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'spection SummaryRésumé de Finspection

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

During the course of the inspection, the inspector{s) spoke with the Administrator, Director of Care, 1
Registered Practical Nurse, 3 Personal Support Workers/Health Care Aides, 1 nursing student and 3 residents.

During the course of the inspection, the inspector(s) reviewed the Critical Incident, the internal investigation
report, one resident's clinical record, policies and procedures related to Resident Abuse, training related to

abuse and Residents' Rights, as well as posting of Residents’ Rights, zero tolerance of abuse, mandatory
reporting and whistle blowing protection.

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

Responsive Behaviours

Findings of Non-Compliance were found during this inspection,

. NON-COMPLIANCE / NON-RESPECT DES EXIGENCES =~ =
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VLegend

e

WN Wntken Nohf catlon T b
VPC = Voluntary Plan of Correctton L
DR = Director Referral - S E e DR— Aigu:llage au d:recteur
CC = Compliance Order : f SR CO = Ordre de conformité :

‘WAOQ — Work and Activity Order v oo | WAO = Ordres : travaux eiactwatés.

‘Non-compliance with reqwremems under the Long-Term Care = |Le non—respect des exxgences de Ia Loi de 2007 sur. ]es foyer de
Hornes Act 2007 {LTCHA) was found. (A requirement under the soms de longue durée (LFSLD) aété constaté (Une eXIQenc

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 subsections:

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. 12 {1).

Findings/Faits sailllants :

1. A review of the amended Critical Incident submission revealed that the home acknowledged that residents were not
protected from abuse by staff in the home related fo disciplinary action given to a staff member post investigation of
incidents of abuse.

Staff interviews with the Administrator and Director of Care, December 22, 2011, confirmed that residents were not
protected from abuse by an identified staff member of the home. They both acknowledged that disciplinary action of the
staff member was taken related to incidents of abuse to residents.

The same day, resident interviews were conducted in the home. One of the residents stated that they did not feel safe in

the home if an identified staff member was working and another resident stated that they were uncomfortable if the same
staff member was working.
[LTCHA, 2007, S.0. 2007, c.8, 5.19(1)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that residents of the home
are protected from abuse by anyone, to be implemented voluntarily.

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

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, iImproper 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
Integration Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2).

Findings/Faits saillants :

1. A review of the Critical Incident submission confirmed that an investigation of abuse was initiated on December 5,
2011 but it was not submitted to the MOHLTC until December 9, 2011.

During a staff interview with the Director of Care, December 22, 2011, she acknowledged that she did not report the
alleged/suspected abuse immediately to the Director after initially becoming aware of it on December 2, 2011,
[LTCHA, 2007, 5.0. 2007, c.8, s.24{1)2]

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 that a person who has
reasonable grounds to suspect that abuse of a resident by anyone has occurred or may occur shall immediately
report the suspicion and the information upon which it s based to the Director, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents
Specifically falled to comply with the following subsections:

s.97. (1) Every licensee of a long-term care home shall ensure that the resident’s substitute decision-maker, if
any, and any other person specified by the resident,

(a) are notified immediately upon the licensee becoming aware of an alleged, suspected or witnessed incident
of abuse or neglect of the resident that has resulted in a physical injury or pain to the resident or that causes
distress to the resident that could potentially be detrimental to the resident's health or well-being; and

{b) are notified within 12 hours upon the licensee becoming aware of any other alleged, suspected or witnessed
incident of abuse or neglect of the resident. 0. Reg. 79/10, s. 87 (1).

Findings/Faits satillants ;

1. A review of the amended Critical Incident submission confirmed that an investigation of abuse was initiated on
December 5, 2011 but the residents’ substitute decision makers(SDMs) and any other person specified by the residents
were not notified until December 20, 2011.

A staff interview with the Director of Care revealed that she first learned about the suspected abuse on December 2,
2011, but the residents’ SDMs and any other persons specified by the residents were not notified within 12 hours as they
were not notified until December 20, 2011.

[0.Reg.79/10, 5.97 (1){a)&({b)]
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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 that residents’ SDMs and

any other person specified by the resident are notified with 12 hours of becoming aware of any alleged,
suspectled or witnessed incidents of abuse or neglect of a resident, fo be implemented voluntarily.

Issued on this 9th day of January, 2012

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

At ol
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