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

During the course of the inspection, the inspector spoke with the Administrator, a resident and several personal
care workers.

During the course of the inspection, the inspector reviewed staff personnel records, the home’s investigative
notes, written statements and letters, abuse policies/procedures and identified resident records.

The following Inspection Protocol was used during this inspection:

.+ _Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection. The following action was taken:

2 WN
2VPC
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WN #1: “The licensee has failed to comply with the LTCHA, 2007, $.0., 2007, ¢.8, s. 19(1). Every o
ficensee of a long-term care home shall protect r res:dents from abuse by anyone and shai! ensure that 3: c
'_reSJdents are not neg[ected by the I;censee or sraff '

Fmd;ngs.

An identified resident was touched roughly by an employee in 2011. Although the incident was unwitnessed,
the resident yelled out loud enough so that three other staff members and a resident who were nearby heard
the resident. The employee was conironted by the other staff members who asked them what happened.
The employee demonstrated to the other workers how they had touched the resident. A review was
conducted of the written statements made by the 3 staff members describing the incident. Two of these staff
members were interviewed. Confirmation was made that the incident occurred and that the employee
admitted to the action. The employee was not available in the home for an interview.

The same employee as noted above was assisting another resident in 2011. This worker was seen by other
employees 1o be rough with the resident, causing the resident o state “you are hurting my mouth”. The
worker replied 1o the resident “then be quiet and eat your food”. Written statements were reviewed which
were made by the 3 employees and a resident who were all present during this exchange, describing the
details. The worker was not available in the home for an interview.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s. 152(2} the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that residents are
protected from abuse by anyone,

WN #2: The licensee has failed to comply wit the LTCHA, 2007, S.0.:2007, ¢.8, s. 24(1)2. A person who._ i
has reasonable ground fo suspect that any of the followmg has. occurred ormay. occur shaﬂ 1mmed1ately :
repon‘ the : suspwron and the mformatfon upon whlch rt IS based to the D/rector

2 Abuse of a. res:dent by anyone or neg!ecr of a res:dent by the hcensee or sfaff that resulred in harm or a nsk
ofharm fo the remdent s T .

Flndlngs:

Employees of the home who were made aware of incidents of abuse for the two identified residents did not
immediately report the incidents to their supervisor who in turn was not able to report the matter to the
Director (MOHLTC). The incidents both occurred on the same day in 2011 and the report was not received
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by the Ministry of Health until 5 days later.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that abuse of a resident
| by anyone that results in & harm or a risk of harm to the resident is reported to the Director.

Signature of Licensee or Representative of Licensee
Signature du Titulaire du représentant désigné

Slgnature of Health System Accountability and Performance Division
representative/Signature du (de ia) représentant{e) de la Division dela
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