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

This inspection was conducted on the following date(s): October 23 and 27, 2014

Critical Incident #2541-000070-14 is related to this complaint and was also 
inspected on the above dates.

During the course of the inspection, the inspector(s) spoke with the 
Administrator, Acting Director of Care, Assistant Director of Care, Wound Care 
Lead, Nurse Practitioner, one Registered Practical Nurse, one Personal Support 
Worker and one resident.

During the course of the inspection, the inspector(s) reviewed one resident 
health care record, reports, policies and procedures related to the inspection.  
Observed staff and resident interactions and resident care areas.

The following Inspection Protocols were used during this inspection:

Findings of Non-Compliance were found during this inspection.

Falls Prevention
Hospitalization and Change in Condition
Skin and Wound Care
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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. (4) The licensee shall ensure that the staff and others involved in the 
different aspects of care of the resident collaborate with each other,
(a) in the assessment of the resident so that their assessments are integrated 
and are consistent with and complement each other; and  2007, c. 8, s. 6 (4).
(b) in the development and implementation of the plan of care so that the 
different aspects of care are integrated and are consistent with and complement 
each other.  2007, c. 8, s. 6 (4).
Findings/Faits saillants :

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES
Legend 

WN –   Written Notification 
VPC –  Voluntary Plan of Correction 
DR –    Director Referral
CO –    Compliance Order 
WAO – Work and Activity Order

Legendé 

WN –   Avis écrit     
VPC –  Plan de redressement volontaire  
DR –    Aiguillage au directeur
CO –    Ordre de conformité         
WAO – Ordres : travaux et activités

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.

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.
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1. The licensee has failed to ensure that the staff and others involved in the different 
aspects of care collaborate with each other in the assessment of the resident so that 
their assessments are integrated, consistent with and complement each other.   

A Falls Risk Assessment Tool (FRAT) was reviewed during the inspection. The FRAT 
requires current fall risk indicators to be documented to determine the residents 
current fall risk.  Two fall risk indicators for the resident were not documented on the 
assessment. 

A Physiotherapy Assessment was also reviewed. The assessment indicated “no pain 
reported”. On this same assessment, pain level was recorded as “3 on a scale of 1-
10”. The Acting Director of Care could not verify which statement was current at the 
time of the assessment and whether the resident was or was not experiencing pain 
when the assessment was completed.   [s. 6. (4) (a)]

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 staff and others involved in the 
different aspects of care collaborate with each other in the assessment of the 
resident so that their assessments are integrated, consistent with and 
complement each other, to be implemented voluntarily.

WN #2:  The Licensee has failed to comply with O.Reg 79/10, s. 50. Skin and 
wound care
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Specifically failed to comply with the following:

s. 50. (2)  Every licensee of a long-term care home shall ensure that,
(b) a resident exhibiting altered skin integrity, including skin breakdown, 
pressure ulcers, skin tears or wounds,
  (i) receives a skin assessment by a member of the registered nursing staff, 
using a clinically appropriate assessment instrument that is specifically 
designed for skin and wound assessment,
  (ii) receives immediate treatment and interventions to reduce or relieve pain, 
promote healing, and prevent infection, as required,
  (iii) is assessed by a registered dietitian who is a member of the staff of the 
home, and any changes made to the resident’s plan of care relating to nutrition 
and hydration are implemented, and
  (iv) is reassessed at least weekly by a member of the registered nursing staff, 
if clinically indicated;  O. Reg. 79/10, s. 50 (2).
Findings/Faits saillants :
1. The licensee has failed to ensure that the resident exhibiting altered skin integrity, 
including skin breakdown, pressure ulcers, skin tears or wounds, received a skin 
assessment by a member of the registered nursing staff, using a clinically appropriate 
assessment instrument that is specifically designed for skin and wound assessment.

A review of one resident’s health record revealed this resident had a wound.  The 
resident's wound was not assessed using the home’s clinically appropriate skin and 
wound care assessment instrument.  [s. 50. (2) (b) (i)]

2. The licensee has failed to ensure that the resident exhibiting altered skin integrity, 
including skin breakdown, pressure ulcers, skin tears or wounds was assessed by a 
registered dietitian who was a member of the staff of the home.  

A review of one resident's health record revealed this resident was not assessed by a 
Registered Dietitian in relation to a wound. [s. 50. (2) (b) (iii)]
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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 a) to ensure that the resident exhibiting altered skin 
integrity, including skin breakdown, pressure ulcers, skin tears or wounds, 
receives a skin assessment by a member of the registered nursing staff, using a 
clinically appropriate assessment instrument that is specifically designed for 
skin and wound assessment and; b) to ensure that the resident exhibiting 
altered skin integrity, including skin breakdown, pressure ulcers, skin tears or 
wounds is assessed by a registered dietitian who was a member of the staff of 
the home, to be implemented voluntarily.

WN #3:  The Licensee has failed to comply with O.Reg 79/10, s. 91.  Every 
licensee of a long-term care home shall ensure that all hazardous substances at 
the home are labelled properly and are kept inaccessible to residents at all 
times.  O. Reg. 79/10, s. 91.

Findings/Faits saillants :
1. The licensee has failed to ensure that all hazardous substances at the home were 
kept inaccessible to residents at all times.  

The inspector was able to access an unlocked, unattended, tub room containing a 
bottle of disinfectant which had poison and corrosive symbols.  The Administrator 
confirmed the tub room should have been locked while unattended due to the 
accessibility of the hazardous substance. [s. 91.]

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 all hazardous substances at the home are 
kept inaccessible to residents at all times, to be implemented voluntarily.

Page 6 of/de 8

Ministry of Health and 
Long-Term Care

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

Ministère de la Santé et des 
Soins de longue durée  

Rapport d’inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue durée



WN #4:  The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 
33. PASDs that limit or inhibit movement
Specifically failed to comply with the following:

s. 33. (4)  The use of a PASD under subsection (3) to assist a resident with a 
routine activity of living may be included in a resident’s plan of care only if all of 
the following are satisfied:
1. Alternatives to the use of a PASD have been considered, and tried where 
appropriate, but would not be, or have not been, effective to assist the resident 
with the routine activity of living.  2007, c. 8, s. 33 (4).
2. The use of the PASD is reasonable, in light of the resident’s physical and 
mental condition and personal history, and is the least restrictive of such 
reasonable PASDs that would be effective to assist the resident with the routine 
activity of living.  2007, c. 8, s. 33 (4).
3. The use of the PASD has been approved by,
  i. a physician,
  ii. a registered nurse,
  iii. a registered practical nurse,
  iv. a member of the College of Occupational Therapists of Ontario,
  v. a member of the College of Physiotherapists of Ontario, or
  vi. any other person provided for in the regulations.  2007, c. 8, s. 33 (4).
4. The use of the PASD has been consented to by the resident or, if the resident 
is incapable, a substitute decision-maker of the resident with authority to give 
that consent.  2007, c. 8, s. 33 (4).
5. The plan of care provides for everything required under subsection (5).  2007, 
c. 8, s. 33 (4).
Findings/Faits saillants :
1. The licensee has failed to ensure the use of a personal assistance services device 
(PASD) had been consented to by the resident or, if the resident is incapable, a 
substitute decision-maker of the resident with authority to give that consent.

A review of the health care record for one resident revealed this resident used two bed 
rails when in bed as a PASD.  The use of bed rails was listed in the residents plan of 
care, daily flow sheets and progress notes.  The inspector was unable to locate a 
signed informed consent form.  [s. 33. (4) 4.]
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Issued on this    18th    day of November, 2014

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