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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): January 29, 30, 31, 2013
and February 01, 2013

During the course of the inspection, the inspector(s) spoke with Director of Care,
Nurse Manager, Counsellor, Registered Nursing Staff, Recreational Service
Assistant, Personal Support Workers, Housekeeping Staff, Residents

During the course of the inspection, the inspector(s) observed the provision of
care to residents, reviewed clinical records, reviewed the home's polices related
to Abuse and Neglect, Responsive Behaviour, reviewed home's staff educational
records

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

Prevention of Abuse, Neglect and Retaliation
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

_NON:- COMPLIANCEINON RESPECT-DESLEX_IGENCES o

AlgUlllage au dll'_:
Ordr_e de conf_or"

Page 2 of/de 4



Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

f" Ontano inspection Report under Rapport d’inspection sous la
the Long-Term Care L.oi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
24. Reporting certain matters to Director

Specifically failed to comply with the following:

s. 24. (1) A person who has reasonable grounds to suspect that any of the
foliowing 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 :

Page 3 of/de 4



Ministry of Healith and Ministére de fa Santé et des
;\‘—- Long-Term Care Soins de iongue durée
3T > )
L Ontano 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

1. The licensee failed to ensure that any person who had reasonable grounds to
suspect abuse of a resident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or risk of harm, immediately reports the suspicion and the
information upon which it was based to the Director. [s.24.(1)]

An interview with the Nurse Manager (NM) revealed that on November 30, 2012 at
12:00 hours during resident #001's care conference, an identified Registered Practical
Nurse (RPN) reported that resident #001 was found with bruising along his/her
abdomen and left chest. Staff interviews revealed that the Power of Attorney (POA) for
resident #001 requested the police be called immediately as he/she alleged that
resident #001 had been hit by two staff members.

An interview with the Director of Care confirmed that the aileged incident of abuse on
November 30, 2012 was not immediately reported to the Director. [s. 24. (1)]

Issued on this 4th day of February, 2013

m euu nspe
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