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During the course of the inspection, the inspector spoke
Director of Care, Administrator, staff on the unit and fam
During the course of the inspection, the inspector:

staff in routine duties.

Responsive Behaviours

[2] WN
[1IVPC

The purpose of this inspection was to conduct a Critical incident inspection.

with:

ily members.

Reviewed resident's clinical chart, reviewed home's policy and procedure related to Resident to Resident
Abuse, reviewed internal incident and investigation reports, observed care, toured the home, and observed

The following Inspection Protocols were used during this inspection:

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

Definitions/Définitions.

Adt o007 (LTCHA) was found.’ (A requirement under 16 LTCHA Indlides
‘thé requiraments contained in the iteims listed In the definitiori of.
:'; requlrement under thls Act" in subsection 2(1} of the LTCE—IA )

o pkévue par Ea présente iol" au paragraphe 2(1) de Ia lo &

fo paragraphe 1. -

Non-raspect avec Ees exlgances sur, Ia_LoI de 200? Ies foyers de 50ins, de' ' i
longue durée & trouvé. (Une exigence dans fo loi comprend les. extgences :
contenues dens les polnts énumérés dans Ia'définition de exlgence !
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WN #1 The Licensee has failed to comply with — O.Reg. 79/10, s. 8(1}(b)
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,

(b} is complied with.

Findings:

1. Anincident of inappropriate touching to a female resident occurred in 2010 by another male
resident. This incident was witnessed by the staff on the unit.

2. According to the home’s Abuse-Resident — V3-010 policy, the charge nurse is to check resident's
condition to assess the safety, emotional and physical well being and to immediately sought
medical attention if required.

3. The documentation in the progress notes and the incident reports for both residents does not
support that a comprehensive assessment was conducted by the charge nurse as per home’s
policy and procedure to ensure the safety, emotional and physical well being of the residents was
assessed and if any immediate medical attention was required.

Inspector [D #: | 147

WN #2 The Licensee has failed to comply with — LTCHA, 2007, 8.0. 2007, c. 8, s.19(1)
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. An incident of inappropriate touching to a female resident occurred at in 2010 by another male
resident. This incident was witnessed by the staff on the unit. .

2. According to the home's Risk Indicator Resident Incidents report, the male resident has had 18
incidences of physical and inappropriate behaviours in 2010, which had placed vuinerable residents at
risk for abuse, harm or risk of harm.

Inspector ID #:-- | 147

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure all residents are
protected from abuse by anyone, to be implemented voluntarily.

[Signature of Licensee or Representatiue of Licensee | Signature of Health System Accountability and Performance Division

Signature du Titulaire du représentant désigné representative/Signature du (de la) représentant(e} de la Division de la
responsabllisation et de 1a performance du systéme de santé.
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