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Date(s) of inspection/Date(s) de inspection No/ No de Pinspection Type of Inspection/Genre
linspection /LA d’inspection
Aug 24, 25, 26, Sep 20, Set=H, 2011 2011_026147_0017 " Critical incident

Licensee/Titulaire de permis

OCAKWOOD RETIREMENT COMMUNITIES INC,
325 Max Becker Prive, Suite 201, KITCHENER, ON, N2E-4H5

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

THE VILLAGE OF ERIN MEADOWS
2930 Erin Centre Boulevard, MiSSISSAUGA, ON, L5M-7M4

Name of Inspector(s}/Nom de 'inspecteur ou des inspecteurs
LALEH NEWELL (147}

Inspectlon Summarleesume de I’mspect:on _

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director ef Care (DOC),
Assistance Director Cares (ADOC), Registered staff, Personal Support Worker (PSW} and resident.

During the course of the inspection, the inspector{s) Reviewed resident’s clinical chart, reviewed home’s policy
and procedure related to Falls Prevention, reviewed internal incident and investigation reports, observed care,
toured the home, and observed staff in routine duties.

H-000596-11

The following Inspection Protocols were used during this inspection:

Falls Prevention

Findings of Non-Compliance were found during this inspection,

" NON-COMPLIANGE / NON-RESPECT DES EXIGENCES . -
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; WN = Aws ecrit L -
“{vpe = - Plande. redressement votontalre
DR~ Aguillage au d[recteur

- 1CO~ Ordre de conformité -
WAQ —~ Work and Activity Order “{WAQ = Ordres : fravaux actrvntés

WN Wraiten Notif canon o
VPC — Voluntary Plan of Correct(on
DR - . Director Referral

CO -~ Compllance Order -

Non- compltance wuh requurements under the Long-Term Care Le non respect des ex1genc ssdela L01 de 2007 SUr Ies foyers de ;
Homes Act; 2007 (LTCHA) was found. (A requirement under. the soins de longue durée (L1 LD) a:eté constaté. (Une ex1gence de Ia:
LTCHA includes the requirements contained in the items listed in]loi comprend les exigences qui font partie des éléments énumérés .
the definition of "requ:rement under this Act" in: subsectlon 2(1) dans la définition de « exigence prévue par [a presente io[ », au

of the LTCHA ) S . : 3 paragraphe 2(1Yde la LFSLD g B e =

The fo%lowmg consmutes wntien nohf catlon of non_—c_ér'rlipl'ia_n'ce ::]Ce qui suit constltue un av:s écnt de non-respeci aux termes du
under paragraph 1 of. sect:on 152 of the LTCHA B o _.: paragraphe 1 de Lart;c[e 152 de ia LFSLD ' o

WN #1: The Licensee has failed to comp]y with LTCHA 2007 8.0. 2007, c. 8 s. 23 Ltcensee must investigate,
respond and act

Specifically failed to comply with the following subsections:

s. 23. {1} Every licensee of a long-term care home shall ensure that,

(a) every alleged, suspected or witnessed incident of the following that the licensee knows of, or that is
reported to the licensee, is immediately investigated: ’

(i} abuse of a resident by anyone,

(i1} neglect of a resident by the licensee or staff, or

(iii} anything else provided for in the regulations;

(b) appropriate action is taken in response to every such incident; and

(c) any requirements that are provided for in the regulations for investigating and responding as required under
clauses (a) and (b) are complied with. 2007, c. 8, s. 23 {1).

Findings/Faits saillants :

1. 1In 2011 the family of an identified resident reported to the staff that the resident had a bruise and localized swelling:
The home assessed the resident which required the resident to be sent to hospital for further assessment where it was
confirmed the resident had sustained an injury. The exact cause of the injury is unknown. However, the home failed to
investigate the cause of the injury immediately. '

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S 0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure all alleged, suspected or

witnessed incidents that the licenses knows of, or that is reported to the licensee is immediately investigated,,
fo be implemented voluntarily.

Issued on this 20th day of September, 2011
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