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SARA_N_DAN'E_L -DODD (116)

CEHERRGN Inspectlon Summarleesume de linspection
The purpose of thls inspection was to conduct a Complaint lnspectlon

This inspection was conducted on the following date(s): August 15, 16, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, Assistant Director of Care, Registered staff,
Personal Support workers and residents.

During the course of the inspection, the inspector(s) reviewed the health record
of residents, in-service attendance records on prevention of abuse and the
homes zero tolerance for abuse policy.

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

Findings of Non-Compliance were found during this inspection.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.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).

Findings/Faits saillants :
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1. The licensee failed to ensure that Resident #1 was protected from abuse.

- Resident #1 is identified with skin integrity issues which include frail, thin skin.

- On a specified date, a Registered staff member was observed in the dining room
feeding Resident #1 in an inappropriate manner. The Registered staff was observed
to speak to Resident #1 in a harsh tone while attempting to feed the resident his/her
meal. Resident #1 was observed pushing the Registered staff members hand away
and raised his/her hands to cover his/her mouth in an attempt to refuse the food. Staff
members present in the dining room withessed the Registered staff member holding
both of Resident #1's hands against the Resident's chest while placing a spoon
towards the resident's mouth. After several attempts to feed Resident #1 were
unsuccessful the Registered staff member exited the dining room. Staff members
attended to Resident #1 and observed a fresh skin tear to an area on Resident #1's
body.

- Interviews held with staff members confirmed that the force used by the Registered
staff member to feed Resident #1 was excessive.

- The Registered staff member was disciplined as a result of this incident [s. 3. (1) 2.]

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 Resident #1's right to be protected from
abuse is upheld, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c¢.8, s.
24, Reporting certain matters to Director
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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, s. 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, s. 24 (1), 195
(2).

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

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

Findings/Faits saillants :

1. The licensee failed to ensure that person(s) who had reasonable grounds to
suspect that abuse of a resident that resulted in harm or risk of harm was immediately

reported to the Director.

- During the inspection, staff members confirmed to the inspector that an incident
which occurred on a specified date was reported to a member of management in the
home where a Registered staff member was observed in the dining room feeding
Resident #1 in an inappropriate manner.

- During the inspection, staff members and a member of the management team of the
home confirmed they did not report the suspicion of abuse and the information upon
which it was based to the Director.

- The Administrator and Director of Care reported to the inspector that they did not
report the allegation of abuse 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 fo prepare a written plan of correction for
achieving compliance to ensure that any person who has reasonable grounds
to suspect that abuse of a resident by anyone that results in harm or risk of
harm is reported to the Director, fo be implemented voluntarily.

issued on this 24th day of September, 2013

nspor(s)IS|gnature de I'inspecteur ou des inspecteurs

Nl

Page b ofide 5



