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Licensee/Titulaire

Extendicare Southwestern Ontario Inc.

{a subsidiary of Extendicare (Canaday} Inc.)
3000 Steeles Avenue East

Suite 700

Markham, ON, L3R 9W2

L.ong-Term Care Home/Foyer de soins de longue durée
Extendicare St. Catharines
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Name of Inspector(s)/Nom de I'inspecteur(s)

Barbara Naykalyk-Hunt # 146, Debora Saville #192

/Sommaire d’inspectio

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

During the course of the inspection, the inspectors spoke with: The Administrator, Director of Care, and the
resident

During the course of the inspection, the inspectors: Reviewed the homes investigation notes, the residents
medical record, the homes Abuse Policy and training records on the abuse policy.

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

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

ar.the Long-Tenn Care Homes: = | Non-respect avec les. exigences sur'le Lol ds 2007 les foyers ds.

equirement underthe LTCHA Includes -fongue duree & _e_.- (Une exlgence dans e lol comprend Ies X

: ltems listed in the definition of -
bsection 2(1) of the LTCHA.)

“the requlrémen ntained
;__requlrementu

WN #1: The Licensee has failed to comply with LTCH Act, 2007, S.0. 2007, c. 8, s. 20(1)

Without in any way restricting the generality of the duty provided for in section 19, every licensee shall ensure
that there is in place a written policy to promote zero tolerance of abuse and neglect of residents, and shall
ensure that the policy is complied with.

Findings:
1. Abuse and Aggression Policy document # 02-06-01 dated January 2004 indicates: "In all cases where
sufficient evidence exits to substantiate and allegation of physical or sexual abuse, the administrator or
delegate must notify the police."

2. During interview, it was confirmed by the Administrator that the police were not called related to an
identified critical incident involving allegations of abuse,

Inspector 1D #: | #146, #192

WN #2: The Licensee has failed to comply with LTCH Act, 2007, S.0. 2007, c. 8, s. 19. (1)

Every licensee of a long-term care home shall protect residents from abuse by anyone and shall ensure that
residents are not neglected by the licensee or staff.

Findings:
1. Documentation in the progress notes indicates that a resident told staff about being mishandied,
including a description of the person responsible for causing the abuse.

2. An interview with the Administrator and Director of Care, and documentation in the employee’s record
confirmed that the incident occurred,

Inspector ID #: | #146, #192
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sets out,

WN #3: The Licensee has failed to comply with LTCH Act, 2007, S.0. 2007, c. 8, s. 6(1)
Every licensee of a long-term care home shall ensure that there is a written pian of care for each resident that

(c) clear directions to staff and others who provide direct care to the resident.

Findings:

responsive behaviours.

1. A Resident Assessment Protocol (RAP) identifies a deficit as a concern for a resident; the care plan
was not updated to provide clear direction to staff and others who provide care.

2. The progress notes identify on multiple occasions that a resident demonstrated frequent behaviours.
The care plan does not set out clear direction to staff and others on the management of these

lnspe__c_tor__lD #: | #146 #192
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