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

This inspection was conducted on the following date(s): March 21 and 22, 2013

The inspector was in the home between March 19 to March 22, 2013 conducting
2 other inspections - a follow-up inspection log # 0-000035-13 and a complaint
inspection log # 0-000054-13.

During the course of the inspection, the inspector(s) spoke with the
Administrator, the Program Manager of Resident Care (PMORC), one Registered
Practical Nurse, One Registered Nurse, several Personal Support Workers (PSW)
and with Resident #3.

During the course of the inspection, the inspector(s) reviewed Resident #2 and
Resident #3's Health Records and the Critical Incident Reports.

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.

NON-COMPLIANCE / NON - RESPECT,DES; EXlGENCES

Legend

WN — ertten Notn‘lcatlon -
VPC — Voluntary Plan of Correction |
DR — Director Referral

CO - Compliance Order

;WAO Work and Actlwty Order . IWAO-Ordres : Ir

|WN — Avis écrit ,
e— Ptan de redressement volontalre
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Non comphance w1th requxrements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (Arequirement
under the LTCHA includes the -

. Le non- respect des engences de la Loi de
2007 sur les foyers de soins de longue
|durée (LFSLD) a eté constate. (Une ,
exigence de la loi comprend les exigences
reqmrements contained in the items its*ed qui font partie des éléments énumérés
in the definition of "requirement under this |dans la définition de « exigence prévue
Act" in sub’s’"’e;Ction 2(1) of the LTCHA) |par la presente ¥os », au paragraphe 2(1)

Ce qu; suit constltue un av;s ecnt de non—
respect aux termes du paragraphe 1 de
Iarticle 152 de la LFSLD

The following cons’ututes wntten
notification of non-comphance under ;
paragraph 1 of section 152 of the LTCHA

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 following:

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 :
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1. The Licensee failed to comply with the LTCHA S.0.2007, c.8 s. 6(7) in that the
Licensee failed to provide the care set out in the plan of care for Resident #2 as it
relates to responsive behaviors.

Resident #2's progress notes from January to March, 2013, were reviewed. On a
specified date in January, 2013 there is a chart entry indicating Resident #2 went to
Resident #3's bedroom and Resident #3's family member became upset and told
Resident #2 to get out and not to go near Resident #3. On another specified date in
January, 2013, there is a chart entry indicating that Resident #2 had allegedly been
inappropriate toward Resident #3.

Resident #2's plan of care was reviewed. It had been revised and updated on a
specific date in January, 2013 to include the following in bold letters; "Keep Resident
#2 away from Resident #3 and family".

On a specified date in February, 2013, there is a chart entry indicating that Resident
#2 entered Resident #3's bedroom while a family member was there. There was a
physical altercation between Resident #3's family member and Resident #2. Resident
#2 sustained minor injuries as a result of the altercation.

On a specific date in February, 2013 Resident #2's plan of care was revised and
updated to include the following: "Resident #2 is to be monitored on a "one on one
basis" during specified hours to provide safety to Resident #2. As well there is another
statement specifying that the assigned staff member is encouraged to not leave
Resident #2 unattended at all, during this period of time".

There is a chart entry made on a specified date in March, 2013 indicating that the staff
member who was monitoring Resident #2 on a "one on one basis" had left Resident
#2 unattended for several minutes. While left unattended for a few minutes Resident
#2 went into Resident #3's bedroom where Resident #3's family member proceeded to
assault Resident #2 and as a result Resident #2 sustained injuries as a consequence
of the physical altercation.

As such the care set out in the revised plan of care of January, 2013 was not provided

to Resident #2 and as a consequence Resident #2 was injured during the two
physical altercations of February and March, 2013. [s. 6. (7)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the care set out in the plan of care is
provided to the resident, to be implemented voluntarily.

Issued on this 3rd day of April, 2013

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

/@% W/ Lrc M W Fr3¢
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