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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): September 3, 4, 5, 17,
2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care(DOC}, Associate Director of Care{(ADOC), Registered Nurse(RN),
Personal Support Workers{PSW) and Residents.

During the course of the inspection, the inspector(s) reviewed clinical health
records, Staff personnel records and home policies related to Zero Tolerance of

Abuse.
Completed observations of staff {o resident interactions and provision of care.

The following Inspection Protocols were used during this inspection:
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.
19. Duty to protfect

Specifically failed to comply with the following:

s. 19. (1} Every licensee of a long-term care home shall protect residents from
abuse by anyone and shall ensure that residents are not neglected by the
licensee or staff. 2007, c. 8,s. 19 (1).

Findings/Faits saillants :

1. The licensee did not ensure residents are protected from abuse by staff in the
home.

An incident of verbal abuse was reported, whereby a PSW spoke to Resident #1 in a
disrespectful loud manner indicating the resident was in the wrong room and bed and
as a result the bed would require changing when the PSW did not have time to
remake the bed.

While returning the resident to the correct room the PSW demonstrated a disregard
for the resident's safety and well being by pushing the wheel chair into the resident's
room and allowing it to come to a stop on its own.

When interviewed the Administrator confirmed a written warning was provided to the
staff member. [s. 19. (1)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested fo prepare a written plan of correction for
achieving compliance to ensure all residents are protected from abuse by
anyone in the home, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, c.8, s.
75. Screening measures

Specifically failed to comply with the following:

8. 75. (2) The screening measures shall inciude criminal reference checks,
unless the person being screened is under 18 years of age. 2007, c. 8, s. 75. (2).

Findings/Faits saillants :

1. The licensee did not ensure that criminal reference checks are conducted prior to
hiring the staff member who is 18 years of age or older.

During a record review it was noted an identified individual hired for a PSW position
did not have a criminal reference check conducted prior to providing care to residents
in the home.

When interviewed the Director of Care confirmed a criminal reference check was not
in place. [s. 75. (2)]

Additional Required Actions:

VPC - pursuant fo the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure vulnerable sector criminal reference checks are
conducted prior to hiring staff who are 18 years of age or older, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
23. Licensee must investigate, respond and act
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Specifically failed to comply with the following:

s. 23. (2) A licensee shall report to the Director the resulis 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 that the results of the abuse investigation were
reported to the Director.

An allegation of emotional/verbal abuse was initially reported to the Director.

The results of the abuse investigation were not reported to the Director despite being
requested fo do so by the Intake Inspector.

When interviewed the Administrator and Director of Care confirmed the results of the
investigation were not reported to the Director. [s. 23. (2)]

Issued on this 9th day of October, 2013

Signature of Inspector{s)/Signature de l'inspecteur ou des inspecteurs
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