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Date(s) of inspection/Date(s) de Inspection No/ No de Pinspection
Finspectian
Aug 16, 18, 22, 2011 2011_106125_0004

Type of Inspection/Genre d’inspection

Complaint

Licensee/Titulaire de permis

FRIULI LONG TERM CARE
70865 Isiington Avenue, Woodbridge, ON, L4L-1VS

[.ong-Term Care Home/Foyer de soins de longue durée

VILLA LEONARDO GAMBIN
40 Friuli Court. Woodbridge, ON, L41-973

Name of Inspector(s)/Nom de Pinspecteur ou des inspecteurs
MARSHA HARDWICK (125)

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care and Registered Staff

During the course of the inspection, the inspector{s) Reviewed a resident’s health records, reviewed policy

The foliowing Inspection Protocols were used in part or in whole during this inspection:

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (5) The licensee shall ensure that the resident, the resident’s substitute decision-maker, if any, and any other
persons designated by the resident or substitute decision-maker are given an opportunity to participate fully in the
development and implementation of the resident’s plan of care. 2007, c. 8, s. 6 (5}.

Findings/Faits sayants :
1. « The licensee failed to give the resident’s substitute decision-maker an opportunity to participate fully in the development and
implementation of the resident's plan of care.

» The Licensee did not notify the resident's substitute decision-maker of a change in health status.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, 5.152(2) the licensee is hereby requested to
prepare a written plan of correction for achieving compliance to ensure the resident's substitute decision-maker, if
any, and any other persons designated by the resident or substitute decision-maker are given an opportunity to
participate fully in the development and implementation of the resident's plan of care, to be implemented voluntarily.

Issued on this 23rd day of August, 2011

Slgnature nspector(s)/Sngnature de l'inspecteur ou des mspecters
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