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Telephone: (613) 569-5602

Facsimile: (613) 569-9670

Bureau régional de services d’Ottawa

347, rue Preston, 4iém étage

OTTAWA, ON, K1S-3J4

Téléphone: (613) 569-5602

Télécopieur: (613) 569-9670

Health System Accountability and Performance 
Division


Performance Improvement and Compliance Branch

Inspection No/ No de l’inspection

2011_049143_0037

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



During the course of the inspection, the inspector(s) spoke with The Administrator, the Director of Nursing, 
Registered Practical Nurses, Personal Support Workers, Human Resource staff and residents.



During the course of the inspection, the inspector(s) Observed residents receiving care and services and 
reviewed medication and abuse policies and procedures.



The following Inspection Protocols were used during this inspection:

Findings of Non-Compliance were found during this inspection.

Prevention of Abuse, Neglect and Retaliation

Medication

Licensee/Titulaire de permis

Inspection Summary/Résumé de l’inspection

SPECIALTY CARE EAST INC.

400 Applewood Crescent, Suite110, VAUGHAN, ON, L4K-0C3

Public Copy/Copie du public

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend 





WN –   Written Notification 


VPC –  Voluntary Plan of Correction 


DR –    Director Referral


CO –    Compliance Order 


WAO – Work and Activity Order

Findings/Faits saillants :

WN #2:  The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 3. Residents’ Bill of Rights

1. This finding is in relation to log # 001237-11. 





It was reported that a Personal Support Worker had been observed kissing and hugging three residents.  Two of the 
residents did not recall the event and one resident reported initiating the kiss.  Administrative staff met with the employee 
and she verified that this had occurred.   Administrative staff advised the employee that she had not treated the residents 
with dignity and respect.

Findings/Faits saillants :

Specifically failed to comply with the following subsections:



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 


(b) is complied with.  O. Reg. 79/10, s. 8 (1).

WN #1:  The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to be followed, and records

1. This finding of non compliance is in relation to log #  002324-11.





Under O. Regulation 79/10, s.114 (2), The licensee shall ensure that written policies and protocols are developed for


the medication management system to ensure the accurate acquisition, dispensing, receipt, storage, administration and


destruction and disposal of all drugs used in the home.





A Registered Practical Nurse (RPN) administered medications to the wrong resident.  The RPN did not comply with the 
homes policy and procedure 3-6 The Medication Pass.  The procedure indicates: 1. Identify resident by photo or 
armband or other staff, never by verbal response.  The RPN identified the resident by a verbal response.  


This policy was not complied with.

Le non-respect des exigences de la Loi de 2007 sur les foyers de 
soins de longue durée (LFSLD) a été constaté. (Une exigence de la 
loi comprend les exigences qui font partie des éléments énumérés 
dans la définition de « exigence prévue par la présente loi », au 
paragraphe 2(1) de la LFSLD. 





Ce qui suit constitue un avis écrit de non-respect aux termes du 
paragraphe 1 de l’article 152 de la LFSLD.

Non-compliance with requirements under the Long-Term Care 
Homes Act, 2007 (LTCHA) was found.  (A requirement under the 
LTCHA includes the requirements contained in the items listed in 
the definition of "requirement under this Act" in subsection 2(1) 
of the LTCHA.)  





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

Legendé 





WN –   Avis écrit     


VPC –  Plan de redressement volontaire  


DR –    Aiguillage au directeur


CO –    Ordre de conformité         


WAO – Ordres : travaux et activités



Ministére de la Santé et des 
Soins de longue durée

Ministry of Health and 
Long-Term Care

Inspection Report under 
the Long-Term Care 
Homes Act, 2007

Rapport d’inspection 
prévue le Loi de 2007 les 
foyers de soins de longue 

Page 3 of 3

Signature of Inspector(s)/Signature de l’inspecteur ou des inspecteurs

Issued on this    9th    day of November, 2011


