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I'inspection d'inspection
Mar 29, 30, Apr 4, 2012 2012_024137_0028 Complaint

Licensee/Titulaire de permis

PROVINCIAL NURSING HOME LIMITED PARTNERSHIP
1090 MORAND STREET, WINDSOR, ON, N9G-1J6

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

QUEENSWAY NURSING HOME, DIVISION OF PROVINCIAL NURSING HOME LIMITED PARTNERSHIP
100 QUEEN STREET EAST, HENSALL, ON, NOM-1X0

Name of Inspector{s)/Nom de Pinspecteur ou des inspecteurs
MARIAN MACDONALD (137

pe —

The purpose of thls inspection was to conduct a Complaint inspectlon
During the course of the inspection, the inspector(s) spoke with General Manager, Director of Care, one
Registered Nurse, one Personal Support Worker, one Cook, one Environmental Services Aide, one Ward Clerk
and one Resident.

During the course of the inspection, the inspector{s) reviewed resident's clinical records, Abuse Prevention
Policy, staff education records related to Resident Abuse and posting of required information.

L-000383-12

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

Findings of Non-Compliance were found during this inspection.

_ NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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:i.egend S Legendé

WN o~ Wntten Noi:f'catlon Soimanininin
VPC = Voiuntary Plan of Correctlon

DR = :Director Referral ¢ _
CO— Compliance Order - ey
WAO = Work and Actiwty Order. ==

Non- compllance with reqmremenls under the Long-Term Care
: 1

WN #1: The Licensee has falled to comply with LTCHA, 2007 S 0. 2007, .8, s. 23, Licensee must investigate
respond and act

Specifically failed to comply with the following subsections:

s, 23. (1) Every licensee of a long-term care home shail ensure that,

{a) every alleged, suspected or withessed incident of the following that the licensee knows of, or that is
reported to the licensee, Is immediately investigated:

(i) abuse of a resident by anyone,

(ii} neglect of a resident by the licensee or staff, or

(iii} anything else provided for in the regulations;

{b) appropriate action is taken in response to every such incident; and

{c) any requirements that are provided for in the regulations for investigating and responding as required under
clauses (a) and (b) are complied with, 2007, c. 8, s. 23 {1).

Findings/Faits saillants :
1. Appropriate action was not taken by the home in response to the allegation of abuse by an identified resident,

There was no documented evidence that the incident was investigated. This was confirmed by the General Manager and
the identified resident.

The Abuse Preventlon policy states that reporis of withessed, alleged or suspected abuse will be fully investigated.

[LTCHA, 2007, S.0. 2007, c¢.8, s.23(1){a}b){c)]
Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby

requested fo prepare a written plan of correction for achieving compliance fo ensure any report of withessed,
alleged or suspected abuse is fully investigated, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, ¢.8, s. 20. Policy to promote zero
tolerance

Specifically failed to comply with the following subsections:

s. 20. (1) Without in any way restricting the generality of the duty provided for in section 19, every licensee shall
ensure that there is in place a written policy to promote zero tolerance of abuse and neglect of residents, and
shall ensure that the pollcy Is complied with. 2007, c. 8, s. 20 (1).

Findings/Faits saillants :
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A review of the Abuse Prevention policy revealed that staff will receive education upon orientafion and annually.
Mandatory Education, including Abuse Prevention, was provided in September, 2011.

Of the 95 employees listed, only 36 staff members attended the mandatory education.

The General Manager confirmed that not all staff attended the Mandatory Abuse Prevention Training.

[LTCHA, 2007, 8.0. 2007, ¢.8, 5.20(1)]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 5.152(2) the licensee is hereby

requested to prepare a wriften plan of correction for achleving compliance to ensure that all staff receive the
education as directed In the home's policy of Abuse Prevention, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 97, Notification re incidents
Specifically failed to comply with the following subsections:

s. 97. (2) The licensee shall ensure that the resident and the resident’s substitute decision-maker, if any, are
notified of the results of the investigation required under subsection 23 (1) of the Act, immediately upon the
completion of the investigation. O. Reg. 79/10, s. 97 (2).

Findings/Faits saillants :
The incident of alleged abuse was reported, by the Charge Nurse, to the Director of Care and General Manager by voice
mail message.

There Is no documented evidence that an investigation was conducted and that the resident was notified of the results.
This was confirmed by the identified resident and the General Manager.

[O. Reg. 79/10, £.97(2)]

WN #4: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

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 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 fo a resident.

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

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

Findings/Faits saillants :

There is no documented evidence that the incident of alleged abuse was reported to the Director, under the Long Term
Care Homes Act, and there is no documented evidence that a Critical Incident Report was submitted to the Director.
[LTCHA, 2007, 8.0. 2007, ¢.8, s.24(1)2}
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Issued on this 4th day of April, 2012

Signature of Inspector(s)/Signature de Pinspecteur ou des inspecteurs

Ministére de la Santé et des
Soins de longue durée
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foyers de soins de longue
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