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Inspection No I 
No de !'inspection 

2013 210169 0009 - -
Licensee/Titulaire de permis 
VILLA FORUM 

Log # / Type of Inspection / 
. Registre no Genre d'inspection 

H-00805-12 Complaint 

175 FORUM DRIVE MISSISSAUGA ON L4Z-4E5 
Long-Term Care Home/Foyer de soins de longue duree 
VILLA FORUM 
175 FORUM DRIVE MISSISSAUGA ON L4Z-4E5 
Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 
YVONNE WALTON (169) 

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

This inspection was conducted on the following date(s): March 15 and 19, 2013. 

During the course of the inspection, the inspector(s) spoke with the 
Administrator and Director of Care. 

During the course of the inspection, the inspector(s) conducted a retrospective 
clinical review and reviewed investigative findings from the management team. 

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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NON-COMPLIANCE I NON - RESPECT DES EXIGENCES 
Legend 

'WN - Written Notification . , ... 
VPC - Volunt9ry Plan ofQorrection 
DR - D,irectorReferral 
CO- Complianee OrdeL. 
WAO- Work and Activity Order 

Nonccompliance with requirements under 
the Long-Term Care Ho.mes Act, 2907 
(L TCHA) was found. (A requirement 

• under the LTCHA indudesthe 
requirements contained in the items listed 
in the.definition of ''requirement underthis 
Act" in subsection 2(1)bfthe LTCHA.) 

The following constitutes written 
notificc1tion of non-compliance under 
paragraph 1 of section 152 of the LT CHA. 

Legende 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR- Aiguillage au directeur 
CO~... Ord re de, conformite 
WAO - Ordres : travaux et adivites 

Le nb1irespect.des exigences de la Loi de 
2007 sur les foyers de soins de longue • 
duree (LFSLD) a ete con state. (Une 
exigence de la loi comprend les exigences 
qui fontpartie des elements enumeres • 
dansJa definition de « exigence prevue 
parla presente loi », au paragraphe 2(1) 
de laLFSLD. 

Ce qui suit constitue un avis ecrit de non­
respecfaux termes du .paragraphe 1 de 
!'article t52 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 

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 care set out in Resident #1 plan of care was not provided to the resident as 
specified. The plan of care directed staff to use two staff members when providing all 
personal care. Resident #1 received personal care, with only one staff member on 
three occassions, resulting in an injury to Resident #1. Documentation in the clinical 
record and interviews with the Administrator and Director of Care confirmed this 
finding. [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 that will ensure care set out in the plan of care is 
provided to all residents as specified, to be implemented voluntarily. 

Issued on this 21st day of March, 2013 

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