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Licensee/Titulaire de permis

CHARTWELL MASTER CARE LP
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Long-Term Care Home/Foyer de soins de longue durée

THE GIBSON LONG TERM CARE CENTRE
1925 STEELES AVENUE EAST, NORTH YORK. ON, M2H-2H3

Name of Inspector{s)/Nom de Pinspecteur ou des inspecteurs
SARAN DANIFL-DODD (116)

mrnarleesu

The purpose of thiS mspection was to conduct a Critical Incldent mspectlon

During the course of the inspection, the inspector(s) spoke with The Administrator, Director of Care, Family
Service Worker, random residents and substitute decision makers, Registered staff and direct care staff
members

During the course of the inspection, the inspector(s) reviewed the following home policies: zero tolerance of
abuse and neglect, responsive behaviour management, reviewed the health records of identified residents.

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.
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Legend

'Uﬂ:'Legende

VPC Vu!untary Plan of: Correcﬁon :
DR = Director Referral. - B

_CO-—- ‘Compliance Order RS
WAO - Work and Actlwty Orde _ i

Homes Act,- 2007 (LT_CHA) was_ fpund (A reqmrement_unde_r_ _the soins de Ion'g"u'e'duree (LFSLD) a été constaté. (Une ex1gence de la§
LTCHA includes the requirements contained in the items listed.in loi comprend |es’ ‘exigences qui font partie des éléments énumerés.-:
the definition of "requ:rement under this Act“ in subsectmn 2(1) dans [a défihition de. « exigence prévua par la presenle loi », au .;.
oftheLTCHA) SRRSO DA j'paragraphez(ncielaLFSLD _

under paragraphd of sectmn 1520 he LTCHA s paragraphe 1 de i arilcle 152 de Ia LFSLD

WN #1: The Lacensee has failed to comply with LTCHA 2007 S O. 2007 c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each
resident that sets out,

{a) the planned care for the resident;

{(b) the goals the care is intended te achieve; and

(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1).

s. 6. {10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at
least every six months and at any other time when,

(a) a goal in the plan is met;

(b) the resident’s care needs change or care set out in the pian is no longer necessary; or

(c) care set out in the plan has not been effective. 2007, c. 8, 5. 6 (10).

Findings/Faits saillants :

1. The licensee failed to ensure that the plan of care for an identified resident set out clear directions to staff and others
who provide care to the resident.

- During a five day period, an identified resident displayed an onset of inappropriate behaviours. The resident was
ohserved on multiple occasions to approach residents' within their rooms in an undressed state from the waist down.

-Documentation in the 24 hour report on a specified date identified the requirement for special monitoring in regards to
an increase in inappropriate behaviour for an identified resident.

-Interviews held with Registered and direct care staff members confirm that there was not an established frequency to
monitor the resident for inappropriate behaviours [s.6{1)(c)].

-The written plan of care was not updated to address inappropriate behaviour and required frequency for monitoring[s.6

(10)(b)].

2. The licensee failed ta ensure that the plan of care for an identified resident was reviewed and revised after a
documented change in the resident's behavior took place over a five day period.
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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 there is a written plan
of care for each resident that sets ouf clear directions to staff and others who provide direct care to the resident,

to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care
Specifically failed to comply with the following subsections:

s. 26. {3) A plan of care must be based on, at a minimum, interdisciplinary assessment of the following with
respect to the resident:

1. Customary routines.

2. Cognition ability.

3. Communication abilities, including hearing and language.

4. Vision.

5. Mood and behaviour patterns, including wandering, any identified responsive behaviours, any potential
behavioural triggers and variations in resident functioning at different times of the day.

6. Psychological well-being.

7. Physical functioning, and the type and level of assistance that is required relating to acfivities of daily living,
including hygiene and grooming.

8. Continence, including bladder and bowe! elimination.

9. Disease diagnosis.

10. Health conditions, including allergies, pain, risk of falls and other special needs.

11. Seasonai risk relating to hot weather.

12. Dental and oral status, including oral hygiene.

13. Nutritional status, inciuding height, weight and any risks relating to nutrition care.

14. Hydration status and any risks relating to hydration.

15. Skin condition, including altered skin integrity and foot conditions.

16. Activity patterns and pursuits.

17. Drugs and treatments.

18. Special treatments and interventions.

19. Safety risks.

20. Nausea and vomiting.

21. Sleep patterns and preferences.

22. Cultural, spiritual and religious preferences and age-related needs and preferences,

23. Potential for discharge. O. Reg. 79/10, s. 26 (3).

Findings/Faits saillants :

1. The licensee has failed to ensure that an interdisciplinary assessment of mood and behavior patterns, including
wandering, any identified responsive behaviours, any potential behavioural triggers and variations in resident functioning
at different times of the day was completed for a resident.

- An assessment to address documented inappropriate behaviours exhibited by a resident was not conducted

WN #3: 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:

5. 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. Improper 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. Staff members of the home failed to ensure that a person who had reascnable grounds to suspect abuse of a resident
by anyone was immediately reported to the Director.

1. Multiple episodes of inappropriaie behaviour exhibited by an identified resident with other residents in the home were
not immediately reported to the Director.

2. Registered and direct care staff members confirmed to inspector that the incidents were not immediately reported to
the Director.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that a person who has
reasonable grounds fo 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:

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, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 98. Every licensee of a long-term care home
shall ensure that the appropriate police force is immediately notified of any alleged, suspected or witnessed
incident of abuse or neglect of a resident that the licensee suspects may constitute a criminal offence. O. Req.
79/10, s. 98.

Findings/Faits saillants :

1. The licensee failed to ensure that the appropriate police force were immediately notified of suspected incidents of
abuse of residents that may constitute a criminal offence.

- The Administrator confirmed to the inspector that the police were not notified immediately once being made aware of
the incidents of suspected abuse.

Issued on this 2nd day of May, 2012
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Signature of Inspector(s)/Signature de 'inspecteur ou des inspecteurs

(JAQ v .fﬁfﬁ/ﬁ/
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