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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): February 26 and 27,
2014 '

The inspection was completed in relation to a Critical Incident report submitted
by the home for an incident that occurred on December 15, 2013

During the course of the inspection, the inspector(s) spoke with spoke with the
Administrator, Director of Care (DOC), members of the registered nursing staff
which included Registered Nurses(RN) and Registered Practical Nurses(RPN),

Personal Support Workers(PSW), residents and visitors.

During the course of the inspection, the inspector(s) observed the provision of
care, reviewed health care records, relevant policies and procedures,
investigation documents, human resource files and interviewed staff.

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

Findings of Non-Compliance were found during this inspection.
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WN el ertten Notn‘lcatlon
VPC — Voluntary Plan of Corr
DR — Director Referral
CO — Comphance Orde

7(LTCHA) was found. (A reqwreme
under the LTCHA mcludes the

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:
2. Every resident has the right to be protected from abuse. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :
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1. The licensee did not ensure that a resident was protected from verbal and
emotional abuse.

On December 15, 2013, a staff member was observed by a visitor yelling at a resident
and shaking the resident’s wheelchair. The staff member was observed to use an
inappropriate response to the resident in her conversation with the resident using the
word “Bugger”.

The home's investigation determined that the staff member's behavidur occurred
resulting in resident abuse. A member of the registered staff who was in attendance
the day of the event was interviewed and confirmed the events occurred as described
above.

The event was reviewed with the Director of Care and the Administrator who stated

their investrigation confirmed the events above and that follow-up action had occurred.
[s. 3. (1) 2]

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c. 8 s. 6.
Plan of care

Specifically failed to comply with the following:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is
provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The licensee did not ensure that the care set out in the plan of care was provided to
a resident as specified in the plan.

The resident’s electronic plan of care and the hard copy plan of care that were in
effect since December 6, 2013, stated that the resident requires extensive assistance
with two staff to toilet the resident. The plan of care directed that one staff take the
resident to the bathroom and two staff transfer the resident on and off the toilet.

On December 15, 2013, a staff member was witnessed by a visitor to be yelling and
shaking a resident's wheelchair while in the process of transferring the resident on to
the toilet. The staff member was providing care to the resident in the resident’s
bathroom. The staff member was alone with the resident. This was confirmed in an
interview with a member of the registered nursing staff. The staff member in a written
statement of events stated that they had to yell and move the chair quickly because
the resident attempted to sit too far from the toilet and the staff member had to move
the wheelchair under the resident twice.

Three staff were interviewed by Inspector #539 as to the resident's care needs. Two
of three staff interviewed indicated that the resident was a one person transfer for
toileting.

A member of the registered nursing staff confirmed that the care plan had been
updated and the resident should receive a two person transfer as outlined in the plan
of care. [s. 6. (7)]

Issued on this 28th day of April, 2014

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