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I'inspection d’inspection
Sep 21, 22, Oct 3, 31, 2011 2011_060127_0031 Mandatory Reporting

Licensee/Titulaire de permis

UNGER NURSING HOMES LIMITED
312 Queenston Street, St. Catharines, ON, L2P-2X4

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

HAMPTON TERRACE CARE CENTRE
75 PLAINS ROAD WEST, BURLINGTON, ON, L7T-1E8

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

i

i 2e Trspestin

The purpose of this inspection was to conduct a Mandatory Reporting inspection.

During the course of the inspection, the inspector(s) spoke with the administrator, director of care and
registered staff regarding H-001756-11 and H-001911-11.

Buring the course of the inspection, the inspector{s) reviewed management's documentation of incidents and
internal investigations; plans of care,

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Falls Prevention

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

_NON-COMPLIANCE [ NON-RESPECT DESEXIGENCES
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Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s, 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each
resident that sets out,

(a) the planned care for the resident;

(b) the goals the care is intended to achieve; and

(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 {1).

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at
least every six months and at any other time when,

(a) a goal in the plan is met;

(b} the resident’s care needs change or care set out in the plan is no longer necessary, or

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :

1. With respect to 5.6.{1)(c) and 5.6.(10)(b) the inspector confirmed on September 22, 2011, that an identified resident
sustained a fali in 201 1. He/She was transferred to hospital and was diagnosed with multiple injuries. There was a
change in the resident's care needs while in hospital. He/She was re-admitted to Hampton Terrace Care Centre.

The identified resident's Patient Transfer Record from the hospital indicated a change in his/her care needs. His/Her
progress notes indicated at least one staff member was aware of the changes. The plan of care was reviewed in Point
Click Care by the inspector on September 21, 2011, and i had not been updated to reftect the change in care needs
since the identified resident's re-admission. The latest revision for any section of the plan of care was two weeks prior to
his/her transfer to hospital. The plan of care did not include clear directions to staff regarding the change in the resident's
care needs.

The inspector visited the identified resident in his/her room on September 22, 2011. The resident was asleep in his/her

wheelchair. Care instruments and equipment were observed to be in place but the plan of care did not include clear
directions to staff regarding these care interventions.

Additional Required Actions:

CO # - 001 will be served on the licensee, Refer to the “Order(s) of the Inspector”.

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c¢.8, s. 24. Reporting certain matfers to
Director

Page 2 of §



Ministry of Health and Ministére de la Santé et des

L.ong-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection
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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
resicdent.

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 resuited 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. On September 22, 2011, the inspector reviewed the progress notes for an identified resident and discovered an entry
in 2011, where he/she complained that another resident had caused him/her an injury. The identified resident tried to
prevent the other resident from taking hisfher personal possessions. It is alleged that other resident grabbed the
identified resident causing an injury. The abuse of a resident incident was reported to the ministry by the identified
resident’s family member; the licensee did not immediately report it fo the Director named in the Long-Term Care Homes
Act.

2. On September 22, 2011, the inspector confirmed that an incident of alleged resident abuse involving an identified
resident was reported to the director of care at Hampton Terrace Care Centre in 2011. The abuse of a resident incident
was not immediately reported to the Director named in the Long-Term Care Homes Act.

Additional Required Actions:

CO #- 002 will be served on the licensee. Refer to the “Order(s) of the Inspector”.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s, 107. Reports re critical incidents
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Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Specifically failed to comply with the following subsections:

s. 107. (3) The licensee shalf ensure that the Director is informed of the following incidents in the home no later
than one business day after the occurrence of the incident, followed by the report required under subsection
(4):

1. Aresident who is missing for less than three hours and who returns to the home with no injury or adverse
change in condition.

2. An environmental hazard, including a breakdown or failure of the security system or a breakdown of major
equipment or a system in the home that affects the provision of care or the safety, security or well-being of
residents for a period greater than six hours.

3. A missing or unaccounted for controlled substance.

4. An injury in respect of which a person is taken to hospital.

5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. 0. Reg.
7910, s. 107 (3},

s. 107. (4) Alicensee who is required to inform the Director of an incident under subsection (1) or (3) shall,
within 10 days of becoming aware of the incident, or sooner if required by the Director, make a report in writing
to the Director setting out the following with respect to the incident:

1. A description of the incident, including the type of incident, the area or location of the incident, the date and
time of the incident and the events leading up to the incident.

2. A description of the individuals involved in the incident, including,

L. names of any residents involved in the incident,

ii. names of any staff members or other persons who were present at or discovered the incident, and

fil. names of staff members who responded or are responding to the incident.

3. Actions taken in response to the incident, including,

i. what care was given or action taken as a result of the incident, and by whom,

ii. whether a physician or registered nurse in the extended class was contacted,

iii. what other authorities were contacted about the incident, if any,

iv. for incidents involving a resident, whether a family member, person of importance or a substitute decision-
maker of the resident was contacted and the name of such person or persons, and

v. the outcome or current status of the individual or individuals who were involved in the Ingident.

4. Analysis and follow-up action, including,

i. the immediate actions that have been taken fo prevent recurrence, and

ii. the long-term actions planned to correct the situation and prevent recurrence.

5. The name and title of the person who made the initial report to the Director under subsection (1) or (3}, the
date of the report and whether an inspector has been contacted and, if so, the date of the contact and the name
of the inspector. 0. Reg. 79/10, s. 107 (4).

Findings/Faits saillants :

1. With respect to s. 107.{3)4., the inspector confirmed on September 22, 2011, that an identified resident sustained
injuries requiring transfer to hospital following a fall incident in 2011, The Critical Incident Report related to this incident
was not submitted by the licensee to the Director named in the Long-Term Care Homes Act no later than one business
day after the occurrence of the incident.

2. With respect to s. 107.(4)1., the inspector confirmed on September 22, 2011, that an incident of alleged resident
abuse was reported to the director of care at Hampton Terrace Care Centre in 2011. The Critical Incident Report related

to this abuse incident was not submitted to the Director named in the Long-Term Care Homes Act within 10 days of the
licensee becoming aware of the incident.
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0, 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of carrection for achieving compliance with reporting information fo the
Director within required time lines, to be implemented voluntarily.

WN #4: The Licensee has falled to comply with LTCHA, 2007 5.0. 2007, ¢.8, s. 19. Duty to protect
Specifically failed to comply with the following subsections:

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. 2007, ¢. 8, s. 19 {1).

Findings/Faits saillants ;

1. On September 22, 2011, the inspector reviewed the progress notes for an identified resident and discovered an entry
in 2011, where he/she complained that another resident had caused him‘her an injury. The identified resident tried to
prevent the other resident from taking his/her personal possessions. it is alleged that other resident grabbed the
identified resident causing an injury. The identified resident was not protected from abuse.

2. On September 22, 2011, the inspector confirmed that an incident of alleged resident abuse involving an identified
resident and a staff member was reported to the director of care at Hampton Terrace Care Centre in 201 1. The identified
resident complained to the director of care that he/she had been handled roughly by the staff member and felt
intimidated and humiliated. The identified resident was not protected from abuse.

Issued on this 21st day of November, 2011

Signature of }nspector(s)ISignaure de l'inspecteur ou des inspecteurs
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Ministry of Health and
;\a—-} Long-Term Care

L”&—l Ontario Order(s) of the Inspector

Pursuant to section 153 andfor
seclion 154 of the Long-Term Care
Homes Act, 2007, 5.0. 2007, .8

Health System Accountability and Performance Division
Performance Improvement and Compliance Branch

Ministére de Ia Santé et
des Soins de longue durée

Ordre(s) de Pinspecteur

Aux termes de larticle 183 effou

de l'article 154 de fa Loi de 2007 sur les foyers
de soins de longue durée, L O. 2007, chap. 8

Division de la responsabilisation et de la performance du systéme de santé

Direction de 'amélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector (ID #) /

Nom de l'inspecteur {No) : RICHARD HAYDEN (127)

Inspection No, /

No de inspection : 2011_060127_0031

Type of Inspection/

Genre d'inspection: Mandatory Reporting

Date of Inspectionf

Date de l'inspection : Sep 21, 22, Oct 3, 31, 2011

Licensee /

Titulaire de permis : UNGER NURSING HOMES LIMITED
312 Queenston Street, St. Catharines, ON, L2P-2X4

LTC Home /

Foyer de SLD : HAMPTON TERRACE CARE CENTRE

75 PLAINS ROAD WEST, BURLINGTON, ON, L7T-1E8

Name of Administrator /
Nom de 'administratrice
ou de 'administrateur : TRUDY VOS

To UNGER NURSING HOMES LIMITED, you are hereby required to comply with the following order(s) by the date(s)

set out below:
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Ministry of Health and Ministére de la Santé et
f*};-:} Long-Term Care des Soins de longue durée

}.

Dﬁ Ontal’lo Order(s) of the Inspector Ordre(s) de Pinspecteur

Pursuant o section 163 and/or Auy fermes de Farticle 163 ef/ou
section 154 of the Long-Term Care de l'arficle 154 de la Lof de 2007 sur les foyers
Homes Act, 2007, 5.0 2007, ¢.8 de s0ins de lorgue durée, L Q. 2007, chap. 8
Order#/ Order Type /
Ordre no : 001 Genre d'ordre ; Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de ;

LTCHA, 2007 5.0. 2007, ¢.8, s. 6. (10} The licensee shall ensure that the resident is reassessed and the plan of
care reviewed and revised at least every six months and at any other time when,

(a) a goal in the plan is met;

(b) the resident’s care needs change or care set out in the plan is no longer necessary; or

(¢) care set out in the plan has not been effective. 2007, ¢. 8, s. 6 (10).

Order/ Ordre :

The licenses, Unger Nursing Homes Limited, operating as Hampton Terrance Care Centre, 75 Plains Road
Woest, Burlington, ON shall review and revise the plan of care for an identified resident, and all other residents to
reflact their individual care requirements, at least every six months and at any other fime when their care needs
change.

Grounds [ Motifs :

1. On September 21 and 22, 2011, the inspector confirmed the following:

a. An identified resident sustained a fall in 2011. He/She was transferred {o hospital and diagnosed with multiple
injuries. During a stay in hospital the identified resident's care needs changed. He/She was re-admitted to
Hampton Terrace Care Centre.

b. The identified resident's Patient Transfer Recard from the hospital indicated the changes to his/her care
needs.

¢. The progress notes for the date of readmission indicated at least one staff member at Hampton Terrace Care
Centre was aware of the identified resident's change in care needs.

d. The identified resident's plan of care had not been updated since his/her return to Hampton Terrace Care
Centre in 2011. His/Her plan of care was reviewed on September 21, 2011 and indicated it was created before
the injuries, with no revisions after that date. The latest revision for any section of the plan of care was two
weeks prior to the transfer to hospital. The plan of care did not include clear directions fo staff regarding the
change in the identified resident's care needs.

e. On September 22, 2011, the inspector visited the identified resident in his/her room. The resident was asleep
in hisfher wheelchair, Care instruments and equipment were observed fo be in place but the plan of care did not
include clear directions to staff regarding these care interventions. (127)

This order must be complied with by /
Vous devez vous conforimer & cet ordre d’ici le : Nov 14, 2011
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Ministry of Health and Ministére de ia Santé et

;);_} Long-Term Care des Soins de longue durée
I/ﬁﬁ Ontarl(') Order(s) of the Inspector Ordre(s) de Finspecteur
Pursuant to section 183 andfor Aux termes de larticle 153 effou
section 154 of the Long-Term Care de larticle 154 de la Loi de 2007 surles foyers
Homes Act, 2007, 5.0. 2007, ¢ 8 da soins de tongue durée, L Q. 2007, chap. 8
Order #/ Order Type /
Ordre no : 002 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

LTCHA, 2007 5.0. 2007, ¢.8, 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 rigk of harm {o 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).

Order [ Ordre :

Where the ficensee, Unger Nursing Homes Limited, operating as Hampton Terrance Care Centre, 75 Plains
Road West, Burlington, ON has reasonable grounds to suspect that abuse of a resident has occurred or may
oceur, the licensee shall immediately report the suspicion and the information upon which it is based to the
Director.

Grounds [ Motifs :

1. On September 22, 2011, the inspector confirmed an incident of alleged resident abuse involving an identified
resident was reported to the director of care at Hampton Terrace Care Centre In 2011, The Critical Incident
Report related to this abuse incident was not submitted to the Director named in the Long-Term Care Homes Act
in the time frame required. (127)

2. On September 22, 2011, the inspector reviewed an identified resident's progress notes and discovered an
entry where he/she complained that another resident had injured him/her in 2011. The identified resident tried to
prevent the other resident from taking one of his/her personal possessions. It was alleged that the other resident
grabbed the identified resident and caused an injury. The incident was reported to the ministry by the identified
resident's family member; the licensee did not immediately report it to the Director. The licensee had not
reported the incident involving these residents as of September 22, 2011. (127)

This order must be complied with by /
Vous devez vous conformer & cet ordre d’ici le : Nov 01, 2011

Page 3 of/de &



Ministry of Health and Ministére de la Santé et
;‘\:—:} Long-Term Care des Soins de longue durée

f/ﬁ’ Oﬂtarlo Order(s) of the Inspector Ordre(s) de Pinspecteur

Pursuant to section 183 andfar Aux termes de larticle 153 etfou
section 154 of the Long-Term Care de Particle 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, c.8 tle soips de longue durés, L.O. 2007, chap. 8

REVIEW/APPEAL INFORMATION
TAKE NOTICE:

The Licansee has fhe right 1o request a review by the Director of this {these) Order(s) and to request that the Director stay this (these) Order{s) in
accordance with section 163 of the Long-Term Care Homes Act, 2007.

The request for review by the Director must be made in writing and be served on the Director within 28 days from the day the order was served on the
Licensee.

The written request for review must include,

(a) the porticns of the order in respect of which the review is requested;
(b) any submissions that the Licensee wishes the Director to conslder; and
(c) an address for services for tha Licensee.

The written request for review must be served personaliy, by registered mail or by fax upon:
Dirgctor
cfo Appeals Coordinator
Performance Improvement and Cempliance Branch
Ministry of Health and Long-Term Care
55 8t. Clair Avenue West
Suite 800, 8th Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

When setvice is made by registered malil, it is deemed to be made on the fifth day after the day of mailing and when service is made by fax, itis
deemed to be made on the first business day after the day the fax is sent. If the Licensee is not served with written notice of the Director's decision
within 28 days of receipt of the Licensee's request for review, this(these) Order(s} is(are) deemed to be confirmed by the Diractor and the Licensee is
deemed to have been served with a copy of that decision on the expiry of the 28 day period.

The Licensee has the right to appeal the Director's daclsion on a request for review of an Inspector's Order(s) to the Health Services Appeal and
Review Board (HSARB} in accordance with section 164 of the Long-Term Care Homes Act, 2007, The HSARB is an independent tribunal not
connected with the Ministry. They are established by legislation to review matters concarning health care services. If the Licensee decides 1o request a
hearing, the Licensee must, within 28 days of being served with the notice of the Director's decision, give a writien notice of appeal to both:

Health Services Appeal and Review Board  and the Dirgctor

Attention Registrar Director

151 Bloor Street Weast cfo Appeals Coordinator

gth Floor Perormance Improvement and Compliance Branch
Torontc, ON M5S 2T5 Ministry of Health and Long-Term Care

55 St. Clair Avenue West
Suite 800, 8th Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

Upon recelpt, the HSARB will acknowiedge your notice of appeal and will provide instructions regarding the appeal process. The Licensee may fearn
more about the HSARB on the website www.hsarb.on.ca.

Page 4 ofide 5



Ministry of Health and Ministére de la Santé et

}}-} Long-Term Care des Soins de fongue durée

[/)'w Ontano Order(s) of the Inspector Ordre(s) de l'inspecteur
Pursuant to section 153 and/or Aux termes de T'article 153 etiou
section 154 of the Long-Term Care de l'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, ¢.8 te soins de longue durée, L.O. 2007, chap. 8

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL

PRENDRE AVIS

En verlu ds Farticte 163 de fa Loi de 2007 sur les foyers de soins de fongue durés, Ie titulaire de permis peut demander au directeur de réexaminar
l'ordre ou les ordres qu'il a donné et d’en suspendre I'exécution.

La demande de réexamen doit étre présentée par écrit et est signifiée au directeur dans les 28 jours qui suivent [a signification de 'ordre au fitulaire de
permis. .

La demande de réexamen doit contenir ce qui suit :

a} [es parfies de lordre qui font l'objet de fa demande de réexamen;
b} les observations que le titulaire de permis souhaite que le directeur examine;
¢) l'adresse du fitulaite de permis aux fins de signification.

La demande écrite est signifiée en personne ou envoyée par courrier recommandé ou par télécapieur au ;

Directeur

als Coordinateur des appels

Direstion de Famélioration de la performance et de la conformité
Ministére de la Santé et des Soins de longue durés

55, avenue St. Clair Quest

8e étage, bureau 800

Toronto (Ontario) M4V 2y2

Télécopieur : 416-327-7603

Les demandes envoyees par courrter recommandé sont réputées avoir &té signifiges le cinquiéme jour suivant 'envol et, en cas de transmission par
telécopleur, la signification est réputée faite te jour cuvrable suivani Fenvol. Si te titulaire de permis ne regoit pas d'avis écrit de la décision du directeur
dans les 28 jours stivant la signification de la demande de réexamen, Pordre ou les ordres sont réputés confirmés par le directeur. Dans ce cas, le
titulaire de permis est réputé avoir regu une copie de la décision avant Pexpiration du délai de 28 jours.

En vertu de l'article 164 de la Lol de 2007 sur les foyers de soins de longue duréa, le titulaire de permis a le droit d'interjeter appel, auprés da la
Commission d'appel et de révision des services de santg, de la décislon rendue par le directeur au sujet d'une demande de réexamen d'un ordre ou
d'ordres donnés par un inspecteur, La Commission est un tribunal indépendant du minfstére. Il a 616 élabli en vertu de la loi et il a pour mandat de
trancher des liliges concernant les services de santé. Le titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui suivent
celui oll luf a été signifié I'avis de décision du directeur, falre parvenir un avis d'appel écrit aux deux endroits sulvants ;

A I'attention du registraire Directeur

Commission d'appet et de révision des services de sanié afs Coordinateur des appels

151, rue Bloor Ouest, 9e étage Direction de I'amélloration de Ia perormance et de la conformité
Toronto (Ontaria) M5S 275 Ministére de la Santé et des Scins de longue durée

55, avenue St. Clair Quest
8e étage, bureau 800
Toronto (Ontaric) M4V 2Y2
Télécopteur : 416-327-7603

La Commisslon accusera récepiion des avis d'appel &t transmetira des Instructions sur la fagon de procéder peur interjeter appel. Les titulaires de
permis peuvent se renseigner sur la Commission d’appel ot de révislon des services de santé en consullant son site Web, au www.hsarb.on.ca.

Issued on this 31st day of October, 2011

Signature of Inspector/
Signature de Pinspecteur :

Name of Inspector/
Nom de linspecteur : RICHARDHAYDEN

Service Area Office /
Bureau régional de services :  Hamilton Service Area Office
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