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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s)i September 6, 10 & 11,
2013

During the course of the inspection, the inspector(s) spoke with the Director of
Care, the Administrator, registered staff and personal support worker staff and
the identified residents.

During the course of the inspection, the inspector(s) conducted a review of the
health files for the identified residents, reviewed relevant policies and
procedures at the home, reviewed staff training records and observed care and
interactions between residents.

The following Inspection Protocols were used during this inspection:
Personal Support Services

Prevention of Abuse, Neglect and Retaliation
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

-_'-'NON"COMPL!ANCE / NON - RESPECT DES EX!GENC_ES
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. Le non-.respe' des exlgences de Ia Lo; de}};

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 followmg:

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 :

1. The licensee did not ensure that resident # 006 was protected from abuse by a co-
resident.

A) On an identified date in 2013 Resident # 006 was found on the floor in the hallway
in front of their room with two co-residents standing in front of them.

- Resident # 006 indicated to staff that one of the co-residents pushed them causing
them to fall.

- Another co-resident who reportedly w:tnessed the incident confirmed that the
accused co-resident pushed resident # 006.

-Resident # 006 sustained an injury but did not require transfer to hospital.

Resident # 006 was not protected from abuse by a co-resident. [s. 3. (1) 2.]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the right of all residents to be protected
from abuse is respected., to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident
records

Every licensee of a long-term care home shall ensure that,

(a) a written record is created and maintained for each resident of the home;
and ' , :

(b) the resident’s written record is kept up to date at all times. O. Reg. 79/10, s.
231.

Findings/Faits saillants :
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1. The licensee did not ensure that the written record for resident # 006 was
maintained and kept up to date at all times.

A) Resident # 006 sustained a W|tnessed fall on an identified date in 2013 resulting in
a minor injury.

- The progress note stated that the resident had an injury and the progress notes
indicated that the resident had apparently had an altercation with a co-resident.

- Four days later, the registered staff reported in the progress notes that the resident
had sustained a different injury related to another incident with a co-resident.

- There was no documentation to indicate when this alleged altercation occurred,
where it occurred, the circumstances surrounding the incident or any actions taken as
a resutlt of the incident.

- The documentation on the resident’s health file was not maintained to include an
account of this alleged incident.

B) Resident # 006 sustained a fall and a mobile X-ray was ordered and was scheduled
to be completed three days later.

- The X-ray was not completed until five days later.

~ - During an interview with the Director of Care and two registered staff, it was
confirmed that the day prior to scheduled date for the X-ray to be completed, the
resident’s family member visited the home and indicated that they felt that the X-ray
was not required. The X-ray was consequently cancelled.

- Two days later another family member visited and requested that the X-ray be re-
ordered.

- The X-ray was re-ordered and completed one day later.

- Although confirmed by. the two registered staff, this information was never
documented in the resident’s health file. [s. 231.]

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 a written record is created and maintained
for each resident and that the resident's written record is kept up to date at all
times., to be implemented voluntarily.
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Issued on this 2nd day of October, 2013

ignature of Inspector(s)/Signature de 'inspecteur ou des inspecteus

asir o
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