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Licensee/Titulaire de permis

BEEM MANAGEMENT SERVICES LIMITED
2 QUEEN STREET EAST, SUITE 1500, TORONTQ, ON, M5C-3G5

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

HAMILTON CONTINUING CARE
125 WENTWORTH STREET SOUTH, HAMILTON, ON, .8N-271

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
RE_CH_ARD HAYDEN (127)

" Inspectlon SummaryIResumé de l’mspection L

The purpose of this inspection was fo conduct a Crifical Inmdent inspection.
Buring the course of the inspection, the inspector(s) spoke with the administrator regarding H-000114-12,

During the course of the inspection, the inspector(s) reviewed management's investigation files and employee
personnel files.

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

Findings of Non-Compliance were found during this inspection.

: DR - igu:[lage ay dlrecteur
it - Compiiance Order_- : #Ordre‘de. conformité
“WAO =Work and Activity Order 20 IWAQ = Ordres (ravalix et activités
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§Non compllance with’ requnrements under the Long-Term Care;-fif.f Le ncn—respect des'ex{gences de fa Lox de 200? sur Ies foyers de’
‘Homes'Act; 2007: {LTCHA) was found: (A reguirement under the
LTCHA| mctudes the requlrements contalned the items itste in

paragraphe 1 de T'article 152 de Ja LFSLD.

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 ocecur
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. Unlawfill conduct that resulted in harm or a risk of harm to a resident.

4, Misuse or misappropriation of a resident’s money.

3. 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 saiflants :

1. On May 03, 2012, the inspector confirmed the followmg An employee of Hamilton Continuing Gare who suspected
abuse of a resident failed to immediately report the suspicion and the information upon which it was based to the
Director named in the Long Term Care Homes Act. The home's investigation notes indicated the alleged abuse incidents
involving two identified residents occurred during an evening shift in 2012, but were not immediately reported by the
employee who witnessed it. The employee called the director of care (DOC) shortly after lunch the following day and
reported the incidents. The Critical Incident Report was first submitted to the Director another three days after the report
by the employse to the DOC.

Issued on this 5th day of June, 2012

igtueof nspector(!SIgnature de l'inspecteur ou des inspecteurs
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