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Licensee/Titulaire de permis

SPECIALTY CARE - BRADFORD INC.
400 Applewood Crescent, Suite 110, VAUGHAN, ON, L4K-0C3

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

BRADFORD VALLEY
2656 6th Line, Bradford. ON, 1 37-3H5

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LYNN PARSONS (153) _

The purpose of this inspection was to conduct a Critical Incadent mspectlon

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care,Human
Resources Manager, Former Director of Care, Assistant Director of Care, Registered Practical Nurses, Personal
Support Workers and Resident.

During the course of the inspection, the inspector(s) Reviewed clinical health record, staff training records and

abuse policy.
Completed observations of staff to resident interactions.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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WN — ertteh Notification e Lo S WN- Avis ecnt : :
VPG — Vaoluntary Plan of Correctlon : VPC - Plan'de redressement vo[ontalre
DR = Director Referral - .. .0 o0 |DR= - Aiguillage audirecteur . 0 i
CO— Compliance Order. - L ~ " |CO~ Ordre de conformité - &
WAQ — Work and Activity Order S |WAO = Ordres : travaux: etacn\ntes

Non-compliance with requirements under the Long-Term Care :  [Le non-respect des exigences'de la Loi de 2007 sur les foyers, cie
Homes Act, 2007 (LTCHA) was found: (A requirement under the|socins de longue durée (LFSLD) a été constaté, (Une exlgence de_ la:

LTCHA includes the requirements contained in the items listed in|lol comprend les exigences qui font partie des éléments énumérés: :

the definition of "requarement under this Act” in subsection 2(1) dans la définition de « exigence prévue par ]a presente I0[ »oau.
of the LTCHA) EUEREE T _ _ : paragraph92(1)de la LFSLD R : _ SO

The followrng constltutes written not:f cation of non- compilance Ce qui suit constltue un avis écrit de non-respect aux termes du
under paragraph 1 of section 152 of the LTCHA e : paragraphe 1 de I artlcle 152 de ia LFSLD. SR

WN #1: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8,s. 24, Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

5. 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 licensee under this Act or the Local Health System
Infegration Act, 2006, 2007, c. 8, ss. 24 {1}, 195 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that the alleged incident involving staff to resident abuse reported on June 4, 2011 was
immediately reported to the Director under the LTCHA.

Documentation recorded in the progress notes by the registered practical nurse (RPN} on June 4, 2011 indicated the
identified resident stated, someone grabbed resident's arm while in the shower and the staff member laughed when
resident started to ory.

Registered staff did not notify the Charge Nurse of the allegation,

Home management did not become aware of the allegation until June 10, 2011,

An investigation was initiated once management were informed of the allegation and a Critical Incident Report was
submitted to the Ministry.

The allegation of abuse was unable to be substantiated by the licensee.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 5.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance to ensure incidents of potential
abuse are reported immediately to the Director, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 76. Training
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Specifically failed to comply with the following subsections:

s. 76. (2) Every licensee shall ensure that no person mentioned in subsection {1) performs their responsibilities
before receiving training in the areas mentioned below:

. The Residents’ Bill of Rights.

. The long-term care home’s mission statement.

. The leng-term care home's policy to promote zero tolerance of abuse and neglect of residents.

. The duty under section 24 to make mandatory reports.

. The protections afforded by section 26.

. The long-term care home’s policy to minimize the restraining of residents.

. Fire prevention and safety.

. Emergency and evacuation procedures.

. Infection prevention and control.

10. All Acts, regulations, policies of the Ministry and similar documents, including policies of the licensee, that
are relevant to the person’s responsibilities.

11. Any other areas provided for in the reguiations. 2007, c. 8, s. 76. (2}.

Findings/Faits saillants :

DO~ WMbAWKN -

1. The licensee has not ensured that a registered practical nurse received training on mandaiory reporting under Section
24 of the Act as confirmed through a review of training records and interviews with staff.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s5.152(2) the licensee is herebhy

requested to prepare a written plan of correction for achieving compliance to ensure training is provided as
required related to the duty under section 24 to make mandatory reports, to be implemenited voluntarily.

Issued on this 15th day of June, 2012

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

L
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