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the Long-Term Care Loi de 2007 sur les foyers de
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The purpose of this inspection was to conduct a Follow up inspection.
This inspection was conducted on the following date(s): December 13 & 14, 2012

During the course of this inspection the inspector completed two follow-up
inspections. Log #0000987-12 for (Order #1) and #001799-12 for (Order #3&4).

During the course of the inspection, the inspector(s) spoke with Director of Care
(DOC), Assistant Director of Care(ADOC),Physio Therapist(PT), Registered
Nurse(RN), Registered Practical Nurse(RPN), Personal Support Workers(PSW)

During the course of the inspection, the inspector(s) reviewed the clinical health
records for four residents, interviewed/observed four residents, observed the
provision of resident care and staff to resident interactions

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

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

Legend Legendeé .

WN — Written Notification WN — Avis écrit :

VPC — Voluntary Plan of Correction VPC — Plan de redressement volontaire
DR — Director Referral DR - Aiguillage au directeur

CO — Compliance Order CO — Ordre de conformité

WAO — Work and Activity Order WAO - Ordres : travaux et activités
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Ministry of Health and

Long-Term Care

e L Ontario

the Long-Term Care
Homes Act, 2007

Non-compliance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the :
requirements contained in the items listed
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

The following constitutes written
notification of hon-compliance under
paragraph 1 of section 152 of the LTCHA.

Inspection Report under

Ministére de la Santé et des
Soins de longue durée

Rapport d’i‘nspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
durée (LFSLD) a été constaté. (Une
exigence de la loi comprend les exigences
qui font partie des éléments énumerés
dans la définition de « exigence prévue

|par la présente loi », au paragraphe 2(1)
|de la LFSLD.

Ce qui suit constitue un avis écrit de non-
respect aux termes du paragraphe 1 de
P'article 152 de la LFSLD.

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:

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; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.

2007, c. 8, s. 6 (1).

Findings/Faits saillants :
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1. The licensee failed to comply with LTCHA, 2007 s.6(1)(c) when the plan's of care
for resident #02 and #03 did not set out clear direction to staff providing care to the
residents.

Interview with two PSW and one RPN confirm that the resident #02 is often found
packing personal belongings and moving them to other resident's rooms and voiding
in inappropriate areas on the unit.

The progress notes for resident #02 on three different dates, state that the resident is
noted to have voided in the hallway in the unit or on the bedroom floor.

The written plan of care for resident #02 related to incontinence was reviewed by the
inspector, there is no clear direction to staff in regards to the resident voiding in
hallways, or on the bedroom floor.

Progress notes for resident #02 confirm that on two different dates, the resident was
found wandering into other residents' rooms. '

The written plan of care for resident #02 related to wandering was reviewed by the
inspector, the plan does not provide clear direction for staff regarding the packing of
personal belongings and wandering into other residents’ rooms.

Interview with staff 2 PSW and one RPN confirm that resident #03'3 behaviour had
escalated in the last month, stating that resident #03 has been exhibiting responsive
behaviour towards other residents. :

The progress notes for resident #03 identify responsive behaviour exhibited by the
resident, on five different dates.

The plan of care for resident #03 was reviewed by the inspector, the plan does not

provide clear direction to staff for the responsive behaviour being exhibited towards
other residents. [s. 6. (1)]
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Additional Required Actions:

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 by ensuring that the written plan of care for each resident
sets out clear direction for staff and others who provide direct care to the
resident, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
23. Licensee must investigate, respond and act

Specifically failed to comply with the following:

s. 23. (1) Every licensee of a long-term care home shall ensure that,
(a) every alleged, suspected or witnessed incident of the following that the
licensee knows of, or that is reported to the licensee, is immediately
investigated:

(i) abuse of a resident by anyone,

(ii) neglect of a resident by the licensee or staff, or

(iii) anything else provided for in the regulations; 2007, c. 8, s. 23 (1).
(b) appropriate action is taken in response to every such incident; and 2007, c.
8,s.23(1).
(c) any requirements that are provided for in the regulations for investigating
and responding as required under clauses (a) and (b) are complied with. 2007,
c. 8,s.23 (1).

Findings/Faits saillants :

1. The licensee failed to comply with LTCHA, 2007, ¢.8,s.23(1)(a)(i) when an
investigation was not immediately initiated for the resident to resident abuse observed
by staff on November 30 and December 10, 2012.

The progress notes for resident # 03 confirm that on two different dates there was
resident to resident abuse that occurred.

DOC confirms that an immediate investigation of these incidents were not completed
by the licensee. [s. 23. (1) (a)]
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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 by ensuring that every alleged, suspected or witnessed
incident of abuse of a resident by anyone is reported to the licensee and is
immediately investigated., to be implemented voluntarily.

WN #3: 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:

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. 2007, c. 8, ss. 24 (1), 195 (2).

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. 2007, c. 8, ss. 24 (1), 195
(2).

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8, ss. 24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8 ss. 24 (1), 195
(2).

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 immediately report to the Director when there was reasonable
grounds to suspect that residents had been abused by another resident.

The progress notes for resident # 03 confirm that on two different dates there was
resident to resident abuse that occurred.

DOC confirmed that the licensee did not immediately report these incidents to the
Director. [s. 24. (1)]
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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 by ensuring that a person who has reasonable ground to
suspect that abuse of a resident by anyone that results in harm or risk of harm,
shall immediately report the suspicion and the information upon which it is
based to the Director., to be implemented voluntarily.

THE FOLLOWING NON-COMPLIANCE AND/OR ACTION(S)/ORDER(S) HAVE
BEEN COMPLIED WITH/

LES CAS DE NON-RESPECTS ET/OU LES ACTIONS ET/OU LES ORDRES
SUIVANT SONT MAINTENANT CONFORME AUX EXIGENCES:

COMPLIED NON-COMPLIANCE/ORDER(S)

REDRESSEMENT EN CAS DE NON-RESPECT OU LES ORDERS;

REQUIREMENT/ |TYPE OF ACTION/ INSPECTION #/ INSPECTOR ID #/
EXIGENCE GENRE DE MESURE NO DE L’INSPECTION |NO DE L'INSPECTEUR
O.Reg 79/10 s. 17.|CO #001 2012_031194_0009 194

(1) |

LTCHA, 2007 S.0O. |CO #003 2012_147113_0028 194

2007, ¢.8 5. 6. (10)

LTCHA, 2007 S.0. |CO #004 2012_147113_0028 194

2007, ¢c.8 5. 6. (2)

Issued on this 8th day of January, 2013

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