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o Inspactlon SummaryiResume de E'mspectlon =

The purpose of thrs mspectlon was to conduct a Complaint mspectlon

During the course of the inspection, the inspector{s) spoke with Administrator, Director of Care{DOC]}, Co-
Director Of Care, Registered Practical Nurses{RPNs},

Resident and Family Services Co-ordinator, Staff Educator, Personal Support Workers(PSWs) and Residents.
During the course of the inspection, the inspector{s) Reviewed clinical health records and the home's abuse
policy.

Observed staff to resident interactions and the provision of care to residents.

The following LOGs were inspected as part of this Inspection: T-1098-12 and T-1139-12.

The following Inspection Protocols were used during this inspection:

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

L .;-;NON-COMPLIANCE I NON-RESPECT DES EX!GENCES S
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" [regenae

WN #1: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 23. Licensee must investigate,
respond and act
Specifically failed to comply with the following subsections:

5. 23. (2} A licensee shall report to the Director the results of every investigation undertaken under clause (1)
(a), and every action taken under clause (1) (b). 2007, c. 8, s. 23 (2).

Findings/Faits saillants :

1. The licensee did not ensure the results of the abuse or neglect investigation were reported to the Director.

The results of the investigation completed on May 2, 2012 of an alleged incident of verbal abuse were not reported to the
Director.

[$.23(2)]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee js hereby

requested to prepare a written plan of correction for achieving compliance to enstire the results of all abuse
investigations are reported to the Director, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

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.

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.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident.

4. Misuse or misappropriation of a resident’s money.

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 :
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1. The licensee did not immediately report an allegation of verbal abuse to the Director.

On Aprit 12, 2012 an incident of alleged verbal abuse was reported to the home.

The alteged incident involved a personal support worker verbally uttering inappropriate comments to resident #1.

An investigation was initiated upon receipt of the allegation.

A report was not submitted to the Director.

The in-house investigation was completed on May 2, 2012.

Interviews with Director of Care and Co-Director of Care confirmed a report was not submitted to the Director.[s.24(1)2]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written pfan of correction for achieving compliance to ensure a person who has
reasonable grounds to suspect that abuse of a resident by anyone that resulted in harm or risk of harm to the
resident is immediately reported to the Director, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents
Specifically failed to comply with the following subsections:

s. 87.(2) The licensee shall ensure that the resident and the resident’s substitute decision-maker, if any, are
notified of the results of the investigation required under subsection 23 (1) of the Act, immediately upon the
completion of the investigation. O. Reg. 79/10, s. 97 (2}.

Findings/Faits saillants :

1. The licensee did not ensure that the resident's substitute decision-maker was notified of the results of the alleged
abuse investigation immediately upon the completion.

The aiteged incident of verbal abuse involving resident #1 was reported on April 12, 2012.

An investigation was commenced by the home upon becoming aware of the alleged incident.

The investigation was completed on May 2, 2012 which resulted in disciplinary action.

Through interview it was confirmed the resident's substitute decision-maker was not notified of the results of the alleged
abuse investigation.[s.97(2)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure residents’ substitute
decision-makers are immediately notified of the results of alleged abuse investigations once completed, to be

implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 99. Evaluation
Every licensee of a long-term care home shall ensure,

(a) that an analysis of every incident of abuse or neglect of a resident at the home is undertaken prompttly after
the licensee becomes aware of it;

(b) that at least once in every calendar year, an evaluation is made to determine the effectiveness of the
licensee's policy under section 20 of the Act to promote zero tolerance of abuse and neglect of residents, and
what changes and improvements are required to prevent further occurrences;

(c) that the results of the analysis undertaken under clause (a} are considered in the evaluation;

(d) that the changes and improvements under clause {b) are promptly implemented; and

(e) that a written record of everything provided for in clauses (b} and {(d) and the date of the evaluation, the
names of the persons who participated in the evaluation and the date that the changes and improvements were
implemented is promptly prepared. O. Reg. 79/10, s. 99.

Findings/Faits saillants :
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1. The licensee did not ensure that an evaluation was made to determine the effectiveness of the licensee's policy to
promote zero tolerance of abuse and neglect of residents was completed at least once in every calendar year.

When interviewed the Administrator confirmed an evaluation has not been completed to determine the effectiveness of
the licensee's policy to promote zero tolerance of abuse and neglect of residents.[5.99(b))

WN #5: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 20. Policy to promote zero
tolerance

Specifically failed to comply with the following subsections:

s. 20. {2} At a minimum, the policy to promote zero tolerance of abuse and neglect of residents,

{a) shall provide that abuse and neglect are not to be tolerated;

{b) shall clearly set out what constitutes abuse and neglect;

{c) shall provide for a program, that complies with the regulations, for preventing abuse and neglect;

(d} shall contain an explanation of the duty under section 24 to make mandatory reports;

(e) shall contain procedures for investigating and responding to alleged, suspected or witnessed abuse and
neglect of residents;

{f) shall set out the consequences for those who abuse or neglect residents;

{g) shall comply with any requirements respecting the matters provided for in clauses (a) through (f) that are

provided for in the regulations; and
{h} shall deal with any additional matters as may be provided for in the regulations. 2007, c. 8, s. 20 {2).

Findings/Faits saillants :

1. The licensee did not ensure the policy to promote zero tolerance of abuse and neglect of residents shall contain an
explanation of the duty under section 24 of the Act to make mandatery reports.

The home's abuse policy provided to the inspector had a revised date of May 2007,

Iinterviews with management staff confirmed this policy is currently in place in the home and does not include an
explanation of the duty under section 24 of the Act to make mandatory reports.[s.20(2)]

Issued on this 21st day of December, 2012

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