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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): June 3 and 7, 2013
Enter any additional information..

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care, Registered Nursing Staff, Personal Support Workers and
residents.

During the course of the inspection, the inspector(s) reviewed resident health
care records, observed resident care and reviewed the home's investigation
notes related to an allegation of abuse.

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

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

ON - RESPECT DES

NON-COMPLIANCE / N |
. llcoends

EXIGENCES

Legend ,;”ﬁ"

WN — Avis écrit | . -
IVPC — Plan de redressement volontaire
DR - Aiguillage au directeur

CO- Ordre de conformité
WAO — Ordres : travaux et activités

WN — Written Notificaton =~
VPC — Voluntary Plan of Correction
DR — Director Referral ,
CO- Compliance Order
WAO ~ Work and Activity Order
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Non comphance wrth requrrements under Le non- respect des exrgences de laloi de
the Long-Term Care Homes Act, 2007  |2007 sur les foyers de soins de longue
(LTCHA) was found. (A requrrement  |durée (LFSLD) a été constaté. (Une
under the LTCHA includesthe fex:gence de la loi comprend les exigences
;requrrements contamed in the tems listed |qui font partie des elements énumerés ‘
in the definition of “requrrement under thrs |dans la définition de « exrgence prévue
Act" in subsectlon 2(1) of the LTCHA) |par la présente loi », au paragraphe 2(1)

,  |de la LFSLD ' _ - .

The followmg constrtutes wrrtten , , :
?notlﬁcatron of non- comphance under respect aux termes du paragraphe 1 de -
paragraph 1 of sectlon 152 of the LTCHA !artxcle 152 de la LFSLD -

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

Specifically failed to comply with the following:

s. 6. (3) The licensee shall ensure that the plan of care covers all aspects of
care, including medical, nursing, personal support, nutritional, dietary,
recreational, social, restorative, religious and spiritual care. 2007, c. 8, s. 6 (3).

Findings/Faits saillants :

1. The licensee failed to comply with LTCHA 2007, S.0., 2007, c.8, s.6 (3), in that the
plan of care for Resident #1 did not include all aspects of care.

The health care record of Resident #1, indicated that the resident has periods of
wakefulness at night.

The current plan of care does not include aspects related to the resident's sleeping
patterns or behaviours associated with those sleeping patterns. [s. 6. (3)]
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Issued on this 21st day of June, 2013

Signature of Insector()lSignatue e I’inpecteur u des inspecteus

F/J/)ﬁf‘fr& /(ZN D e /hf‘/(cvé/
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