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Date(s) of inspection/Date de Pinspection | inspection No/ d'inspection Type of Inspection/Genre d'inspection

Decernber 15, 16, 2010 2010_116_2556_15Dec111520 | Critical incident C/!37547>
LicenseelTitulaire

Chartwell Master Care LP

I..OnguTerrh Care Home/Foyer de soins de longtie durée

The Gibson Long Term Care Cenire
Name of Inspector{s)/Nom de linspecteur(s)

Saran Daniel-Dodd, Nursing Inspectar

The purpose of this inspection was ta conduct a critical incident inspection.

During the course of the inspection, the inspector spoke with; The Administrator, Director of Resident Services,
Director of Care, Assistant Director of Care, Registered Staff members, frontiine staff members and resident’s.

During the course of the inspection, the inspectar: Reviewed the homes abuse palicy and the health records for
two residents. Discussions were held with the Administrator, Director of Care, Assistant Director of Care,
Registered Nurses, frontline staff members and residents.

The following inspection Protocols were used in part or in whole during this inspection:
Critical Incident .
Prevention of Abuse and Neglect

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

1WN
1VPC
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NON- COMPLIANCE / {Non-respectés)
Definitions/Définitions |

WN ~ Written Notiflcations/Avis arit

VPC - Voluntary Plan of Correction/Plan de redressaement volontaire

DR ~ Director Referral/Régisseur envoyé

CO~ Compliance Order/Ordres de conformlté o o T
WAO — Work and Activity OrderiOrdres: travaux et activités e - w

T T

AT

The following constitutes written hotification of non-compliatice under Le sulvant constifuer un avis d'écrit de Fexigence prévue ie paragraphe §
paragraph 1 of saction 152 of the LFGHA, -de sectian 152 da las foyers de soins de longue durée.

Non-coripliance with requiremenis.underthe Long-Term Care Homes Non-respect avecfes exigencas sur le Lol de 2007 ies foyers da seins de
Act, 2007 (L.TCHA) was found, (Arequirament under the LTGHA Includes | jongue durde & trouvé. {Une exigence dans le lol comprend les sxigences
the requirements contained In theteims listed in the definition of contenues dans Iss points énuméréas dans |a définition de "exigance
"reqmrement under this Act"in subsent[an’zf‘[) ofthe LTGHA) prévue-par 1a présente lol" au paragraphe 2{1} de la lai.

WN #1: The Licensee has failed to comply with The Long Term Care Homes Act, 2007, S.0. 2007, ¢. 8, 5.24
(1)

A person who has reasonable grounds to suspect that any of the following has accurred or may ocour shall
immediately report the suspicion and the information upon which it is based to the Director:

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or risk
to a resident.

Findings:

« Incidents of suspected abuse were reporfed to a member of the home management team.
s The licensee failed to report immediately {o the Director an incident of suspected abusa.

An investigation was conducted by the home’s management team in regards io the incident noted
above. As a result of the investigation the staff member’s employment was terminated.

Inspector ID #: 118

Additional Requii’ed Actions:
VPC- pursuant fo the Long Term Care Homes Act, 2007, c.8, 5. 152{2) the licensee is hereby requested
o prepare a written plan of correction regarding ensuring all allegations of abuse of a resident by

anyone or neglect of a resident by the licensee or staff that resulted in harm or risk to a resident are
immediately reported to the Director.
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