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Date(s) of inspection/Date(s) de Inspection No/ No de I'inspection Type of Inspection/Genre
I’inspection d’inspection
Oct 26, Nov 1, 2, 2011 2011_044161_0027 Critical Incident

Licensee/Titulaire de permis

OMNI HEALTH CARE LIMITED PARTNERSHIP
1840 LANSDOWNE STREET WEST, UNIT 12, PETERBOROUGH, ON, K9K-2M9

Long-Term Care Home/Foyer de soins de longue durée

GARDEN TERRACE
100 Aird Place, KANATA, ON, K2L-4H8

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

KATHLEEN SMID (161) __

spection Summary/Résumeé de Pinspectio

The purpose of this inspection was to conduct a Critical Incident inspection.
During the course of the inspection, the inspector(s) spoke with the Director of Care.

During the course of the inspection, the inspector(s) conducted two critical incident inspections log # 0-000048
and 0-001736-11

During the course of the inspection, the inspector(s) reviewed the health record of two identified residents.

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

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

~ NON-COMPLIANGE / NON-RESPECT DES EXIGENCES
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Legend . - o - Legendé

WN Avis & t'
VEC - Plande redressement volontaxre
DR - Aiguillage au direc teur.
|CO— Ordre de conformité
|WAO = Ordres " travaux et acﬂ\ntes -

/, e |Le non-respect des exigences de
Homes Act 2007 'TCHA} was found A requtre ent unde he}soins de longue durée (LFS
LTCHA mc udes the requxrements contamed inthe items tlsted intloi comprend es exrgenc
:' | (1) |dans la définition de « exige

' paragraphe 2(1) delal SLD

:WN Wnﬁen Notlﬁcation '
VPC VoluntaryPan of Correctlon '

307 surles foyersde
,constate {Une exrgence’d a
fon partie des eléments énumérés.

’ par la présente loi », au

e |Ce qui suit constitue un avis ecnf de non-respect aux termes du
paragraphe 1 de Varticle 152 de !a FSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

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.

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. The licensee failed to comply with 5.24(1)(2) to immediately report the suspicion and the information upon which it was
based regarding the suspected resident abuse of an identified resident, io the Director.

2. An incident of suspected resident abuse occurred on December 31, 2010. A subsequent investigation by the home
was inconclusive.

3. The licensee's Administrator was notified of the suspected resident abuse on December 31, 2010.

4. The Director was not immediately informed of the suspected resident abuse. The Director was notified on January 7,
2011.

(log#0-001736-11)

Issued onthis 2nd day of November, 2011
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