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I'inspection
Jul 8, 201 1 2011_092121_0010 Critical Incident

Licensee/Titulaire de permis

GROSVENOR HEALTH CARE PARTNERSHIP {NO. 3)
150 WATER STREET SOUTH, CAMBRIDGE, ON, N1R-3E2

Long-Term Care Home/Foyer de soins de longue durée

COUNTRY LANE LONG TERM CARE RESIDENCE
R. R, #3, 317079 HWY 6 & 10, CHATSWORTH, ON, NgH-1G0

Name of Inspector(s)/Nom de P'inspecteur ou des inspecteurs
ELIZ_ABE_TH_ ELVIDG_E (1__2_1_)__

inspectlon Summary!Resumé de. I’lnspectton RERh

The purpose of this mspechon was to conduct a Critical Incident inspection,.
During the course of the inspection, the inspector(s) spoke with The Executive Director,

During the course of the inspection, the inspector(s) Reviewed the Critical Incident information, the Home's policy on
Abuse/Neglect and the Prevention of Abuse, Neglect and Retaliation Inspection Protocol,

The following Inspection Protocols wen;e used in part or in whole during this inspection;
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

"NON- COMPLIANCE I NON-RESPECT DES EXIGENCES

Definitions _' G __ o .' N _; Défnltlons

' WN Aws écrit

WN - Wntten Not:f cation o .
: VPC Plan de. redressement volontalre

VPC — Voluntary Plan of Correctlon '
DR — -Director Referral = :: DR —."*Aiguillage au dlrecteur _
CO - - Compliance Order. - SRR SRS . {CGO = Ordre de conformité . T
WAQ — Work and Activity Order Lo “o L {WAD — Ordres © travaux et actlvﬁés o
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Non-compiiance with requirements under the Long-Term Care Homes
Act, 2007 (LTCHA) was found, (A requirement under the LTCHA -
inciudes the requirements contamed in the items listed in the defi nttton
of requ]rement under t_hns _Ac_:t" in subsectlon 2(_1}_qf the _LTC!_-IA )

The fo!lowmg constltutes wnlten notif catron of non- compiaance under
paragraph 1 of sectlon 152 of the E_TCHA :

: paragraphe 2(1) de Ia LFSLD

|Ce qun SUIt constltue un aws écnt de non respect aux termes d
paragraphe 1de l amcle 162 de Ia LFSLD- R

Le non-respect des exigences de la Loi de 2007 sur les foyers de -

-|soins.de longue durée (LFSLD) a'été constate. {Une exigence dela-
‘floi comprend les exigences qui font partie des éléments énumérés

‘{dans la définition de « exigence prévue par la présente 101 », au

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007 c. 8 s. 24, Reportmg certam matters to

Director

Specifically failed to comply with the following subsections:

s. 24. (1} A person who has reasonable grounds to suspect that any of the following has occurred or may occur shall
immediately report the suspicion and the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the resident.

2, Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk of

harm to the resident.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident.

4. Misuse or misappropriation of a resident’s money.

5. Misuse or misappropriation of funding provided to a Iicensee under this Act or the Local Health System Integration

Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2).

Findings/Faits sayants :

1. Jul 06, 2011 - 12:39 - The alleged abuse was reported io the Acting Executive D[rector on Sunday May 22/11. No call was

made to the after hours pager.,
The Critical Incident report was not submitted until May 25/11.

Issued on this 26th day of July, 2011

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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