphe'2(1 ), de:la lot -

WN #1: The Licensee has failed to comply with L TCH Act 2007, c.8, s.6(1) c 
Every licensee of a long-term care home shall ensure that there is a written plan of care for each resident that 
sets out, 
c) clear directions to staff and others who provide direct care to the resident. 2007, C. 8, S. 6 (1) C. 

Findings: 
• The documented plan of care for an identified resident with responsive behaviours did not provide 

clear direction to staff. 

Inspector ID #: 1174 

Additional Required Actions: 
VPC - pursuant to the Long-Term Care Homes Act, 2007, c.8, s. 6(1) c the licensee is hereby requested to 
prepare a written plan of correction for achieving compliance with ensuring that the plan of care for responsive 
behaviours for an identified resident sets out, clear directions to staff and others who provide direct care to the 
resident, to be implemented voluntarily. 

Inspector ID #: 1174 

WN #2: The Licensee has failed to comply with 0. Reg, 79/10, s. 30(2) 
The licensee shall ensure that any actions taken with respect to a resident under a program, including 
assessments, reassessments, interventions and the resident's responses to interventions are 
documented. 
Findings: 

• There was no assessment documentation regarding an incident of resident to resident abuse, 

Inspector ID#: 1174 

VPC - pursuant to, 0. Reg. 79/10, s, 30(2) the licensee is hereby requested to prepare a written plan of 
correction for achieving compliance with ensuring that any actions taken with respect to a resident under a 
program, including assessments, reassessments, interventions and the resident's responses to interventions 
are documented. 
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Every licensee of a long-term care home shall ensure that either a physician or a registered nurse in the 
extended class, 
(b) attends regularly at the home to provide services, including assessments; and 
( c) participates in the provision of after-hours coverage and on-call coverage. 

Findings: 
• Following an incident of resident to resident abuse an attending physician was not available for contact 

and had not advised the home of an on call schedule. The resident was not reassessed by a 
physician for possible effects from the incident. 

Inspector ID#: 17 4 

L TCH Act 2007, SO 2007, 
c.8, s.6(7) 

co 
ORDER 

0001 

Signature of Licensee or Representative of Licensee 
Signature du Titulaire du representant designe 

/~UJvi/%bk 
Title: a/ I ,' Date: I 
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Signature of Health System Accountability and Performance Division 
representative/Signature du {de la} representant{e) de la Division de la 
responsabilisation et de la performance du systeme de sante. 

I 

'. 
Date of Report: (if different from date(s) of inspection). 


