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Licensee/Titulaire de permis

LEAMINGTON UNITED MENNONITE HOME & APARTMENTS

22 Garrison Avenue, LEAMINGTON, ON, N8H-2P2

Long-Term Care Home/Foyer de soins de longue durée
LEAMINGTON MENNONITE HOME LONG TERM CARE RESIDENCE
35 PICKWICK DRIVE, LEAMINGTON, ON, N8H-4X5

Name of Inspector(s)/Nom de P'inspecteur ou des inspecteurs

AM (518)

insp
This inspection was conducted on the following date(s): December 17, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Director of Care, five staff members, two family members.

During the course of the inspection, the inspector(s) reviewed one resident
health care record, the homes Policies and Procedures , internal investigative
reports, annual education materials and annual education attendance sheets.

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.
23. Licensee must investigate, respond and act

Specifically failed to comply with the following:

s.23. (2) Alicensee shall report to the Director the results of every
investigation undertaken under clause (1) (a), and every action taken under
clause (1) (b). 2007, c. 8, s. 23 (2).

Findings/Faits saillanis :

1. The licensee did not report the results of an internal investigation to the Director,
related to an alleged incident. ;

The Director of Care and Administrator were made aware of an alleged incident,
conducted an internal investigation and did not immediately report the results to the
Director. [s. 23. (2)] \

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 98. Every
licensee of a long-term care home shall ensure that the appropriate police force
is immediately notified of any alleged, suspected or witnessed incident of abuse
or neglect of a resident that the licensee suspects may constitute a criminal
offence. O. Reg. 79/10, s. 98.

Findings/Faits saillants :

1. The licensee did not ensure that the appropriate authorities were notified of an
incident. [s. 98.]
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Issued on this 23rd day of December, 2013

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