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The purpose of this inspection was to conduct a follow up to a critical incident inspection for potential/actual
abuse, neglect.

During the course of the inspection, the inspector spoke with: the Chief Executive Officer, the Program
Manager of the unit, the Day Charge Nurse, the Resident Aid and the resident.

During the course of the inspection, the inspector reviewed the resident’s health care record.
The following Inspection Protocols were used in part or in whole during this inspection:

Dignity, choice and privacy
Prevention of Abuse, Neglect and Retaliation

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

4 WN

_ NON- COMPLIANCE / (Non-respectés)

4Déf'i‘nitibnleyéfihitions ,

',WN = Written Notmcatlons/Aws ecnt . :
VPC Voluntary Plan of Correction/Plan de redressement vo!ontalre
DR - - Director-Referral/Régisseur envoyé
CO -~ : Compliance Order/Ordres de conformité
WAO — Work and Activity Order/Ordres: travaux et acivités

The following constitutes written notification of non-compliance undetr. = Le suivant constituer un avis d ecrit de lexlgence prevue le paragraphe 1
paragraph 1 of section 152 of the LTCHA. de section 152 de les foyers de soins de Iongue durée. G
Non-compliance with requirements under the Long-Term Care Homes Non-respect avec les exigences sur le Lo de 2007 les foyers de soins de
“Act 2007-(LTCHA) was found. (A requirement under the LTCHA mcludes longue duree a trouve. (Une exigence dans le loi comprend les exigences
the réquirements contained in the items listed in the definition of contenues dans les points énumérés dans la définition de "ex1gence v :
“requirement under this Act! in-subsection 2(1).of the LTCHA.) prévue par la présente loi” au paragraphe 2(1) dela loi. . -

WN #1: The Licensee has failed to comply with LTCHA, 2007,5.0. 2007, c. 8, s. 23(1) Every licensee of a
long-term care home shall ensure that,

(b) appropriate action is taken in response to every such incident; and

Findings:

1) The evening of December 27, 2010, a resident, reported to a Resident Aid (RA) that she/he was
threatened by another (RA).

2) The email correspondence to the Program Manager(PM) dated December 27, 2010, the Registered
Nurse(RN) reported that the resident stated “she is clever” and “I've been thrown against the wall”.
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3) Program Manager on call was not informed immediately of the incident. The unit (PM) the unit became
aware of the incident of abuse on December 29, 2010, upon her return from holidays.

4) A full physical assessment of the resident was not documented in the progress note.

5) The Physician was not notified of the incident of abuse

8) The Power of Attorney was not notified immediately of the incident of abuse.

7) The Police was not informed of the incident abuse as of January 10, 2011

Inspector ID #: 126

WN #2: The Licensee has failed to comply with O.Reg. 79/10, s. 97.(1) Every licensee of a long-term care
home shall ensure that the resident’s substitute decision-maker, if any, and any other person specified by the
resident,

(a) are notified immediately upon the licensee becoming aware of an alleged, suspected or witnessed incident
of abuse or neglect of the resident that has resulted in a physical injury or pain to the resident or that
catéses distress to the resident that could potentially be detrimental to the resident’s health or well-being;
an :

Findings:
1) No documentation in progress note informing the resident’s Power of Attorney of the incident of abuse
of December 27, 2010.
2) The (RN) sent an email to her (PM) on December 27, 2010 and no indication or documentation in the
email that the Power of Attorney was notified of the incident of abuse.
3) The (PM) confirmed that the (POA) was notified on December 30, 2011.

Inspector ID #: 126

WN #3: The Licensee has failed to comply with O. Reg. 79/10, s. 98. Every licensee of a long-term care
home shall ensure that the appropriate police force is immediately notified of any alleged, suspected or
witnessed incident of abuse or neglect of a resident that the licensee suspects may constitute a criminal

offence.

Findings:
1) The incident of abuse occurred on December 27, 2010 and the Police was not yet contacted as of
January 10, 2011.

Inspector ID #: 126

WN #4: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, c. 8, s. 3. (1) Every licensee of a
long-term care home shall ensure that the following rights of residents are fully respected and promoted:

1. Every resident has the right to be treated with courtesy and respect and in a way that fully recognizes
the resident’s individuality and respects the resident’s dignity.

Findings:
1) The evening of December 27, 2010, a resident, reported to a (RA) that he/she was threatened by
another (RA). ’
2) The evening of December 27, 2010, a resident reported to (RN) that the (RA) was clever and that
he/she was thrown against the wall.
3) The email correspondence to the (PM) dated December 27, 2010, the (RN) wrote that the resident
stated that he/she was afraid of his care giver (RA) and did not feel safe.
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