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

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

This inspection also included data related to a Critical Incident under Log 0-
000657-13. 

During the course of the inspection, the inspector(s) spoke with Director of Care, 
two Unit Managers, Registered Dietitian, Resident Care Coordinator, Registered 
Nursing Staff, Food Service Workers and Personal Support Workers. 

During the course of the inspection, the inspector(s) reviewed resident health 
care records, reviewed a Risk Management Report, bath records/schedule and 
food and fluid records. In addition several meal observations were conducted on 
the Woodland Unit. 

The following Inspection Protocols were used during this inspection: 
Dining Observation 

Falls Prevention 

Personal Support Services 

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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Non-compliance with requirements 4nder 
the Long-Term Care Homes Act, 2007 
(L TCHA) was found. (A requirement 
under the L TCHA includes the 
requireme,mts contained ih the items listed 
inthe definition of"requirement under this 
Actu in subsecticm 2(1 )of the LTCHA.) 

The Jo If owing constitutes written 
n9tification • of non-compliance under 
paragraph 1 of section J 52 of the L TCHA. 

;,· ·, ' 

Le non-re$pect des exigences de Ja Loi de 
2007 surfes foyers de soins de longue 
duree (LFSLD) a ete constate. (Une 
exigE?hce deJaJC>i9omprend les exigences. 
qui font partie.deselements enuni~res 
dqns la definition de « exige~ceprevue 
P?r la preSente foi », au pan:igr9phe 2(1) 
de fa LFSLD.. • • 

Ce qui suit constitue uiFavis ecrit de non'" 
re?pect aux termes du paragraphe,.J de 
l'c3rticle 152de la LFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 8. 
Nursing and personal support services 

Specifically failed to comply with the following: 

s. 8. (1) (a) (b) Every licensee of a long-term care home shall ensure that there 
is, 
(a) an organized program of nursing services for the home to meet the assessed 
needs of the residents; and 2007, c. 8, s. 8 (1). 
(b) an organized program of personal support services for the home to meet the 
assessed needs of the residents. 2007, c. 8, s. 8 (1). 

Findings/Faits saillants : 
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1. The licensee failed to comply with L TCHA 2007, S.O. 2007, c.8, s.8 (1) (b), in that 
the licensee failed to ensure that there was an organized program of personal support 
services for the home to meet the assessed needs of the residents. 

On July 12, 2013 during the breakfast meal service on Woodland, Resident #7 was 
observed to be provided total feeding assistance. At one point during the meal service 
the Personal Support Worker (PSW) responsible for feeding the resident left the 
dining room for a staff break at approximately 9: 15am. Resident #7 was left with a full 
meal and 2 glasses of fluid, the resident was not observed to feed self during the staff 
absence. Upon the staff members return at approximately 9:30am the staff member 
commented that the resident hadn't eaten much of the meal. The staff member then 
provided feeding assistance and Resident #7 completed the meal. 

The plan of care for Resident #7 indicates that the resident requires total feeding 
assistance. 

On July 12, 2013 during the later part of the breakfast meal service on Woodland, 
Resident #9 was observed with toast and fluids and Resident #1 O was observed with 
fluids, the resident's were not feeding themselves and no one was providing feeding 
assistance. The Registered Practical Nurse (RPN) in the dining room, reported that 
this unit was short one staff member today and another had gone on break, she was 
present in the dining room to supervise until a PSW returned. 

The plan of care for Resident #9 and #10 indicates that the residents require 
extensive to total feeding assistance. 

The program of personal support services for the home was not organized to meet the 
assessed needs of Resident #7, #9 and #10. [s. 8. (1) (b)] 

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 to ensure that the program of personal support services 
is organized to ensure the provision of resident feeding assistance needs, to be 
implemented voluntarily. 

Page 4 of/de 7 



r")h: t '> 
1,tF Ontario 

Ministry of Health and 
Long-Term Care 

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

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

WN #2: The Licensee has failed to comply with L TCHA, 2007 5.0. 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. The licensee failed to comply with L TCHA 2007, S.O. 2007, c.8, s.6 (7), in that the 
licensee did not ensure that the care set out in the plan of care was provided to the 
resident as specified in the plan. 

A physiotherapy assessment conducted on a specified date, indicated that Resident 
#11 requires 2 person assist when ambulating. 

On a specified date, Resident #11 was found alone after sustaining a fall that resulted 
in injury. 

The plan of care related to the resident's need for assistance when ambulating was 
not provided as set out in the plan of care on the specified date. 

At the time of this incident, a Compliance Order for L TCHA, 2007, s. 6(7) had already 
been issued and remains outstanding at the time of this inspection. [s. 6. (7)] 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 33. Bathing 
Specifically failed to comply with the following: 

s. 33. (1) Every licensee of a long-term care home shall ensure that each 
resident of the home is bathed, at a minimum, twice a week by the method of his 
or her choice and more frequently as determined by the resident's hygiene 
requirements, unless contraindicated by a medical condition. 0. Reg. 79/10, s. 
33 (1). 

Findings/Faits saillants : 
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1. The licensee failed to comply with O.Reg 79/10, s.33(1 ), in that the licensee failed 
to ensure that each resident of the home is bathed, at a minimum, twice a week by the 
method of his or herchoice. 

A review of bath records for the Woodland unit between the dates of April 24 and 30, 
2013, indicated that 6 residents were not bathed, at minimum, twice a week. 

A review of bath records for the Woodland unit between the dates of July 1 and 7, 
2013 indicated that all residents residing on the Woodland unit were bathed, at 
minimum, twice a week. [s. 33. (1 )] 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 73. Dining and 
snack service 

Specifically failed to comply with the following: 

s. 73. (2) The licensee shall ensure that, 
(a) no person simultaneously assists more than two residents who need total 
assistance with eating or drinking; and 0. Reg. 79/10, s. 73 (2). 
Findings/Faits saillants : 

• 1. The licensee failed to comply with 0. Reg 79/10, s. 73 (2) (a), in that the licensee 
did not ensure that no person simultaneously assists more than two residents who 
need total assistance with eating or drinking. 

During the Woodland supper meal service on July 10, 2013 a staff member was 
observed to be responsible for providing feeding assistance to a table of four 
residents (Residents #1, #2, #3 and #4 ). The staff member was observed to provide 
total feeding assistance to Resident #1. The staff member was observed to provide 
intermittent physical feeding assistance to Resident #2 and #3, neither resident was 
observed to feed themselves. Resident #4 was able to feed self. 

The plan of care for Resident #1, #2 and #3 indicates that all three residents require 
total feeding assistance. 

A person was observed to simultaneously assisted more than two residents who 
needed total assistance with eating or drinking. [s. 73. (2) (a)] 
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Issued on this 16th day of July, 2013 
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Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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