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Type of Inspection/Genre d'inspection 
CIS inspection 
Log# T-0840-11 

Long-Term Care Home/Foyer de soins de longue duree 
Spencer House Inc. 
835 West Ridge Blvd 
Orillia ON L3V 883 

Name of lnspector(s)/Nom de l'inspecteur(s) 
Nancy Bailey, lnspector#174 

•.• 111s pectj6rl§1.1rruriary/Sorn m.a.ire d.'i J')SJlE!Ctiqil. 

The purpose of this inspection was to conduct a critical incident inspection. 

During the course of the inspection, the inspector(s) spoke with: Administrator, Director of Care, Assistant 
Director of Care, Registered staff, Personal Support Workers. 

During the course of the inspection, the inspector: conducted a clinical record review, interviewed staff 

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

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

4WN 
3VPC 
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NON-COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN·;- ·:Writte_i1NcitificaUons/j\vis_·ecr1t 
_VPC -- -Voluntary·Plan_,_o_f_Com~c_tion/_Plan,de rectiessen,erit_Volbrltaire 
DR-~ ,i' Director H,eferral/RSgissE!ur _env_o_ye 
CO- ,Compli_af)~e Order/Ordre_s.cte co_nfo_miite_ . __ . . 
WAO- Work-and Acti_vi_ty._<?rde~/Ordres: travaux et.activit_es· 

' '.-'",_ '. .. 
The' _f()l!0_Wi_rig -• co,nstjtUtes. wr_rtten n, otifiCation :ar,n"on:.:cam pt_i3ii ce_. U rider 
paragraph 1 of sectionJ 52 of the LTCHA. • 

N_bn-_C0ITlp:lian_c,e ·_with' .'req ~-ir~riie. nts· _u_ ri~er_-the; L0,jg:.TflrrrJ_. ·:c~•ie:-i:{ome_s 
Act, 2007 (LTCHA) was fpund. (Arequirementunder the LTCHA includes 
t_h13 r,eq_uirem_en_ts·contained in_ tpe_it~ms .l_lsted_in the:defin_jU9n·,of 
"requirement u_nder this•Act'! in subsection 2(1) of.the LTCrlA.J 

' ' .,,,, 

_le· ~.ui\l~riq;onstitUer·_un·:a'vis • d'.E!crit d_e: 1:eXig~11~~: Prevu,e .. 1_(paragf8Phe· 1 
r;le .s.e.ction 152 .de Jes foyers._d_ers_o_ins:de Jor:igue.dure~; 

,". ' '·--·-·--· .. ' '. ',",.· ',·, .. ::. -',":>,' ,· 

N,on~re.~_p.~6\'a'.ve_C: r_e.5 _9xi9.~:n_c'e_s:_s_u'r _ieJ(}(cjB)2diji J.iS :iO)'ei-S -~~ _SOins __ d~ 
'tongue Buree a _tro_u~~.-: (Un,e ;~~igenqe:_.dans. le, loi·i::on,pre_nd Jf;!S,- _ex_igehce_s_ 
<;o_n_ten_ues_d_an~ Jes PCJ,ints-~n.urn_ere,~-;d_a~s_· Ja· d_8Jinitlp~,:~e :"exige,n,ce 
prevue par la presente loi" au paragraphe 2(1) de la loi.; • 

WN #1: The Licensee has failed to comply with LTCH Act 2007, c.8, s.6 (10)b 
The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at least 
every six months and at any other time when, the resident's care needs change or care set out in the plan is 
no longer necessary. 

Findings: 
The plan of care was not revised regarding immediate care for a resident who had fallen and sustained a 
serious injury. The resident's plan of care was not revised to indicate ongoing care requirements following 
treatment of the injury . 

• 
Inspector ID#: 1174 . 

WN #2: The Licensee has failed to comply with 0. Reg. 79/10, s. 131 (2) 
The licensee shall ensure that drugs are administered to residents in accordance with the directions 
for use specified by the prescriber. 

Findings: 
• The licensee did not ensure a resident received a prescribed medication until two days after it was 

prescribed. The medication was not ordered the day it was prescribed. 

Inspector ID #: I 
Additional Required Actions: 
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152 (2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance, with 0. Reg. 79/10, s. 131 (2) to 
ensure that all orders for medications are to be administered to residents in accordance with the directions for 
use specified by the prescriber, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with 0. Reg. 79/10, s. 49(2) 
Every licensee of a long-term care home shall ensure that when a resident has fallen, the resident is 
assessed and that where the condition or circumstances of the resident require, a post-fall 
assessment is conducted using a clinically appropriate assessment instrument that is specifically 
designed for falls. 
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Findings: 
A resident who sustained a serious injury was not assessed following a fall using the clinically appropriate 
assessment instrument that is available in the home to assess residents who have fallen. 

Inspector ID #: 1174 

Additional Required Actions 
VPC - pursuant to 0. Reg. 79/10, s. 49(2)the licensee is hereby requested to prepare a written plan of 
correction for achieving compliance to ensure that a clinically appropriate assessment instrument that is 
soecificallv desianed for falls is used when the condition or circumstances reauire. 
WN #4: The Licensee has failed to comply with 0. Reg. 79/10, s. 52 (2) 
Every licensee of a long-term care home shall ensure that when a resident's pain is not relieved by initial 

interventions, the resident is assessed using a clinically appropriate assessment instrument specifically 
designed for this purpose. 

Findings: 
• A clinical pain assessment tool was not utilized in the assessment of a painful swollen joint, when the pain 

was not relived by initial interventions. 

Inspector ID#: 1174 

Additional Required Actions: 
VPC - pursuant to 0. Reg. 79/10, s. 52 (2) the licensee is hereby requested to prepare a written plan of 
correction for achieving compliance to ensure that when a resident's pain is not relieved by initial 
interventions, the resident is assessed using a clinically appropriate assessment instrument specifically 
designed for this purpose, to be implemented voluntarily. 

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division 
Signature du Titulaire du representant designe representative/Signature du (de la) representant(e) de la Division de la 

responsabilisation et de la performance du systeme de sante. 

p!~;ef/}v/'.;1 
Title: Date: Date of Report: (if diffetent from date(s) of inspection). 
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