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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): August 26, 27, 2013

This inspection was conducted for 2 Critical incidents related to H-000500-13
and H-000541-13

During the course of the inspection, the inspector(s) spoke with the
administrator, Director of Care (DOC), registered staff, Personal Support
Workers (PSW's), recreation staff, residents and a family member.

During the course of the inspection, the inspector(s) reviewed the home's policy
and procedure related to prevention of abuse, home's investigation notes,
resident health records, contents of an employee file and observed a resident's
room with a door alarm.

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 inspection.
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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).

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:
8. Every resident has the right to be afforded privacy in treatment and in caring

for his or her personal needs. 2007, c. 8, s. 3 (1)

Findings/Faits saillants :

Page 3 offds 6



Ministry of Health and Ministére de la Santé et des

/Dw Long-Term Care Soins de longue durée

ﬁ/}w Oﬁtai‘ Inspection Report under Rapport d’'inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 . soins de longue durée

1. The licensee did not ensure that the following rights of residents were fully
respected and promoted: |

Every resident has the right to be protected from abuse.

(A)Resident #001 abused or sexually abused female residents in the home on five
occasions since April 2013. In all cases, female residents were non-consenting. This
information was confirmed by staff interviews, the health record and the DOC.
(B)Resident #002 reported that the resident saw a roommate, resident #003 being
physically abused by a person. Resident #003, who was allegedly physically abused,
was not interviewed by the home. When interviewed by the inspector, resident #003
indicated that he had been slapped. The home's investigation resulted in a conclusion
that no abuse took place. However, resident #002 believes that the physical abuse
occurred and is upset that the resident and three roommates are not protected from
abuse because the identified person has continued to come into their room. The DOC
confirmed that the identified person is still allowed on the unit where resident #002
resides. [s. 3. (1) 2.]

2. The licensee did not fully respect and promote the resident's right to be afforded
privacy in treatment and caring for personal needs.

Resident #003 was provided with personal care with the privacy curtains open,
enabling the roommates to view the procedure. This information was confirmed by the
resident's roommate, the DOC and the documentation record of an interview with the
identified staff person. [s. 3. (1) 8.]

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 the following rights of residents are fully
respected and promoted:

2. every resident has the right to be protected from abuse

8. every resident has the right to be afforded privacy in treatment and in caring
for his or her personal needs, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s.
20. Policy to promote zero tolerance
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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 shaii ensure
that the policy is complied with. 2007, c. 8, s. 20 (1).

Findings/Faits saillants :

1. The licensee did not ensure that the written policy promoting zero tolerance of
abuse was complied with.

On a date in August 2013, a registered staff member received a report from staff of
sexual abuse, resident to resident. According to the home's policy on prevention of
abuse CA-05-37-9, under the sub-title of Procedures, registered staff must contact the
administrator or designate immediately for directions on how to proceed with the
investigation of any alleged, suspected or withessed abuse or neglect. The registered
staff did not follow the policy. The DOC was notified of the sexual abuse two days
later. This information was confirmed by the DOC. [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 a written policy in place to promote
zero tolerance of abuse and neglect of residents, and to ensure that the policy
is complied with, to be implemented voluntarily.
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Issued on this 4th day of September, 2013

gnature of Inspector(s)lSignar de I’Enspeceuo enpctes o

C\%W,ﬁrm NA 514 ‘/%Wﬁ

Page 6 offde 6



