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

This inspection was conducted on the following date(s): May 13, 14, 16, 2013.

This inspection was conducted concurrently with follow-up inspections H-00060-
13, H-00121-13 and complaint inspection H-00231-13.

During the course of the inspection, the inspector(s) spoke with the
Administrator, nursing consultant, Licensee, Associate Director of Care (ADOC),
registered staff, Personal Support Workers (PSW's), residents and family
members.

During the course of the inspection, the inspector(s) reviewed policy and
procedure, ADOC's notes related to the home's 1nvest|gat;on resident’s health
record and observed the resident.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
19. Duty to protect

Specifically failed to comply with the following:

s. 19. (1) Every licensee of a long-term care home shall protect residents from
abuse by anyone and shall ensure that residents are not neglected by the
licensee or staff. 2007, c. 8, s. 19 (1).

Findings/Faits saillants :
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1. Resident #001 was not protected from neglect by the staff in the home.

a. Resident #001 and the SDM requested assistance from the staff to get the resident
back into bed because of fatigue and discomfort. According to the written family
complaint and also verbally confirmed by the SDM in an interview; when a certain staff
member was working, the staff person did not comply with the resident's request but
instead, made the resident wait because the staff person was too busy with snacks,
breaks or other residents' needs. By that time, resident #001 was in more severe pain
and distress. The resident and SDM were told by this particular staff person that there
were other duties that had to be done first. These behaviours were confirmed by the
home's investigation, the family written report and the subsequent interview with the
SDM and resident.

b. According to progress notes in April 2013, the SDM had requested that the
resident be put back to bed because of feeling unwell. The resident had refused
earlier meals due to nausea. A blood pressure check revealed that the BP was 94/56,
the lowest blood pressure in the resident's health récord yet the resident was told by
the staff person that other residents had to be done first. [s. 19. (1)]

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 fo prepare a written plan of correction for
achieving compliance to ensure that residents are protected from abuse by
anyone and to ensure that residents are not neglected by the licensee or staff,
to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢c.8, s,
24. Reporting certain matters to Director
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Specifically failed to comply with the following:

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

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

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8, ss. 24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, ss. 24 (1), 195
(2).

5. Misuse or misappropriation of funding provided to a licensee under this Act
or the Local Health System Integration Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2).

Findings/Faits saillants :

1. The home did not immediately report the allegation of abuse/neglect to the director
a. The SDM of resident #001 submitted a written complaint of alleged abuse/neglect
of resident #001 by a staff member in April 2013 to a manager in the home. The home
did not report the alleged abuse/neglect to the Director until a Critical Incident report
was sent in 10 days later. [s. 24. (1)]

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 fo prepare a written plan of correction for
achieving compliance to ensure that a person who has reasonable grounds to
suspect that any of the following has occurred or may occur shall immediately
report the suspicion and information to the Director:

1. improper or incompetent treatment or care of a resident that resulted in harm
or 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 risk of harm to the resident, to be implemented
voluntarily.

Page 5 cfide 6



Ministry of Health and Ministére de la Santé et des
p}_,r} Long-Term Care Soins de longue durée

}.

l/ﬁ- Ontaﬂo inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

Issued on this 28th day of May, 2013

Signatre of lnspector(s)ngntr I’ispecteur ou des inspecteu S

“ Suctaen Mk Hrry”
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