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I'inspection d’inspection
May 24, 25, Jun 8, 2012 2012_023155_0019 Critical Incident

Licensee(Titulaire de permis

PROVINCIAL NURSING HOME LIMITED PARTNERSHIP
1090 MORAND STREET, WINDSOR, ON, N9G-1J6

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

ERRINRUNG NURSING HOME, DIVISION OF PROVINCIAL NURSING HOME LIMITED PARTNERSHIP
67 Bruce Street, P.O. Box 7069, THORNBURY, ON, NOH-2FP0

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
SHARON _P_ERRY (15_5) _

lnspection SummaryIResume de l’mspectlon

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

During the course of the inspection, the inspector(s) spoke with General Manager, Director of Care, Registered
Nurse (RN), (2) Registered Practical Nurses (RPN), (2) Personal Support Workers (PSW) and (5) Residents.

During the course of the inspection, the inspector{s) toured the resident living areas; reviewed the home's
abuse policy; reviewed internal investigation reports regarding critical incident; reviewed education records;
and reviewed three residents' clinical records.

The log number for this inspection in L-000586-12,

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

Findings of Non-Compliance were found during this inspection.

© NON-COMPLIANGE / NON-RESPECT DES EXIGENCES
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WN — Written Nofifi ca’uon e
VPC - Voluntary Plan of Correct:on L
DR~ Dirsctor Referral. -

CO - Compliance Order :

WAO —Work and Actwtty Order

Legendé

S IWN - Avis écrlt : Ly
.2 IVPC — Plan de redressement volontalre
=« = CIDR — - Alguillage au directeur.” -
| CO = ~Ordre de conformité -
|WAO ~Ordres : travaux &t actwités

Non-compliance with requlrements under the Long-'i'em'l Care
Homes Act, 2007 {LTCHA) was found. (A requurement under the
LTCHA includes the requirements contained in the items listed in
the definiticn of reqmrement uncler this Act" in subsectlon 2(1)
of the LTCHA.) - : o . . o

The following const:tutes wntien noilﬁcatlon of non t_;omphance :
under paragraph 1of sectron 152 of the LTCHA SR

: paragraphe 1 de { amcie 152 de la LFSLD

3. Le non- respect des exigences de la’ E.01 de 2007 sur [es foyers de
soins de longue durée. (LFSLD) a.&té constaté. (Une exigence de la
loi comprend les exigences qui font part;e des éléments &numérés

dans la définition de « exigence prévue par fa présente !on »,au.

paragraphe 2(1) de ia LFSLD

Ce qu: suit constltue un av;s écnt de non-respect aux termes du

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

Director

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 cccur
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 {o the

resident.

2. Abuss 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. The Director was not notified of incidents of improper or incompetent treatment or care of a resident that resulted in
harm or a risk of harm to the resident until thirteen days after incidents were reported.

[LTCHA, 2007, S.0. 2007, 6.8, 8.24.(1)1.]

Issued on this 6th day of June, 2012

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