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77 James Street North Suite 400 HAMIL TON ON L8R-2K3 
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Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

BERNAD_ETTE SUSNIK (1201 
lnsp~ctio11 Summary/Resume de--1'.i nspection -

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

During the course of the inspection, the inspector(s) spoke with the assistant director of care and non­
registered staff regarding personal support services.(H-002485-11) 

During the course of the inspection, the inspector(s) reviewed nursing care policies and procedures and the 
resident's plan of care. 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Findings of Non-Compliance were found during this inspection . 

• NON:COMPLIANCE/ NON-RESl'ECTDES EXIG_ENCES 

Legend 

WN - Written Notification 
VPC - VoluritaryPlan ofCorrectlon 
DR- DirectorReferral • • • 
CO - Compliance Order 
WAO - Work and Activity Order 
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Legends 

VVN ,- Avis ecrU -. , 
VP(} - plande redres~ernentvoJontaire 
_DR --- _ Alguil!age au directeur 
CO-,- Ord re, d_e conformite 
WAOo-Ordres_: travaux etactivites 
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Non-compliance withtequlrementsun.der thelong-TermGare l.e non,respect de$exig6nces.de.1a·Loi. de 2Q07 surJes.foyers de 
Homes Act, 2007 (LTC.HA)wa~Jound: (Arequir~menjunderthe soins qe longue duree;(LFSLD) a ete constate. (Une exigence de. la . 
UCHA includes .the requirem~ntscontained in the items I.isted i.n loi ~omprendJes. exigences qui font partie cjes $laments enumeres 
the definition of "requirement under.this Act'' In sµbsection.2(1) . dansla definition de.« exigence prevue par .la presente lol », au 
of the LTCHA.) • • • paragraphe 2(1)de la LFSLD,\ 

,The following cpnsmuteswritten.notificati,onotnori,compliance· 
under paragraph 1 ofsecUon .152 of the LTCH/t 

c;_e -qui:·Sli'i_t .C(JnSt1i48,-,u:f(8viS;·t3Crif .d(=! non~resi:>:ect aux· termes.dll 
paragraphe 1 dej'article 152 dela LFSL.D. 

WN #1: The Licensee has failed to comply with L TGHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each 
resident that sets out, 
(a) the planned care for the resident; 
(b) the goals the care is intended to achieve; and 
(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

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/Fails saillants : 

1. [O. Reg. 79/10, s.6(1 )(c)] The plan of care for an identified resident does not set out clear directions to staff and 
others who provide direct care to the resident. The plan of care with respect to bathing requirements and preferences of 
the resident describes a routine for bathing and not showering, which is the resident's preference. It also does not 
describe which type of shower chair the resident prefers and the degree of independence in self showering. 
2. [O. Reg. 79/10, s. 6(7)] The care set out in the plan of care was not provided to the identified resident as specified in 
the plan of care. The plan of care describes that the resident is not to be left unattended while in the tub room. The 
personal support worker admitted leaving the resident unattended in the tub room for several minutes in December 
2011. The personal support worker therefore did not follow the directions as identified on the plan of care. 

Issued on this ol $~ day of 3°MvO.n/, 2012 

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