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Date(s) of inspection/Date(s) de Inspection No/ No de 'inspection  Type of Inspection/Genre
l'inspection d’inspection
May 29, 30, Jun 4, 2012 2012_078202_0014 Critical Incident

Licensee/Titulaire de permis

DRS PAUL AND JOHN REKAI CENTRE
345 SHERBOURNE STREET, TORONTC ON, M5A-253

Long-Term Care Home/Foyer de soins de longue durée

WELLESLEY CENTRAL PLACE
160 WELLESLEY STREET EAST, TORONTO, ON, M4Y-1J2

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
_\/_A_LER_I__I_E JOHNSTON (202)

The purpose of this |nspechon was fo conduct a Cntlcal Inc:dent lnspectlon

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care, Director of
Quality and Risk Management/Staff Educator, Registered Nurses, Personal Support Workers, Resident

During the course of the inspection, the inspector{s) observed the provision of care to residents, reviewed
clinical health records, reviewed home policies Abuse and Neglect of a Resident-Actual or Suspected, Critical
Incident Reporting, Fall Prevention and Management

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-compllanca w
_Homes Act 2007 (LTC

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the folowing subsections:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8,s. 6 (7).
Findings/Faits saillants :

1. The licensee failed to ensure that the care set out in the plan of care for resident A was provided to the resident as
specified in the plan.[s.6.(7)]

Resident A's care plan identifies this resident to become easily agitated and unpredictable during care. Resident A's
written plan of care directs staif to provide two person staff assistance for all aspects of care due to unpredictable
behaviours and poor balance.

A Personal Support Werker revealed in an interview May 29, 2012 that on March 17, 2012 at 2100 hours, resident A
became agitated during personal care, lost balance, fell onto the bed and then slid to the floor. Resident A sustained a
superficial nose bleed and increased agitation.

A Personal Support Worker confirmed in an interview that two person staff assistance was not provided to resident A on
March 17, 2012 as directed in the plan of care.[5.6.(7)]

WHN #2: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the foillowing subsections:

s. 24. (1) A person who has reascnable grounds to suspect that any of the following has occurred or may occur
shall immediately report the suspicion and the infoermation upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the
resident.

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.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident.

4. Misuse or misappropriation of a resident’s money.

5. Misuse or misappropriation of funding provided fo a licensee under this Act or the Local Health System
integration Act, 2006. 2007, c. 8, ss. 24 (1}, 195 (2).
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Findings/Faits saillants :
1. The licensee failed to ensure that alleged abuse was immediately reported to the Director as required.

On March 17, 2012 at approximately 2100 hours, a resident alleged assault by a Personal Support Warker during care.
The home initiated an investigation immediately but failed to repori the allegation of assault to the Director until March

19, 2012 at 16:00 hours.[s.24.(1)]

Issued on this 4th day of June, 2012

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