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Licensee/Titulaire de permis

EXTENDICARE TORONTO INC

3000 STEELES AVENUE EAST, SUITE 700, MARKHAM, ON, L3R-9W?2
Long-Term Care Home/Foyer de soins de longue durée

EXTENDICARE LONDON
860 WATERLOQO STREET, LONDON, ON, N6A-3W6

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
JOAN WOODLEY (172}

Inspection Summary/Résumé de I'inspection

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

This inspection was conducted on the following date(s): July 29, 2013

During the course of the inspection, the inspector(s) spoke with the Acting
Director of Care, 1 Registered Practical Nurse and 3 Personal Support Workers.

During the course of the inspection, the inspector(s) made observations,
reviewed health care records and policies.

The following Inspection Protocols were used during this inspection:
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Personal Support Services

Prevention of Abuse, Neglect and Retaliation

Safe and Secure Home

Findings of Non-Compliance were found during this inspection.

NON- COMPLIANCE I NON

RESPECT DESE EXIGENCES LT
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Non- compl;ance Wlﬂ’l reqwrements under
the Long-Term Care Homes Act 2007

m__the definition of * reqmrement under this
Aet_“ _in_ s_ubsection _2(1 ) of the L_TC_HA_ )_

Le non respect des exngences de Ia loi de

du'r'ee”(LFSLD) a été constaté. (Une

i |exigence de la loi comprend les exugences

‘lqui:font partie des éléments enumeérés
Idans la définition de « exigence prévue :
par la présente loi », au paragraphe 2(1)

; de la LFSLD.

Ce qu; sunt constltue un avns ecnt de non—

o respect aux termes du paragraphe 1de
I artlcle 152 de la LFSLD o

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 30. General

requirements
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Specifically failied to comply with the following:

s. 30. (2) The licensee shall ensure that any actions taken with respect to a
resident under a program, including assessments, reassessments,
interventions and the resident’s responses to interventions are documented. O.
Reg. 79/10, s. 30 (2).

Findings/Faits saillants :

1. The Licensee has failed to ensure any actions taken with respect to a resident
under a program, including assessments, reassessments, interventions and the
resident’s response to interventions are documented.

Review of the progress notes revealed staff were to document on all shifts a specific
detail about a resident

Care plan review revealed this intervention was not included.

Staff interview with Personal Support Workers revealed 1 knew about the intervention
and the other Personal Support Worker did not.

Staff interview with the Acting Director of Care confirmed this intervention should be
on the care plan. [s. 30. (2)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 230. Emergency
plans

Specifically failed to comply with the following:

s. 230. (6) The licensee shall ensure that the emergency plans for the home are
evaluated and updated at least annually, including the updating of all
emergency contact information. O. Reg. 79/10, s. 230 (6).

Findings/Faits saillants :
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1. The Licensee has failed to ensure the home's emergency plans are updated at
least annually.

Review of EMER-03-09-01 policy revealed it was Implemented July 2003 and
reviewed July 2003. This policy was the one in effect at the time of the incident.

The Acting Director of Care shared the home had just recently received a new policy,
reference EMER-11-01-01 effective date March 2013 which will replace EMER-03-
09-01. The home has not implemented it or provided training on it yet. [s. 230. (6)]

Issued on this 30th day of July, 2013

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

U/Oa.r\. L. Ldocm{)@ﬁ RaJ -
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