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

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

This inspection was conducted on the following date(s): August 09, 12, 13, 2013 

During the course of the inspection, the inspector(s) spoke with Administrator, 
Director of Care, Director of Environmental Services, Manager of Programs and 
Services, Manager from the home's bed manufacturer, Physiotherapist, 
Occupational Therapist, Nurse Managers, Registered Nursing Staff, Personal 
Support Workers 

During the course of the inspection, the inspector(s) conducted a tour of the 
resident's home area and room and reviewed the resident's bed system (frame, 
mattress and other accessories), reviewed clinical records, reviewed the home's 
policies related to falls prevention 

The following Inspection Protocols were used during this inspection: 
Falls Prevention 

Safe and Secure Home 

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 - Workand Activity Order 
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Legende 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aigujllage au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 
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Non-compliance with requirements under 
the Long-Term Care Homes Act, 2007 
(L TCHA) was found. (A requirement 
under the L TCHA includes the 
requirements contained in the items listed 
in the definition of "requirement under this 
Act" in subsection 2(1) of the L TCHA.) 

The following constitutes written 
notification of non-compliance under 
paragraph 1 of section 152 of the LTCHA. 

Le non-respect des exigences de la Loi de 
2007 sur Jes foyers de soins de longue 
dun~e (LFSLD) a ete constate. (Une 
exigence de la Joi comprend Jes exigences 
qui font partie des elements enumeres 
dans la definition de « exigence prevue 
par la presente Joi », au paragraphe 2(1) 
de la LFSLD. 

Ce qui suit constitue un avis ecrit de non­
respect aux termes du paragraphe 1 de 
!'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 15. Bed rails 
Specifically failed to comply with the following: 

s. 15. (1) Every licensee of a long-term care home shall ensure that where bed 
rails are used, 
(a) the resident is assessed and his or her bed system is evaluated in 
accordance with evidence-based practices and, if there are none, in accordance 
with prevailing practices, to minimize risk to the resident; 0. Reg. 79/10, s. 15 
(1 ). 
(b) steps are taken to prevent resident entrapment, taking into consideration all 
potential zones of entrapment; and 0. Reg. 79/10, s. 15 (1 ). 
(c) other safety issues related to the use of bed rails are addressed, including 
height and latch reliability. 0. Reg. 79/10, s. 15 (1). 
Findings/Faits saillants : 
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Resident #001 's plan of care identifies the resident as requiring the use of a 
therapeutic overlay mattress with one 1 /4 side rail to be raised while in bed. A review 
of resident #001 's clinical records for an identified period of time, revealed multiple 
documented falls from his/her bed with the majority of falls occurring during the night. 
On an identified date in 2013, resident #001 was found compromised on the end 
portion of the raised 1/4 side rail, lower torso and limbs on the fall arrest mat while 
his/her head remained on the bed. Staff interviews revealed that resident #001 's bed 
system included a base foam mattress, an additional therapeutic overlay mattress 
which rested on top of the base foam mattress and one 1/4 side rail that is to be 
raised upright on the right side of the bed. An interview with the Director of Care 
(DOC) revealed that the therapeutic overlay mattress which had been placed on top of 
resident #001 's existing foam mattress created a four inch increased height. The DOC 
indicated that the additional four inches of mattress height and combination of the 
overlay's alternating air pressure, may have created gaps between the overlay 
mattress and the 1/4 side rail, permitting potential areas of entrapment. The DOC 
confirmed in an interview that resident #001 had not been assessed for the use of a 
raised 1/4 side rail and his/her bed system had not been evaluated in accordance with 
evidence-based practices. 

Additional Required Actions: 

CO# - 001 will be served on the licensee. Refer to the "Order(s) of the 
Inspector". 

WN #2: The Licensee has failed to comply with O.Reg 79110, s. 8. Policies, etc., 
to be followed, and records 

Specifically failed to comply with the following: 

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term 
care home to have, institute or otherwise put in place any plan, policy, protocol, 
procedure, strategy or system, the licensee is required to ensure that the plan, 
policy, protocol, procedure, strategy or system, 
(a) is in compliance with and is implemented in accordance with applicable 
requirements under the Act; and 0. Reg. 79110, s. 8 (1). 
(b) is complied with. 0. Reg. 79110, s. 8 (1). 
FindingslFaits saillants : 
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1. The licensee failed to ensure that the home's Falls Prevention and Management 
policy dated April 01, 2013 is complied with. [s.8.(1 )] 

The home's Falls Prevention and Management policy dated April 01, 2013 defines a 
fall as "any unintentional change in position where the resident ends up on the floor, 
ground or lower level". Registered staff are directed to initiate a Head Injury Routine 
(HIR) post fall for every hour and continue for 24 hours or as ordered by the physician 
and the physician is to be notified of the fall. 
Clinical record review revealed that on an identified date in 2013, resident #001 was 
found on the floor beside his/her bed. An identified Registered Practical Nurse 
confirmed in an interview that he/she did not initiate the HIR, nor was the physician 
notified of resident #001 's fall, as in accordance with the home's Falls Prevention and 
Management policy dated April 01, 2013. An interview with an identified Registered 
Nurse confirmed that the physician was notified several hours post fall on the day 
shift. [s. 8. (1 )] 

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 home's Falls Prevention and 
Management policy is complied with, to be implemented voluntarily. 

Issued on this 11th day of September, 2013 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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Order(s) of the Inspector 
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de !'article 154 de la Loi c/e 2007 sur /es foyers 
de soins cle longue duree, L 0. 2007, chap. 8 

Health System Accountability and Performance Division 
Performance Improvement and Compliance Branch 

Division de la responsabilisation et de la performance du systeme de sante 
Direction de !'amelioration de la performance et de la conformite 

Public Copy/Copie du public 

Name of Inspector (ID #) / 
Norn de l'inspecteur (No): VALERIE JOHNSTON (202), BERNADETTE SUSNIK 

(120) 
Inspection No. / 
No de !'inspection : 

Log No./ 
Registre no: 

Type of Inspection / 
Genre d'inspection: 

Report Date(s) / 
Date(s) du Rapport : 

Licensee/ 
Titulaire de permis : 

LTC Home I 
Foyer de SLD : 

Name of Administrator/ 
Norn de l'administratrice 
ou de l'administrateur: 
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2013 168202 0042 

T-000422-13 

Critical Incident System 

Aug 23, 2013 

TORONTO LONG-TERM CARE HOMES AND 
SERVICES 
55 JOHN STREET, METRO HALL, 11th FLOOR, 
TORONTO, ON, M5V-3C6 

WESBURN MANOR 
400 The West Mall, ETOBICOKE, ON, M9C-5S1 
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Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, SO 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 etiou 
de !'article 154 c/e la Loi cle 2007 sur /es foyers 
cle soins cle longue duree, L.O. 2007, cliap. 8 

To TORONTO LONG-TERM CARE HOMES AND SERVICES, you are hereby 
required to comply with the following order(s) by the date(s) set out below: 
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Order# I 
Ordre no : 001 

Ministry of Health and 
Long-Term Care 

0rder(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Order Type/ 

Ministere de la Sante et 
des Soins de longue duree 

0rdre(s) de l'inspecteur 
Aux term es de I' article 153 etiou 
de !'article 154 c/e la Loi c/e 2007 sur Jes foyers 
de soins cle longue duree, L. 0. 2007, chap. 8 

Genre d'ordre: Compliance Orders, s. 153. (1) (b) 

Pursuant to/ Aux termes de : 

O.Reg 79/10, s. 15. (1) Every licensee of a long-term care home shall ensure 
that where bed rails are used, 
(a) the resident is assessed and his or her bed system is evaluated in 

accordance with evidence-based practices and, if there are none, in accordance 
with prevailing practices, to minimize risk to the resident; 
(b) steps are taken to prevent resident entrapment, taking into consideration all 

potential zones of entrapment; and 
(c) other safety issues related to the use of bed rails are addressed, including 

height and latch reliability. 0. Reg. 79/10, s. 15 (1 ). 

Order I Ordre : 

The licensee shall prepare, submit and implement a plan to ensure that where 
bed rails are used, the resident is assessed and his or her bed system is 
evaluated in accordance with evidence-based practices and, if there are none, in 
accordance with prevailing practices, to minimize risk to the resident. Please 
submit plan to valerie.johnston@ontario.ca by September 06, 2013. 

Grounds I Motifs : 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 andior 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de /'article 153 eliou 
de !'article 154 c/e la Loi de 2007 sur /es foyers 
de soins de longue duree, L.O. 2007, chap. 8 

1. The licensee failed to ensure that where bed rails are used, the resident is 
assessed and his or her bed system is evaluated in accordance with evidence­
based practices and, if there are none, in accordance with prevailing practices, 
to minimize risk to the resident. [s.15.(1 )(a)] 

Resident #001 's plan of care identifies the resident as requiring the use of a 
therapeutic overlay mattress with one 1/4 side rail to be raised while in bed. A 
review of resident #001 's clinical records for an identified period of time, 
revealed multiple documented falls from his/her bed with the majority of falls 
occurring during the night. 
On an identified date in 2013, resident #001 was found compromised on the end 
portion of the raised 1 /4 side rail, lower torso and limbs on the fall arrest mat 
while his/her head remained on the bed. Staff interviews revealed that resident 
#001 's bed system included a base foam mattress, an additional therapeutic 
overlay mattress which rested on top of the base foam mattress and one 1 /4 
side rail that is to be raised upright on the right side of the bed. An interview with 
the Director of Care (DOC) revealed that the therapeutic overlay mattress which 
had been placed on top of resident #001 's existing foam mattress created a four 
inch increased height. The DOC indicated that the additional four inches of 
mattress height and combination of the overlay's alternating air pressure, may 
have created gaps between the overlay mattress and the 1/4 side rail, permitting 
potential areas of entrapment. The DOC confirmed in an interview that resident 
#001 had not been assessed for the use of a raised 1/4 side rail and his/her bed 
system had not been evaluated in accordance with evidence-based practices. 
(202) 

This order must be complied with by/ 
Vous devez vous conformer a cet ordre d'ici le : Oct 04, 2013 
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Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of !lie Long-Term Care 
Homes Act, 2007, S O 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 etlou 
de !'article 154 cle la Loi c/e 2007 sur Jes foyers 
cle soins de longue duree, LO. 2007, chap. 8 

REVIEW/APPEAL INFORMATION 

TAKE NOTICE: 

The Licensee has the right to request a review by the Director of this (these) Order(s) 
and to request that the Director stay this (these) Order(s) in accordance with section 
163 of the Long-Term Care Homes Act, 2007. 

The request for review by the Director must be made in writing and be served on the 
Director within 28 days from the day the order was served on the Licensee. 

The written request for review must include, 

(a) the portions of the order in respect of which the review is requested; 
(b) any submissions that the Licensee wishes the Director to consider; and 
(c) an address for services for the Licensee. 

The written request for review must be served personally, by registered mail or by fax 
upon: 
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Director 
c/o Appeals Coordinator 
Performance Improvement and Compliance Branch 
Ministry of Health and Long-Term Care 
1075 Bay Street, 11th Floor 
TORONTO,ON 
M5S-2B1 
Fax: 416-327-7603 
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Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of t11e Long-Term Care 
Homes Act, 2007, S.0 2007, c.8 

Ministere de la Sante et 
des Soins de tongue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et'ou 
de I' article 154 cle la Loi cle 2007 sur /es foyers 
cle soins de longue duree, LO. 2007, chap 8 

When service is made by registered mail, it is deemed to be made on the fifth day 
after the day of mailing and when service is made by fax, it is deemed to be made on 
the first business day after the day the fax is sent. If the Licensee is not served with 
written notice of the Director's decision within 28 days of receipt of the Licensee's 
request for review, this(these) Order(s) is(are) deemed to be confirmed by the Director 
and the Licensee is deemed to have been served with a copy of that decision on the 
expiry of the 28 day period. 

The Licensee has the right to appeal the Director's decision on a request for review of 
an Inspector's Order(s) to the Health Services Appeal and Review Board (HSARB) in 
accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is 
an independent tribunal not connected with the Ministry. They are established by 
legislation to review matters concerning health care services. If the Licensee decides 
to request a hearing, the Licensee must, within 28 days of being served with the 
notice of the Director's decision, give a written notice of appeal to both: 

Health Services Appeal and Review Board and the Director 

Attention Registrar 
151 Bloor Street West 
9th Floor 
Toronto, ON M5S 2T5 

Director 
c/o Appeals Coordinator 
Performance Improvement and Compliance 
Branch 
Ministry of Health and Long-Term Care 
1075 Bay Street, 11th Floor 
TORONTO, ON 
M5S-2B1 
Fax: 416-327-7603 

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide 
instructions regarding the appeal process. The Licensee may learn 
more about the HSARB on the website www.hsarb.on.ca. 
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Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 oi the Long-Term Care 
Homes Act, 2007, S O 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 e\iou 
de !'article 154 cle la Loi c/e 2007 sur /es foyers 
de soins de longue duree, L 0. 2007, chap. 8 

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL 

PRENDRE AVIS 

En vertu de !'article 163 de la Loi de 2007 sur les foyers de soins de longue duree, le 
titulaire de permis peut demander au directeur de reexaminer l'ordre ou les ordres 
qu'il a donne et d'en suspendre !'execution. 

La demande de reexamen doit etre presentee par ecrit et est signifiee au directeur 
dans les 28 jours qui suivent la signification de l'ordre au titulaire de permis. 

La demande de reexamen doit contenir ce qui suit : 

a) les parties de l'ordre qui font l'objet de la demande de reexamen; 
b) les observations que le titulaire de permis souhaite que le directeur examine; 
c) l'adresse du titulaire de permis aux fins de signification. 

La demande ecrite est signifiee en personne ou envoyee par courrier recommande ou 
par telecopieur au: 

Directeur 
a/s Coordinateur des appels 
Direction de !'amelioration de la performance et de la conformite 
Ministere de la Sante et des Soins de longue duree 
1075, rue Bay, 11 e etage 
Ontario, ON 
M5S-2B1 
Fax: 416-327 -7603 

Les demandes envoyees par courrier recommande sont reputees avoir ete signifiees 
le cinquieme jour suivant l'envoi et, en cas de transmission par telecopieur, la 
signification est reputee faite le jour ouvrable suivant l'envoi. Si le titulaire de permis 
ne re9oit pas d'avis ecrit de la decision du directeur dans les 28 jours suivant la 
signification de la demande de reexamen, l'ordre ou les ordres sont reputes confirmes 
par le directeur. Dans ce cas, le titulaire de permis est repute avoir re9u une copie de 
la decision avant !'expiration du delai de 28 jours. 
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Pursuant to sec1ion 153 and/or 
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Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux term es de I' article 153 eVou 
de !'article 154 c/e la Loi cle 2007 sur /es foyers 
de soins cle longue duree, L. 0. 2007, cllap. 8 

En vertu de !'article 164 de la Loi de 2007 sur les foyers de soins de longue duree, le 
titulaire de permis a le droit d'interjeter appel, aupres de la Commission d'appel et de 
revision des services de sante, de la decision rendue par le directeur au sujet d'une 
demande de reexamen d'un ordre ou d'ordres donnes par un inspecteur. La 
Commission est un tribunal independant du ministere. II a ete etabli en vertu de la loi 
et ii a pour mandat de trancher des litiges concernant les services de sante. Le 
titulaire de permis qui decide de demander une audience doit, dans les 28 jours qui 
suivent celui ou lui a ete signifie l'avis de decision du directeur, faire parvenir un avis 
d'appel ecrit aux deux endroits suivants : 

A !'attention du registraire 
Commission d'appel et de revision 
des services de sante 
151, rue Bloor Quest, 9e etage 
Toronto (Ontario) M5S 2T5 

Directeur 
a/s Coordinateur des appels 
Direction de !'amelioration de la performance et de la 
conformite 
Ministere de la Sante et des Soins de longue duree 
1075, rue Bay, 11e etage 
Ontario, ON 
M5S-2B1 
Fax: 416-327-7603 

La Commission accusera reception des avis d'appel et transmettra des instructions 
sur la fagon de proceder pour interjeter appel. Les titulaires de permis peuvent se 
renseigner sur la Commission d'appel et de revision des services de sante en 
consultant son site Web, au www.hsarb.on.ca. 

Issued on this 23rd day of August, 2013 

Signature of Inspector/ 
Signature de l'inspecteur : 0x / 
Name of Inspector/ ~ 
Norn de l'inspecteur : Valerie Johnston 

Service Area Office I 
Bureau regional de services : Toronto Service Area Office 

Page 8 of/de 8 


