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Report Date(s) / Inspection No / Log #/ Type of Inspection /

Date(s) du Rapport No de l'inspection Registre no Genre d’inspection

Feb 27, 2013 2013 _219211_0002 T-00128-12 Critical Incident
System

Licensee/Titulaire de permis

CHARTWELL MASTER CARE LP
100 Milverton Drive, Suite 700, MISSISSAUGA, ON, L5R-4H1

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 I'inspecteur ou des inspecteurs
JOELLE TAILLEFER (21 1)

The purpose of thls mspectlon was to conduct a Cnt:cal Inc:dent System
inspection.

This inspection was conducted on the following date(s): February 20, 21, 2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Registered Nursing Staff

During the course of the inspection, the inspector(s) observed the provision of
care to residents, reviewed clinical records, reviewed home's policies related to

abuse

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

Findings of Non-Compliance were found during this inspection.

COMPLEANCE NON RESPECT DES EXIGENC_ES

'3-?'-'-'5"51NON‘-

par la presente !on ». .au Iparag'raphe
~ |delalFstp. .

The foliowmg constltutes wntten i
notification of non- compttance unde
,paragraph 1.0f sectlon 152 of the TCHA_: __

WN #1: 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:

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. 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 fo 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 fo 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 licensee failed to ensure that a person who has reasonable grounds to suspect
that abuse of a resident by anyone that may result in harm or a risk of harm should
immediately report the suspicion upon which it is based to the Director. [s. 24. (1)]

Resident #001 reported to an identified Registered Practical Nurse (RPN) that he/she
was abused by a person who came to the home. The RPN reported the allegation to
an identified Registered Nurse (RN). An interview with the RN confirmed that the
incident was not further reported. Resident #001 reported the incident of abuse to
another Registered Nurse who then reported the information to the Assistant Director
of Care and then to the Director. [s. 24. (1)]
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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 a person who has reasonable grounds to
suspect that abuse of a resident by anyone that may result in harm or a risk of
harm should immediately report the suspicion upon which it is based to the
director, to be implemented voluntarily.

Issued on this 1st day of March, 2013

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

@/M%U A
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