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LISA VINK (168)

lnspectlon Summarleesume de I’lnspectlon e
The purpose of thls inspection was to conduct a Compiamt mspectlon

This inspection was conducted on the following date(s): November 5, 2014.

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Resident Client Care, the Assistant Director of
Resident Client Care, housekeeping staff, Personal Support Workers (PSW's),
registered nursing staff and residents.

During the course of the inspection, the inspector(s) observed the provision of
care and services, toured an identified home area and reviewed relevant records
including but not limited to policies and procedures and clinical health records.

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

Findings of Non-Compliance were found during this inspection.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.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 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 :
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1. The licensee failed to ensure that the resident was protected from abuse by anyone
in the home.

In 2014, resident #04 was touched inappropriately by resident #03, which was abuse.

According fo staff interviews and the records reviewed, both res&dents had some
cognitive decline.

Resident #03 had a history of behaviours towards staff.

The two residents were found in a room when staff withessed resident #03 touching
. resident #04, before they were able to separate the residents and provide
interventions as required.

Staff identified that resident #04 was upset following the incident.

The resident was not protected from abuse. [s. 19. (1)]

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 correction for
achieving compliance to ensure that the resident is protected from abuse by
anyone in the home, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident
records

Every licensee of a long-term care home shall ensure that,

(a) a written record is created and maintained for each resident of the home;
and

(b) the resident’s written record is kept up to date at all times. O. Reg. 79/10, s.
231.

Findings/Faits saillants :
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1. The licensee failed to ensure that a written record was maintained for each resident
of the home.

Interviews and records reviewed identified that resident #03 had a history of
responsive behaviours. According to staff, the resident's behaviours became more
difficult to manage during a specified period of time. A referral to Behavioural
Supports Ontario was initiated to assist in the management of the behaviour. Nursing
staff identified that the presence of the behaviours were monitored and documented
consistently on the Resident Client Behaviour Record. A review of the clinical record
did not include any Resident Client Behaviour Records since a specified date.
Regular registered nursing and PSW staff confirmed that the records were being
completed up to the end of a specified date. A search was conducted to locate the
records in the home without success, as confirmed during an interview with registered
staff. '

The resident's record was not maintained. [s. 231. (a)]

Issued on this 12th day of November, 2014

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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Page 4 ofide 4



