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The purpose of this inspection was to conduct a Critical Ihcident System
inspection.

This inspection was conducted on the following date(s): December 17, 18, and
20, 2013 |

Concurrent inspection #2013_215123_0023

During the course of the inspection, the inspector(s) spoke with residents, the
home's management staif, registered staff, and Personal Support Workers
(PSW). .

During the course of the inspection, the inspector(s) observed staff-resident
interactions, reviewed the home's records including the policies and procedures

and reviewed the resident's record.

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

Findihgs of Non-CompIiahcé were found during this inspection.

_NON- COMPLIANCEINON . RESPECT DES EX!GENCES T

.Comphénce Order : e
WAO Work and Aotswty Order L

Page 2 oiide 7



Ministry of Health and Ministére de la Santé et des

;}4‘—- | Long-Term Care Soins de longue durée

l/ﬁ# Oﬂtaﬁo Inspection Report under Rapport d’inspection sous la
thé Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 ~ soins de longue durée

der |Le non- resp.::: ""'_tfi'de:."::ex1gences de la Loi de?
2007 _sur les-foyers de soins de kongue "

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:

1. Every resident has the right to be treated with courtesy and respect and in a
way that fully recognizes the resident’s individuality and respects the resident’s
dignity. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure that every resident is treated with courtesy and
respect and in a way that fully recognizes the resident's individuality and respects the
resident's dignity.

The home's records including; the incident report, the investigation records and the
policies and procedures Abuse and Neglect of a Resident - Actual or Suspected #VII-
G-10.00 and Definitions of Abuse #V11-G-10.00(a) were reviewed. The home's
records noted that in October 2013 an identified resident #002 reported to a registered
staff member that they were not freated in a courteous and respectful way by a staff
member. The identified resident #002 alleged that the staff was very grumpy and rude
when they responded to their request for assistance. The resident claimed that the
staff questioned their request for assistance:; did not provide appropriate assistance
and that the staff got angry at them and grumbled the whole time they provided the.
assistance. The home's investigation records indicated that the resident and staff
were interviewed. The home verified the resident's allegations; found that the staff
violated the Residents' Bill of Rights and actions were taken by the home as per the
home's policies and procedures. - :

The home's Administrator was interviewed and confirmed the information in the
home's records; that the resident reported the incident to the home and that the
home's investigation found that the resident's allegations were substantiated.

The home failed to ensure that the resident was treated with courtesy and respect and
in a way that fuily recognized their individuality and respected their dignity. [s. 3. (1) 1.]

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c¢.8, s.
24. Reporting certain matters to Director
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Specifically failed to comply with the following:

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 resuited in harm
or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).

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. 2007, c. 8, s. 24 (1), 195
(2).

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8,s.24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, s. 24 (1), 195
(2).

5. Misuse or mlsapproprlatlon of funding provided to a licensee under this Act
or the Local Health System Integration Act, 2006. 2007, c. 8, s. 24 (1), 195 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that a person who has reasonable grounds to suspect
any of the following has occurred or may occur shall immediately report the suspicion
and the information upon which it it is based to the Director. (2). Abuse of a resident
by anyone or neglect of a resident by the licensee or staff that resulted in harm or a
risk or harm to the resident.

An identified resident #002 was allegedly abused by a staff member in October 2013,
On October 9, 2013 a staff member reported {o the Associate Director of Care
(ADOC) that the identified resident #002 was upset and had concerns about a staff
member's approach when the resident #002 requested assistance. A report of the
alleged abuse was submitted to the Director on October 11, 2013.

The home failed to ensure that a person who has reasonable grounds fo suspect that
any of the following has occurfed or may occur shall immediately report the suspicion
and the information upon which it is based to the Director. [s. 24. (1)]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 103. Complaints
— reporting certain matters to Director
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Specifically failed to comply with the following:

s. 103. (1) Every licensee of a long-term care home who receives a written
complaint with respect to a matter that the licensee reports or reported to the
Director under section 24 of the Act shall submit a copy of the complaint to the
Director along with a written report documenting the response the licensee
made fo the complainant under subsection 101 (1). O. Reg. 79/10, s. 103 {1).

Findings/Faits saillants :

1. The licensee failed to ensure that every licensee of a long-term care home who
receives a written complaint with respect to a matter that the licensee reports or
reported to the Director under section 24 of the Act shall submit a copy of the
complaint {o the Director along with a written report documenting the response the
licensee made to the complainant under subsection 101 (1).

On October 11, 2013 the home submitted a report to the Director related to allegations
of staff-to-resident abuse involving an identified resident #002. It is noted in the
incident report that a relative of the identified resident #002 also wrote a complaint
about the same incident. The-home's Administrator was interviewed and confirmed
that the written complaint was received by the home as per the incident report and
that the written concern was not submitted to the Director as required.

The home failed to ensure that every licensee of a long-term care home who receives
a written complaint with respect to a matter that the licensee reports or reported to the
Director under section 24 of the Act shall submit a copy of the complaint to the
Director along with a written report documenting the response the licensee made to
the complainant under subsection 101 (1) [s. 103. (1)]
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Issued on this 20th day of March, 2014

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

) ey
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