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

This inspection was conducted on the following date(s): January 30, 31, 2013, 
February 1, 2013. 

This inspection was conducted concurrently with Cl inspections H-000043-13, H-
001705-12 and H-000007-12. 

During the course of the inspection, the inspector(s) spoke with the Director of 
Care (DOC), the Associate Director of Care (ADOC), registered staff, Personal 
Support Workers (PSW'S) and residents. 

During the course of the inspection, the inspector(s) toured the home, observed 
residents during care and in dining room, reviewed policy and procedures and 
resident health records. 

The following Inspection Protocols were used during this inspection: 
Personal Support Services 

Findings of Non-Compliance were found during this inspection. 
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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 : 
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1. The licensee did not provide care to the resident as specified in the plan of care. 
i. In January 2013, a PSW was observed speaking to resident 001 into the resident's 
left ear to provide an explanation of care. The resident did not respond. According to 
the plan of care, caregivers are instructed to speak into the resident's right ear due to 
deafness in the left ear. 
ii. According to the health record and as confirmed by the charge nurse, resident 001 
was found on the floor beside the bed entangled in blankets in July 2012. Both bed 
rails were in the down position. The plan of care stated that one bed rail should remain 
in the up position. 
iii. According to the health record and as confirmed by the charge nurse, in August 
2012, resident 001 slid onto the floor out of a wheelchair. The plan of care stated to tilt 
the wheelchair back after meals to prevent sliding out. The chair was not tilted back 
after the meal. 
iv. According to the health record and as confirmed by the charge nurse, in September 
2012, the resident was found on the floor after sliding out of the wheelchair. The 
wheelchair was not tilted back as per the plan of care. No injuries were sustained. [s. 
6. (7)] 

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 care set out in the plan of care is 
provided to the resident as specified in the plan, to be implemented voluntarily. 

Issued on this 4th day of February, 2013 

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