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Date(s) of inspection/Date(s} de Inspection No/ No de I'inspection Type of Inspection/Genre
'inspection d’inspection
Mar 12, 13, 14, 18, 20, 21, 22, 2012 2012_078202_0003 Critical Incident

Licensee/Titulaire de permis

THE MENNONITE HOME ASSOCIATION OF YORK COUNTY
123 Weldon Road, Stouffville, ON, L4A-0G8

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

PARKVIEW HOME LONG-TERM CARE
123 Weldon Road, Stouffville, ON, L4A-0G8

Name of Inspector{s}Nom de I'inspecteur ou des inspecteurs
VALERIE JOHNSTON {202

Inspection Summary[Resurne le Iinspectic

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

During the course of the inspection, the inspector(s) spoke with Administrator, Assistant
Administrator/Resident Care, Registered Nurses, Registered Practical Nurses, Personal Support Workers and
Residents

During the course of the inspection, the inspector{s) reviewed clinical records, observed the provision of care to
residents, home policies related to Zero Tolerance of Abuse/Neglect and Behaviour 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.

5NON~COMF‘LIANCE I NON-RESPECT DES EXIGENCES ------ o
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ELTCHA mcludes the
the definition of. reg

WN #1 The Llcensee has failed to comply w:th LTCHA 2007 S 0 2007 c. 8 s. 19 Duty to protect
Specifically failed to comply with the following subsections:

s. 19. (1} Every licensee of a long-teri 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 :

1. The licensee failed to ensure that residents are protected from verbal abuse by anyone and that residents are not
neglected by the licensee ar staff.

On November 4, 2011 the licensee reported to the Director that a Personal Support Worker (FSW) was verbally
inapprapriate to resident A.

Staff interview confirmed that the {PSW), had been verbally inappropriate toward resident A on November 4,2011.

A Registered Practical Nurse witnessed the verbal communication between the(PSW) and resident A on November 4,
2011 at 1600 hours; dismissed the(PSW) and reported it immediately to the Assistant Administrator/Resident Care.
The home conducted an investigation of the incident , the{PSW)was disciplined and reeducated by the home on
November 28, 2011 prior to commencing her evening shifts on resident home area C.

During the inspaction on March 14, 2012 residents residing on home area C were randomly interviewed. All cognitive

residents interviewad expressed concerns or fears toward evening staff. Residents reported that staff in the evening will
speak rough' or 'sharp when providing care. Residents would not disclose or name specific staff that with whom they

have specific concerns or fears.[s.19.{1)]

Additional Required Actions:

CO # - 001 will be served on the licensee. Refer to the “Order{s) of the Inspector”.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours
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Specifically failed to comply with the following subsections:

s. 53. (1) Every licensee of a long-term care home shall ensure that the following are developed to meet the
needs of residents with responsive behaviours:

1. Written approaches to care, including screening protocols, assessment, reassessment and identification of
behavioural triggers that may result in responsive behaviours, whether cognitive, physical, emotional, social,
environmental or other.

2. Written strategies, including techniques and interventions, to prevent, minimize or respond to the responsive
behaviours.

3. Resident monitoring and internal reporting protocols.

4. Protocols for the referral of residents to specialized resources where required. 0. Reg. 79/10, s. 53 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that written approaches to care including screening protocols, assessment and
reassessment and identification of triggers that may result in responsive behaviours were developed to meet the needs

of residents with responsive behaviours.

Resident A's care plan identifies this resident as 'wandering'. Staff interviews confirmed that resident A wanders daily in
and out of other resident rooms. :

On November 4, 2011 at 16:00 heurs on a resident home area, a Personal Support Worker (PSW) was providing
personal care to resident B in their bedroom washraom. Resident A wandered into resident B's bedroom.

A Registered Practical Nurse (RPN) witnessed the{PSW) to speak inappropriately to resident A directing resident A out
of the room. The (RPN) dismissed the(FSW)and reported to the Assistant Administrator/Resident Care.

The home's Behaviour Management/Behaviour Monitoring policy #RC-17-05 dated March 2009, is limited and does not
identify wandering as a responsive behaviour. Staff interviews confirmed that wandering is not recognized as a

responsive behaviour in the home.

Staff interviews and the Assistant Administrator/Resident Care revealed that the home lacks written strategies to meet
the needs of residents with responsive behaviours.[r.53.(1)1].

Additional Required Actions:

VPC - pursuant fo the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 5.152(2) the licensee is hereby
requested fo prepare a written plan of correction for achieving compliance to ensure that written approaches to
care meet the needs of residents with responsive behaviours, to be implemented voluntarily.

Issued on this 22nd day of March, 2012
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Ministry of Heaith and
Long-Term Care

i
L7 ONtario  order(s) of the Inspector

Pursuant to section 153 and/or
seclion 154 of the Long-Term Care
Homes Act, 2007, 5.0. 2007, ¢.8

Health System Accountability and Performance Division
Performance Improvement and Compliance Branch

Ministére de la Santé et
des Soins de longue durée

Ordre{s) de 'inspecteur

Aux termes de lariicie 1563 etiou

de Farticle 154 de la Loi de 2007 sur fes foyers
de soins de longue durge, L. O. 2007, chap. 8

Division de la responsabilisation et de Ia performance du systéme de santé

Direction de I'amélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector {ID #) /

Nom de l'inspecteur {No} : VALERIE JOHNSTON (202)

Inspection No. /

No de l'inspection : 2012_078202_0003

Type of Inspection /

Genre d'inspection: Critical Incident

Date of Inspection /

Date de 'inspection : Mar 12, 13, 14, 16, 20, 21, 22, 2012

Licensee/

Titulaire de permis : THE MENNONITE HOME ASSQCIATION OF YORK COUNTY
123 Weldon Road, Stouffville, ON, L4A-0G8

LTC Home /

Foyer de SLD: PARKVIEW HOME LONG-TERM CARE

123 Weldon Road, Stouffville, ON, L4A-0G8B

Name of Administrator /
Nom de I'administratrice
ou de 'administrateur : SOLANGE TAYLOR

To THE MENNONITE HOME ASSOCIATION OF YORK COUNTY, you are hareby required to comply with the following

order{s) by the date(s) set out below:
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Order#/ Order Type /
Ordre no : 001 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

LTCHA, 2007 5.0. 2007, c.8, 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}.

Order / Ordre :

The licensee must protect and prevent residents from verbal abuse. The licensee shall prepare, submit and
implement a plan to ensure that all residents are protected from abuse by anyone.
Please submit plan to Valerie.Johnston@ontario.ca by April 13, 2012.

Grounds / Motifs :

1. The licensee failed to ensure that residents are protected from verbal abuse by anyone.

On November 4, 2011 the licensee reported to the Director that a Personal Support Worker (PSW) was verbally
inappropriate to resident A.

Staff interviews confirmed that the (PSW), had been verbally inappropriate towards resident A on November 4,
2011.

A Registered Practical Nurse witnessed the verbal communication between the (PSW) and resident A on
November 4, 2011 at 1600 hours; dismissed the (PSW)} from her/duties and reported the incident immediately to
the Assistant Administrator/Resident Care. hid

The home conducted an investigation of the incident , the {(PSW) was disciplined and reeducated by the home
on November 28, 2011, prior to commencing her evening shifts on resident home area C.

During the inspection of March 14, 2012 residents residing on home area C were randomly inferviewed. All
cognitive residents interviewed expressed concerns or fears toward evening staff. Residents reported that staff
in the evening will speak ‘'rough’ or 'sharp' when providing care, Residents would not disclose or name specific
staff that with whom they have specific concerns or fears. (202)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’icile : Apr 13, 2012
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REVIEW/APPEAL INFORMATION

TAKE NOTICE:

The Licensee has the right to request a review by the Director of this (these) Order(s) and to request that the Director stay this {these) Order(s) in
accordance with section 163 of the Long-Term Care Homes Act, 2007.

The reguest for review by the Direclor must be made in writing and be served on the Directar within 28 days from the day the order was served on the
Licensee.

The written request far review must include,

(a} the portions of the order in respact of which the review is requested;
(b} any submissions that the Licensee wishes the Director to consider; and
(¢} an address for services for the Licensee.

The wrillen reguest for review must be served personally, by registered mail or by fax upon:
Director
c/o Appeals Coordinaior
Perfarmance Improvement and Compliance Branch
Ministry of Health and Long-Term Care
SE-Bt-GlairAvemeWesl 1O TS Bewy Tt

Suile-800-8th-Floor- —
Toronto, ON M4V 2Y2 ft T lo OR-
Fax: 416-327-7603 T & Lomdg, Crs MES 383

When service is made by registered mail, it is deemed lo be made on the fifth day after the day of mailing and when service is made by fax, itis
deemed to be made on the first business day afler the day the fax is sent. If the Licensee is not served with written notice of the Direclor's decision
within 28 days of receipt of the Licensee's request for review, this(these) Order(s} is(are) deamed to be confirmed by the Director and the Licensee is
deemed to have been served with a capy of that decision on the expiry of the 28 day period.

‘The Licensee has the right to appeal the Director's decision on a request for review of an nspector's Order(s) 1o the Health Services Appeal and
Review Board {HSARB) in accordance with section 164 of the Long-Term Care Homes Act, 2007, The HSARR is an independent tribunal not
connecled with the Ministry. They are established by legislation to review matters concerning health care services. If the Licensee decides to request a
hearing, ihe Licensee must, within 28 days of being served with the notice of the Director's decision, give a written natice of appeal to both:

Health Services Appeal and Review Board and the Director
Attention Registrar Director
151 Bloor Street West clo Appeals Coordinator
9th Flcor Performance improvement and Cempliance Branch
Torontoa, ON M5S 275 Ministry of Health and Long-Term Care
55-B-Glair-fventeiest  jo F o B(})\\{ =4
Buite-800-8th-Rloar- TR @
Toronto, ON M4V 2Y2 Floe
Fax: 416-327-7603 ‘O\?_G\\h; , GRS m6 S AR I

Upon receipt, the HSARB will acknowledge your notice of appeal and will pravide instructions regarding the appeal process. The Licensee may learn
more about the HSARB on the website www hsarb.on.ca.
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RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL

PRENDRE AVIS

En veriu de I'article 163 de la Loi de 2007 sur les foyers de soins de longue durée, le titulaire de permis peut damander au directeur de réexaminer
I'ordre ou les ordres qu'il @ denné et d'en suspendre I'exécution.

L.a demande de résxamen doit &tre présentée par écrit et est signifiée au directeur dans les 28 jours qul suivent [a signification de 'ordre au fitulaire de
permis.

La demande de réexamen doit contenir ce qui suit :

a) les parties de I'crdre qui font objet de la demande de réexamen,
b) les observations que le titulaire de permis souhaite que le directeur examine;
c) Padresse du fitulaire de permis aux fins de signification.

La demande écrite est signifiee en personne ou envoyée par courrier recommandé ou par télécopieur au :

Directeur

a/s Coordinateur des appels

Direction de I'amélioration de la performance et de la conformité
Ministere de fa Santé et des Soins de longue duree

55, avenue Si. Clair Ouest

8e é&tage, bureau BOO

Toronto (Ontario} M4V 2Y2

Télécopieur ; 416.-327-7603

Les demandes envoyées par courrier recommandé sont réputées avair été signifiées le cinquiéme jour suivant 'envai et, en cas de transmissian par
télécopieur, la signification est réputée faite le jour ouvrable suivant I'envoi. Si le litufaire de permis ne regoit pas d'avis écrit de |la décision du directeur
dans les 28 jours suivant la signification de ia demande de réexamen, I'ordre cu les ordres sont réputés confirmés par le directeur. Dans ce cas, le
titulaire de permis est reputé avoir re¢u une capie de la décision avant I'expiration du délai de 28 jours.

En verlu de F'ariicte 164 de |a Loi de 2007 sur les foyers de soins de longue durée, le titulaire de permis a le droit d'interjeter appel, auprés de la
Commission d'appel et de révision des services de santé, de |la décision rendue par le directeur au sujet d'une demande de réexamen d'un ordre ou
d'ordres donnés par un inspacteur. La Commission est un tribunal indépendant du ministére. If a éié établi en vertu de fa loi et il 2 pour mandat de
trancher des litiges concaernant les services de santé. Le titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui suivent
celui ol lui a &té signifié I'avis de décision du directeur, faire parvenir un avis d'appel écrit aux deux endroits suivants :

A rattention du registraire Directeur

Commission d'appel et de révision des services de santé a/s Coordinateur des appels

151, rue Bloor Quest, 9e étage Direclion de 'amélioration de la performance et de la conformité
Torenta (Ontario) M55 2T5 Ministére de la Santé et des Soins de longue durée

55, avenue St. Clair Ouest
8e étage, bureau 8OO
Toronto (Crtario} M4V 2Y2
Télécopieur : 416-327-7603

La Commission accusera réception des avis d'appel et transmetira des instructions sur Ja fagon de procéder pour interjeter appel. Les litulaires de
permis peuvent se renseigner sur la Commission d'appel et de révision des services de santé en consultant son site Web, au www.hsarb.on.ca.

Issued on this 22nd day of March, 2012
Signature of Inspector/
Signature de l'inspecteur :

Name of Inspector/
Nom de I'inspecteur : Valerie Johnston

Service Area Office /
Bureau régional de services :  Toronto Service Area Office
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