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

This inspection was conducted on the following date(s): December 18, 2013

During the course of the inspection, the inspector(s) spoke with the Director of
Care, Clinical Coordinator, one Registered Practical Nurse and two Personal
Service Workers.

During the course of the inspection, the inspector(s) reviewed one critical
incident report, one resident clinical record and Fall and Restraint Committee
Meeting minutes. Home policies were reviewed related to resident safety and
falls prevention.

The following Inspection Protocols were used during this inspection:
Falls Prevention

Findings of Non-Compliance were found during this inspection.
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= ~NON COMPLIANCE I NON - RESPECT DES EXIGENCES

§Legend = ' .Legende o

§WN — Written Notlﬂcatlon ,  WN- Aws ecrrt = -

VPC - Voluntary Plan of Correctron |VPC - Plan de redressement volontalre =

fDR— - Director Referral = = by AlgUllIage au directeur : '

CO - Compliance Order - |CO- Ordre de conformité

?WAO Work and Actiwty Order

-'WAO Ordres travaux et actlwtes‘ '

ENcrn compllance wrth reqwrements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requwement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under this -
.Act" in subsectlon 2(1) of the LTCHA)

?Thé foli'o'wmg coriStltdtéa written
notification of non-compliance under

paragraph 1 of section 152 of the LTCHA

Le non- respect des exrgences de Ia Loi de,‘
2007 sur les foyers de soins de longue

_|durée (LFSLD) a été constaté. (Une

exrgence de la loi comprend les exrgences-§
qui font partie des éléments énumérés
dans la définition de « exigence prévue

~ |parla presente I0| », au paragraphe 2(1)
|de la LFSLD - . =

[Ce qui suit constrtue un avis écrit de non- -

respect aux termes du paragraphe 1 de
lartrcle 152 de Ia LFSLD =

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,

to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The licensee did not ensure that any plan, policy, protocol, procedure, strategy or
system instituted or otherwise put in place is complied with.

2. One resident was discovered with unknown injuries.

3. No known cause of the injuries was identified through the home internal
investigation.

4. The home clinical tool record requires post injury monitoring.

5. The resident was not monitored after the injuries occurred. One manager confirmed
the clinical tool is expected to be completed with an injury of this nature. [s. 8. (1)]

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 be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s.
24. Reporting certain matters to Director

Findings/Faits saillants :

1. The licensee did not ensure reasonable grounds were used to suspect that any of
the following has occurred and immediately report the suspicion and the information
upon which it is based to the Director.

2. One resident was discovered by one staff with unknown injuries.

3. The Director of Nursing confirmed that on completion of the home investigation, no
known cause of the injuries could be established.

4. The investigation did not consider improper or incompetent treatment or care of the
resident that resulted in harm, requiring a critical incident be forwarded to the Director.
[24(1)1].

5. The investigation did not consider abuse of a resident by anyone or neglect of a
resident by the licensee or staff that resulted in harm to the resident, requiring a
critical incident report be forwarded to the Director. [24(1)2]. [s. 24.]
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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 any plan, policy, protocol, procedure,
strategy or system

is instituted or otherwise put in place, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
20. Policy to promote zero tolerance

Specifically failed to comply with the following:

s. 20. (2) At a minimum, the policy to promote zero tolerance of abuse and
neglect of residents,

(a) shall provide that abuse and neglect are not to be tolerated; 2007, c. 8, s. 20
(2).

(b) shall clearly set out what constitutes abuse and neglect; 2007, c. 8, s. 20 (2).
(c) shall provide for a program, that complies with the regulations, for
preventing abuse and neglect; 2007, c. 8, s. 20 (2).

(d) shall contain an explanation of the duty under section 24 to make mandatory
reports; 2007, c. 8, s. 20 (2).

(e) shall contain procedures for investigating and responding to alleged,
suspected or withessed abuse and neglect of residents; 2007, c. 8, s. 20 (2).

(f) shall set out the consequences for those who abuse or neglect residents;
2007, c. 8, s. 20 (2).

(g) shall comply with any requirements respecting the matters provided for in
clauses (a) through (f) that are provided for in the regulations; and 2007, c. 8, s.
20 (2).

(h) shall deal with any additional matters as may be provided for in the
regulations. 2007, c. 8, s. 20 (2).

Findings/Faits saillants :
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1. The licensee did not ensure that the written poliéy to promote zero tolerance of
abuse and neglect of residents is complied with.

2. The Director of Nursing confirmed the written policy of the home to promote zero
tolerance of abuse and neglect of residents, contains procedures for investigating and
responding to alleged, suspected or withessed abuse and neglect of residents.

3. One resident was found in their room with unknown injuries.

4. The Director of Nursing and one staff confirmed during the home investigation into
the cause of the injuries, one staff working on the same unit, was not interviewed.
[s.20(2)(e)].

5. The Director of Care confirmed the home policy to promote zero tolerance of abuse
and neglect of residents was not complied with. [20(2)(g)]. [s. 20. (2)]

Issued on this 23rd day of January, 2014

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

L AROLEE 171707 NER
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