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Date(s) of inspection/Date(s) de Inspection Nof No de I'inspection Type of Inspection/Genre
Finspection . d’inspection
Sep 22, 23, Oct 3, No , 2011 2011_026147_0026 Complaint

Licensee/Titulaire de permis

TYNDALL NURSING HOME LIMITED
1060 EGLINTON AVENUE EAST, MISSISSAUGA. ON, L4W-1K3

Long-Term Care Home/Foyer de soins de longue durée

TYNDALL NURSING HOME
1060 EGLINTON AVENUE EAST, MISSISSAUGA, ON, L4W-1K3

Name of Inspector(s}/Nom de I'inspecteur ou des inspecteurs
LALEH NEWELL (147)

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

During the course of the inspection, the inspector(s) spoke with Director of Care and staff related to compliant
inspection - H-001347-11

During the course of the inspection, the inspector(s) Reviewed resident’s clinical chart, reviewed home’s policy
and procedure related to abuse prevention and observed care and interviewed staff on the unit.

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

Findings of Non-Compliance were found during this inspection.

NON-COM LiANCEI NON' ; ] DES EXIGENCES

Legendé

VPC : Plan de redressement vo[ontalre
BR= Arguﬂfage au dlrecteur o
S CO = - Ordre de conformité’

L WAO - Ordrés s travaux et actlwtés
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WN #1: 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 :

1. The home failed to immediately report the suspicion of abuse of a resident by anyone to the Director.

2. 1n 2011 a resident's family member reported to the home allegations of rough handiing by the staff that resulted in
injuries to the resident. The home failed to notify the Director immediately when they became aware of the incident of
allegation of abuse to the resident.

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 plan of correction for achieving compliance to ensure when a person who has
reasonable grounds to suspect that any abuse of resident that resulted in harm or a risk of harm fo the resident
has occurred or may occur shall immediately report the suspicion and the information to the Director, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107, Reports re critical incidents
Specifically faifed to comply with the following subsections:

s.107. (5) The licensee shall ensure that the resident’s substitute decision-maker, if any, or any person
designated by the substitute decision-maker and any other person designated by the resident are promptiy
notified of a serious injury or serious illness of the resident, in accordance with any instructions provided by the
person or persons who are to be so notified. 0. Reg. 79/10, s. 107 (5).

Findings/Faits saillants :

1. The home did not ensure that the resident’s substitute decision-maker was promptly notified of a serious injury of the

resident.
2. In 2011 an identified resident sustained injuries. The home's documentation and interview with the resident’s family

confirms the home did not promptly nofify the family regarding these injuries.

Page 2of 3



f"‘\;.‘:} Ministry of Health and Ministére de la Santé et des

}' 7 - . Long-Term Care Soins de longue durée
..)l' :
l/ Onta rlo Inspection Report under Rapport d’inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Issued onthis 2nd day of December, 2011

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