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

This inspection was conducted on the following date(s): August 15, 16 and 26,
2013

H-000441-13

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care (DOC), Assistant Director of Care (ADOC), Registered Staff,
Personal Support Workers (PSW) and Case Manager from Halton Geriatric
Mental Health Outreach Program.

During the course of the inspection, the inspector(s) reviewed residents clinical
and electronic health records, home's internal investigation and home's policy
refated to responsive behaviours.

The following Inspection Protocols were used during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this Ehspection.
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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 following:

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 :
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1. The licensee failed to ensure that every resident has the right to be protected from
abuse.

Resident #101 had displayed increased responsive behaviours and history of conflict
with other residents including resident #102. The home had implemented strategies to
minimize these behaviours. However, interview with staff indicated that the resident's
behaviours were unpredictable and therefore the staff were unable to identify any
specific triggers that could lead to a responsive behaviour.

Resident #102 was not protected from abuse by resident #101. Review of the |
resident #101 progress notes, home internal investigation and interview with the DOC
and registered staff confirmed that in August 2013, resident #101 physically assaulted
resident #102, which resulted in resident #102 sustaining an injury. Subseqguently,
resident #101 was transferred to hospital for further evaluation and assessment
related to the increased aggressive behaviours towards others. [s. 3. (1) 2.]

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 to prepare a written plan of cotrection for
achieving compliance to ensure that every resident has the right to be protected
from abuse., fo be implemented voluntarily.

Isstied on this 29th day of August, 2013

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