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The purpose of this inspection was to conduct a Critical Incident System 
inspection. 

This inspection was conducted on the following date(s): August 26, 2013 

During the course of the inspection, the inspector(s) spoke with three resident, 
the Administrator, Assistant Director of Care, two Registered Practical Nurses 
and Personal Service workers. 

During the course of the inspection, the inspector(s) reviewed four critical 
incident reports, four resident health care records, the home Education 
Schedule for 2013 and Employee Education List, 2013 for Prevention of abuse. 

The following Inspection Protocols were used during this inspection: 
Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection . 

• . NON~COMPLIANCEI NON•·~ RESPECT DES EXIGENCES 

\IVN -'-- • Written Notification 
VPC7 VolunfaryPlan of Correction 
.DR'~ O.irector Referral • 
CQ.- Cornpljance Order 

:VYAO•-'-o: Work ~rid Activity Order • 
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Legende 

vVN~ Avisecrit .... •·· .. . ... 
• VPC ~ Plan de redressementvolontaire 
D~ :-- Ajgujllage ~u directeur 
CO_; Ordre de cohformite 

•. WAO - ()rdres : travaux et activites 
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Non°complianc$with ·requir13ments under . Le non-respect des exigences delaCoi•de 1 
th13 Long-Tern, Care Homes Act, 2007. 2007 sur lesfoyers de soiris deJongue •. 
(L TCHA) wasJound, (Arequirement duree (LFSLD)a eteconstate:.{Une •• •• 
uhderthel..TC::I-IA includes the ei<igence d13 la loi cornpreOdJes exJgences . 
• r13quirements.c0ntained in the items listed qui font partie des elernents enu111etes 
in the. deffniti6r)oJO'requir13111eht uhder·this dans la definition de •. « exigence prevue. 
Act'' in·.suhsecfiqh 2(l) .. ofthe .. LTCHA.) par la presente loi >>, afrparagraphe 2{t) 

The foll.owi.ngcbnstitutes writ{en 
notificationofr19n°.c:ompliance· under··•· • 
·paragraphct of.~13ct1on 152ofthe LT CHA. 

delaLFSLO. • ••••• 

gequi suit.consutue .un•·avis ecri(denon­
respect auxtermes d(J paragrapne t d13 
f'article 152 de laLFSLD. •• • • 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident 
records 
Every licensee of a long-term care home shall ensure that, 
(a) a written record is created and maintained for each resident of the home; 

and 
(b) the resident's written record is kept up to date at all times. 0. Reg. 79/10, s. 

231. 

Findings/Faits saillants : 

The licensee did not ensure that three residents written records were kept up to date 
at all times after an occurrence of abuse toward each. One staff confirmed the written 
records do not include documentation about the incidents. [s. 231. (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 related to ensuring the resident's written record is kept 
up to date at all times, to be implemented voluntarily. 
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WN #2: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 
24. Reporting certain matters to Director 

Specifically failed to comply with the following: 

s. 24. (1) A person who has reasonable grounds to suspect that any of the 
following has occurred or may occur shall immediately report the suspicion and 
the information upon which it is based to the Director: 
1. Improper or incompetent treatment or care of a resident that resulted in harm 
or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2). 
2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff 
that resulted in harm or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 
(2). 
3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007, 
c. 8, s. 24 (1 ), 195 (2). 
4. Misuse or misappropriation of a resident's money. 2007, c. 8, s. 24 (1), 195 
(2). 
5. Misuse or misappropriation of funding provided to a licensee under this Act 
or the Local Health System Integration Act, 2006. 2007, c. 8, s. 24 (1), 195 (2). 
Findings/Faits saillants : 

1. The licensee did not ensure that the Director is immediately informed where 
grounds exist to suspect abuse of a resident occurred. Interview with one staff and 
review of one resident health record confirmed an occurrence of abuse occurred. 
Review of the critical incident system and interview with one staff confirmed a critical 
incident report was not completed as required. [s. 24. (1 )] 
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Issued on this 29th day of August, 2013 
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Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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