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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): July 10, 11, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Care (DOC), Registered Practical Nurses (RPN),
Personal Support Workers (PSWs), and residents

During the course of the inspection, the inspector(s) reviewed resident’s
records; home's investigation summary of incident, complaint log, policies and
procedures, and staff work schedules

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspectio‘n.

_ NON-COMPLIANCE / NON - RESPECT DES EXIGENCES
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|rarticle 152 eia LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:
2,-Every resident has the right to be protected from abuse. 2007, c. 8, s. 3 (1).

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:

19. Every resident has the right to have his or her lifestyle and choices
respected. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :
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- 1. The licensee did not ensure that resident #001 was protected from abuse.

The resident stated that in May, 2013 a staff person caused an injury by attempting to
forcefully remove equipment from them. The resident further stated previous to this
the staff person had provided care as per their identified preference when requested.
The resident having increased pain after the incident. The home's investigation
summary stated the resident was tearful when giving their statement.

The home investigation of the incident resulted in the staff person being disciplined for
attempting to remove the call bell from the resident when the resident resisted. [s. 3.

(1)2]

2. The licensee did not fully respect and promote resident #001 right to have his
lifestyle and choices respected.

A} The resident had expressed at time of admission their choice in daily routines. The
home did not assess the resident to identify the time and frequency the daily routine
needed to be completed. Staff who provided care to the resident stated they
suspected the reason for the resident the preference in routine. The staff did not
ensure that the choice related to this daily routine was care planned The resident
stated staff did not follow the routine consistently.

B) The resident expressed an allegation of abuse by staff to the home in May, 2013.
The home completed an investigation. The resident had expressed their choice of not
having the staff involved in the incident caring for them in the future. The Administrator
and DOC confirmed they were aware of the resident's choice for not having the
identified staff working with them but had not implemented any change. Review of the
home's schedule identified the staff had continued to care for the resident for 12 shifts
since the identified incident up to and including the inspection period. [s. 3. (1) 19.]

Additional Required Aétions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure every resident has the right to be protected
from abuse, have his or her lifestyle and choices respected., to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
19. Duty to protect
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Specifically failed to comply with the following:

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, c. 8, s. 19 (1).

Findings/Faits saillants :

1. The licensee failed to protect resident #001 from abuse by staff in the home.

The resident alleged that a staff member forcefully removed a piece of equipment
from and refused to provide care related to their expressed preference. The home
completed an investigation into the allegation and confirmed the incident occurred.
The staff person, who was disciplined, had a previous allegation by another resident in
2013 stating the same staff person had refused to provided care and assistance and
was rough in providing care causing pain. The home investigated the incident,
Review of the identified staff personnel record identified the staff person received a
previous non disciplinary letter related to Resident's Rights violation in 2012,

The home failed to monitor staff performance or implement actions to ensure the staff
person did not neglect or abuse residents while providing care. [s. 19. {1)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure residents are protected from abuse by anyone
and ensure that residents are not neglected by the licensee or staff, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. -
20. Policy to promote zero tolerance '

Specifically failed to comply with the following:

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. 2007, c. 8, s. 20 (1).

Findings/Faits saillants :
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1. The licensee did not ensure that their policy to promote zero tolerance of abuse and
neglect was complied with,

The home's policy "Abuse and Neglect Resident" (V3-010), last revised February
2012, stated if any employee or volunteer witnesses an incident, or has any
knowledge of an incident, that constitutes resident abuse or neglect; all staff are
responsible to immediately take steps:

¢) immediately inform the Director of Administration and/or charge nurse in the home.
The resident was observed with an injury in May, 2013. The resident reported to the
registered nursing staff the injury was caused by a staff person three days prevuous]y
The resident's allegation was documented in the resident’s progress notes.

An allegation of abuse related to resident #001 was not reported to the home's
Administrator immediately. The Administrator confirmed the home was unaware of
the allegation until six days after staff were made aware of the allegation. [s. 20. (1)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that there is in place a written policy to promote
zero folerance of abuse and neglect of residents, and shall ensure that the
policy is complied with, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care
Specifically failed to comply with the following:

s. 26. (3) A plan of care must be based on, at a minimum, interdisciplinary
assessment of the following with respect to the resident:

22. Cultural, spiritual and religious preferences and age-related needs and
preferences. O. Reg. 79/10, s. 26 (3).

Findings/Faits saillants :
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1. Resident #001 plan of care was not based on an interdisciplinary assessment of the
resident's cultural, spiritual and religious preferences.

The resident was admitted in October, 2012. The Resident's Leisureworld Program
Initial Assessment completed two days later identified the resident as being of an
identified religion and had daily routines related to the identified religion. There was
no further assessment to identify how the home could meet the resident's daily routine
needs. The resident identified they preferred to be up each day to perform the
routine but this preference was not respected consistently by staff assisting them with
care,

The resident's written plan of care did not identify the resident's preference for time
and frequency of the daily routine until May, 2013 after a reported incident by the
resident. [s. 26. (3) 22.]

Issued on this 2nd day of August, 2013

gnature of Inspector(s)/Signature dl’inscteur ou des insps
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