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

This inspection was conducted on the following date(s): April 18, 19, 23, May 1,
2,7,8, 9, 2013

During the course of the inspection, the inspector(s) spoke with the Executive
Director, Director of Care, Associate Director of Care, Social Worker, Behavior
Service Ontario staff, Registered Staff, Personal Support Workers, Program staff
and Facilities staff, residents and family members.

During the course of the inspection, the inspector(s) reviewed the homes

policies, reviewed the home's internal investigation reports, reviewed residents' -

records, inspected supplies, observed resident to resident interactions,
observed resident to staff interactions.

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

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.
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§Non comp:ﬁ"'"ﬁ'nce W'fhi'::”: q :emer}_ts under

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
19. Duty to protect

Specifically failed to comply with the following:

s. 19. (1) Every licensee of a long-term care home shall protect residents frdm
‘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 home's internal investigation report was reviewed and indicated that resident
#005 was verbally abused by a family member of resident #001 in September, 2012.
Resident #001 record reviewed and documentation indicated that the incident took
place. The home's Associate Director of Care, Social Worker and Administrator
interviewed and confirmed this information. [s. 19. (1)]

WN #2: 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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Speéifically failed to comply with the following:

s. 23. (2) A licensee shall report to the Director the resuits 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 home's internal investigation report reviewed and indicated that resident #005
was verbally abused by visitor of resident #001 in September, 2012. The results of
the home's investigation of the incident was not reported to the Director. The home's
Executive Director was interviewed and confirms the incident was not reported to the
Director. [s. 23. (2. .. .

Issued on this 21st day of May, 2013
zgnature oflstr(s)lignare Iispecteur ou ' inspeteurs

)« GRAY
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