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SHARON PERRY (155)

' Inspection Summary/Résumé de Pinspection .

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

During the course of the inspection, the inspector{s) spoke with Administrator, Director of Care, Assistant
Director of Care, Programs Manager, RAI Coordinator, (1) Registered Nurse, {1} Registered Practical Nurse, (9)
Personal Support Workers/Health Care Aides, (1) Activity Aide and {2) Residents.

During the course of the inspection, the inspector(s) toured two resident living areas, observed room on one
resident living area, reviewed internal incident reports related to critical incident, reviewed the Abuse and
Neglect policy and reviewed clinical records of identified residents.

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 EXIGENCES
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Legend : ST Legendé

WN —  Wiitten Notification S T|WN-— Avis écrit '

VPC — Voluntary Plan of Correction S VPC - Plande redressement volontaire

DR - Director Referral - R “IDR - Aiguillage au directeur -

CO - Compliance Order : o o CO - Ordre de conformité

WAO — Work and Activity Order WAQ — Ordres : travaux ¢! activités

Non-compliance with requirements under the Lang-Term Care  |Le non-respect des exigences de la Loi de 2007 sur les foyers de
Homes Act, 2007 (LTCHA) was found. (A requirement under the [scins de longue durée (LFSLD) a été constaté. (Une exigence de la
LTCHA includes the requirements contained in the items listed in}loi comprend les exigences qui font partie des éléments énuméres -
the definition of "requiremnent under this Act" in subsectton 2(1) dans la définition de « exigence prévue par la présente fol », au

of the LTCHA.) : |paragraphe 2(1) de la LFSLD. . : .

The following constitutes written notification of non-comptlance Ce qui suit constitue un avis écrit de non-respect aux termes du .
under paragraph 1 of section 152 of the LTCHA _ paragraphe 1 de l'article 152 de la LFSLD. :

WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, s. 19. Duty to protect
Specifically failed te comply with the following subsections:

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, ¢. 8, s. 19 (1).

Findings/Faits saillants :

Resident #1 entered the room of Resident #2 and attempted to harm Resident #2. After this incident, Resident #1 was
placed on 1:1 staffing which was approved through the High Intensity Needs program.

Resident #1 was transferred to another long term care home. Caressant Care Arthur did not provide any information,
regarding this incident or the fact that Resident #1 was on 1:1 staffing approved by the High Intensity Needs program, to
the receiving long term care home.

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. 54. Altercations and other interactions between
residents

Every licensee of a long-term care home shall ensure that steps are taken to minimize the risk of altercations
and potentially harmful interactions between and among residents, including,

(a) identifying factors, based on an interdisciplinary assessment and on information provided to the licensee or
staff or through observation, that could potentially trigger such altercations; and

(b) identifying and implementing interventions. O. Reg. 79/10, s. 54.

Findings/Faits saillants :
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Resident #1 was allowed to wander in the home and would wander into other resident's rooms.

Resident #1 wandered into another resident's room and the resident residing in that room hit Resident #1 with an
identified mobility aide. Interventions on plan of care were to allow Resident #1 to wander on unit.

Resident #1 also wandered into another identified resident's room. Staff had a discussion with this resident and resident
expressed fear. The staff suggested and documented that a yellow band would be placed on the door to their room.
Interview with resident and staff confirmed that a yellow band was never placed on this resident's room door.

On another occasion Resident #1 entered room of Resident #2. Resident #1 attempted to harm Resident #2.

After this incident Resident #1 was placed on 1:1 staffing that was approved through the High Intensity Needs program.
Resident #1 was transferred to another long term care home. Caressant Care Arthur did not provide any information
regarding this incident or the fact that Resident #1 was on 1:1 staffing approved by the High intensity Needs program to
the receiving fong term care home.

[O.Reg. 79/10, s. 54.(b]]

Additional Required Actions:

CO # - 002 will be served on the licensee. Refer to the “Order(s) of the Inspector”.

WN #3: The Licensee has failed to comply with 0.Reg 79/10, s. 231. Resident records
Every licensee of a long-term care home shall ensure that,

{a) a written record is created and maintained for each resident of the home; and

{b) the resident’s written record is kept up to date at all times. O. Reg. 79/10, s. 231.

Findings/Faits saillants :

Resident #1 was transferred from Caressant Care Arthur to another long term care home. This resident's transfer sheet,
care ptan and medication administration record was sent with the resident, however these records were not current as
they did not contain any information about an incident where Resident #1 attempted to harm Resident #2. The records
also did not contain any information that Resident #1 was on 1:1 staffing approved by High Intensity Needs program as a
result of the incident.

Staff confirmed that this information was not shared in any manner at the time of transfer.

[O.Reg 7910, s. 231.{b)]

Additional Required Actions:

CO # - 003 will be served on the licensee. Refer to the “Order(s) of the Inspector”.

WN #4: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (1) Every licensee of a long-term care home shali ensure that there is a written plan of care for each
resident that sets out,

(a) the planned care for the resident;

{(b) the goals the care is intended to achieve; and

(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 {1).

Findings/Faits saillants :
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1. The plan of care for Resident #1 does not address toileting nor provide any directions to staff regarding toileting.

The plan of care for Resident #1 does not address physical aggression nor provide any directions to staff regarding
interventions for physical aggression. Staff were not aware that they were nof to provide care by themselves as noted in
the MDS RAP.

The plan of care for Resident #1 did not address exit seeking nor provide any directions to staff regarding exit seeking
until Resident #1 was brought back in the building as was found outside. The MDS RAP indicates that Resident #1 will
wander the home, try to exit out the doors, stand at the door, wait for someone to exit and follow them. After the
elopement, safety checks every 15 minutes were implemented.

It is noted in Resident #1 MDS RAPs that Resident #1 experienced unpleasant mood in morning. There is nothing in the
plan of care regarding this behaviour or interventions as to rest or sleep patierns.

The MDS RAP indicates that Resident #1 can be sexually inappropriate. There was no mention of the behaviour on the
plan of care.

[LTCHA, 2007, S.0. 2007, c.8, s.6.{1)(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 to prepare a written plan of correction for achieving compliance to ensure that there is a written plan
of care for each resident that sets out clear directions to staff and others who provide direct care to the resident,
to be implemented voluntarily.

WN #5: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.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 policy is complied with. 2007, c. 8, s. 20 (1).

Findings/Faits saillants :

1. Review of the Caressant Care Nursing and Retirement Homes Ltd Policy and Procedure--Subject Abuse & Neglect--
Staff to Resident, Family to Resident, Resident to Resident, Resident and/or Family to Staff

Effective March 2011 included the following:

*After receiving notice of the abuse, the DON will immediately notify the Administrator of the initiation of an investigation.
*The DON and/or Administrator will provide a supportive environmental environment for the victims, family and
employees by allaying fears of reprisal and promofing open expression of concerns or questions.

*The DON will interview both resident involved (if appropriate) to determine the cause of the behaviour, evaluating the
evenis preceding the incident. Confidentiality will be maintained at all times.

*The DON will advise the victim of the alleged/actual abuse regarding the possibility of faying legal charges and assist
the victim in contacting the police, if necessary.

The registered staff had completed the home's incident report and the Assistant Director of Care completed the Critical
Incident for the Ministry of Health and Long Term Care. There was no other investigation or follow up conducted
therefore the ahove items mentioned in the home's policy were not complsted. [LTCHA, 2007, S.0. 2007, ¢.8, 5.20.{1)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that the policy fo promote
zero tolerance for abuse and neglect of residents is complied with, to be implemented voluntarily.

WN #6: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care
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Specifically failed to comply with the foliowing subsections:

s. 26. (3) A plan of care must be based on, at a minimum, interdisciplinary assessment of the following with
respect to the resident:

1. Customary routines.

2. Cognition ability.

3. Communication abilities, including hearing and language.

4. Vision.

5. Mood and behaviour patterns, including wandering, any identified responsive behaviours, any potential
behavioural triggers and variations in resident functioning at different times of the day.

6. Psychological well-being.

7. Physical functioning, and the type and leve! of assistance that is required relating to activities of daily living,
including hygiene and grooming.

8. Continence, including bladder and bowel elimination.

9. Disease diagnosis.

10. Health conditions, including allergies, pain, risk of falls and other special needs.

11. Seasonal risk relating to hot weather.

12. Dental and oral status, including ora! hygiene.

13. Nutritional status, including height, weight and any risks relating to nutrition care.

14. Hydration status and any risks relating to hydration.

15. Skin condition, including altered skin integrity and foot conditions.

16. Activity patterns and pursuits.

17. Drugs and treatments.

18. Speciatl treatments and interventions.

19. Safety risks.

20. Nausea and vomiting.

21. Sleep patterns and preferences.

22. Cultural, spiritual and religious preferences and age-related needs and preferences.

23. Potential for discharge. O. Reg. 79/10, s. 26 (3).

Findings/Faits saillants :

1. The plan of care for Resident #1 does not address physical aggression nor provide any directions to staff regarding
interventions for physical aggression. Resident #1 aftempted to harm Resident #2. Staff interviews confirmed that
Resident #1 could be aggressive. Staff were not aware that they were not to provide care by themselves as noted in
Resident #1's Minimum Data Set-Resident Assessment Protrocol (MDS RAP).

The plan of care for Resident #1 did not address exit seeking nor provide any directions to staff regarding exit seeking
untit Resident #1 was brought back in the building as was found outside. The MDS RAP indicates that Resident #1 will
wander the home, try to exit out the doors, stand at the door, wait for someone to exit and follow them. After the
elopement safety checks every 15 minutes were implemented.

itis noted in Resident #1 MDS assessment and RAPs that the resident experienced an unpleasant mood in morning.
There is no documented evidence in the plan of care regarding this behaviour or interventions as to rest or sleep
patterns.

The MDS RAP indicates that Resident #1 can be sexually inappropriate. There was no mention of the behaviour on the
plan of care. [O.REg 79/10, s. 26.{3)5.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that mood and behaiour
patters, including wandering, any identified responsive behaviours, any potential behavioural triggers and
variations in resident functioning at different times of the day be inciuded in the plan of care, to be implemented
voluntarily.
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WN #7: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours
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 cr 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. 7910, s. 53 {1).

Findings/Faits sailianis :

1. The plan of care for Resident #1 indicates wandering. The goal is that resident will wander only within specified
boundaries. Interventions are to allow resident to wander on unit; fo place familiar objects, furniture and pictures in
resident surroundings, and provide assistance in locating own rcom. Interviews with staff concluded that resident was
free to wander anywhere in the long term care home. [O.Reg. 79/10, s. 53. (1)2.]

2. tis noted in Resident #1 MDS assessment and RAPs that Resident #1 experienced an unpleasant mood in morning,
physically abusive, socially inappropriate and resists care. Assessment indicates that behavioral symptoms will be
addressed in the care plan, The RAP states that staff are to know where resident is at all times and that staff should
never go and do cares on resident by themselves.

It is reported that Resident #1 attempted to harm another resident. There is nothing identified on the plan of care that
this resident can be physically aggressive or what the interventions are.

[O.Reg. 79/10, s. (1)1.]

Additional Required Actions:

VPC - purstant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, s.152(2) the licensee Is hiereby
requested to prepare a written plan of correction for achieving compliance to ensure written appreaches 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 and
writfen strategies, including technigues and interventions, to prevent, minimize or respond to the responsive
behviours, to be implemented voluntarily.

WN #8: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3. Residents’ Bill of Rights
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Specificaily failed to comply with the following subsections:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following rights of residents are fully
respected and promoted: _

1. Every resident has the right to be treated with courtesy and respect and in a way that fully recognizes the
resident’s individuality and respects the resident’s dignity.

2. Every resident has the right to be protected from abuse.

3. Every resident has the right not to be neglected by the licensee or staff.

4. Every resident has the right to be properly sheltered, fed, clothed, groomed and cared for in a manner
consistent with his or her needs.

5. Every resident has the right to live in a safe and clean environment.

6. Every resident has the right to exercise the rights of a citizen.

7. Every resident has the right to be told who is responsible for and who is providing the resident’s direct care.
8. Every resident has the right to be afforded privacy in treatment and in caring for his or her personal needs.
9. Every resident has the right to have his or her participation in decision-making respected.

10. Every resident has the right to keep and display personal possessions, pictures and furnishings in his or
her room subject to safety requirements and the rights of other residents.

11. Every resident has the right to,

i. participate fully in the development, implementation, review and revision of his or her plan of care,

il. give or refuse consent to any treatment, care or services for which his or her consent is required by law and
to be informed of the consequences of giving or refusing consent,

iii. participate fully in making any decision concerning any aspect of his or her care, including any decision
concerning his or her admission, discharge or transfer to or from a long-term care home or a secure unit and to
obtain an independent opinion with regard to any of those matters, and

iv. have his or her personal health information within the meaning of the Personal Health Information Protection
Act, 2004 kept confidential in accordance with that Act, and to have access to his or her records of personal
heaith information, including his or her plan of care, in accordance with that Act.

12, Every resident has the right to receive care and assistance towards independence based on a restorative
care philosophy to maximize independence to the greatest extent possible.

13. Every resident has the right not to be restrained, except in the limited circumstances provided for under this
Act and subject to the requirements provided for under this Act.

14. Every resident has the right to communicate in confidence, receive visitors of his or her choice and consult
in private with any person without interference.

15. Every resident who is dying or who is very ifl has the right to have family and friends present 24 hours per
day. .

16. Every resident has the right to designate a person to receive information concerning any transfer or any
hospitalization of the resident and to have that person receive that information immediately.

17. Every resident has the right to raise concerns or recommend changes in policies and services on behalf of
himself or herself or others to the following persons and organizations without interference and without fear of
coercion, discrimination or reprisal, whether directed at the resident or anyone else,

i. the Residents’ Council,

ii, the Family Council,

jii. the licensee, and, if the licensee is a corporation, the directors and officers of the corporation, and, in the
case of a home approved under Part Viil, a member of the committee of management for the home under section
132 or of the board of management for the home under section 125 or 129,

iv. staff members,

v. government officials,

vi, any other person inside or outside the long-term care home.

18. Every resident has the right to form friendships and relationships and to participate in the life of the iong-
term care home.

49. Every resident has the right to have his or her lifestyle and choices respected.

20. Every resident has the right to participate in the Residents’ Council,

21. Every resident has the right to meet privately with his or her spouse or another person in a room that
assures privacy.
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22, Every resident has the right to share a room with another resident according to their mutual wishes, if
appropriate accommodation is available.

23. Every resident has the right to pursue social, cuitural, religious, spiritual and other interests, to develop his
or her potential and to be given reasonable assistance by the licensee to pursue these interests and to develop
his or her potential.

24, Every resident has the right to be informed in writing of any law, rule or policy affecting services provided to
the resident and of the procedures for initiating complaints.

25, Every resident has the right to manage his or her own financial affairs unless the resident lacks the legal
capacity to do so.

26. Every resident has the right to be given access to protected outdoor areas in order {0 enjoy outdoor activity
unless the physical setting makes this impossible.

27. Every resident has the right tc have any friend, family member, or other person of importance to the
resident attend any meeting with the licensee or the staff of the home. 2007, c. 8, s. 3 {1).

Findings/Faits saillants :

1. Resident #1 attempted to harm Resident #2. Resident #2 did nof suffer any physical injury but was fearful for
personal safely. There was no other follow up with Resident #2 other than what was documented in the home's incident
report.

Another identified resident confirmed that Resident #1 had wandered into their room and was reaching for them when a
staff intervened. The identified resident was very scared and staff discussed putting a yeilow band on their door but that
never happened. Resident #1 continued to wander and another identified resident was fearful until the resident found
out Resident #1 no longer resided at the home.

[LTCHA, 2007. 8.0. 2007, ¢.8, s.3.{1)1.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c.8, s.152(2) the licensee is hereby
requested fo prepare a written plan of correction for achieving compliance to ensure every resident has the right
to be treated with courtesy and respect and in a way that fully recognizes the resident’s individuality and
respects the resident's dignity, to be implemented voluntarily.

WN #9: 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 subsections:

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

(a) every alleged, suspected or witnessed 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 :

Page 8 of 10




f“y-_} Ministry of Healthand ~ Ministére de la Santé et des

} B . . Long-Term Care Soins de longue durée

l/ ' Onta rlo Inspection Report under Rapport d’inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

1. Resident #1 entered Resident #2's room. Resident #1 attempted to harm Resident #2. After this incident, Resident
#1 was placed on 1:1 staffing that was approved through the High Intensity Needs program.

Resident #1 was transferred to another long term care home. Caressant Care Arthur did not provide any information
regarding this incident or the fact that Resident #1 was on 1:1 staffing approved by the High Intensity Needs program
with the receiving long term care home. [LTCHA, 2007, S.0, 2007, ¢.8, 5.23.{1)(b)]

2. The registered staff had completed the home's incident report and the Assistant Director of Care completed the
Critical Incident for the Ministry of Health and Long Term Care. There was no other investigation or follow up conducted.
[LTCHA, 2007, S.0. 2007, c.8, 5.23.(1)(a)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0, 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that every alleged,
suspected or witnessed incident is iImmediately investigated and that appropriate action is faken in response to
every such incident, to be implemented voluntarily.

WN #10: The Licensee has failed to comply with O.Reg 79/10, s. 99. Evaluation
Every licensee of a long-term care home shall ensure,

(a) that an analysis of every incident of abuse or neglect of a resident at the home is undertaken promptly after
the licensee becomes aware of it;

(b) that at least once in every calendar year, an evaluation is made to determine the effectiveness of the
licensee’s policy under section 20 of the Act to promote zero tolerance of abuse and neglect of residents, and
what changes and improvements are required to prevent further occurrences;

(c) that the results of the analysis undertaken under clause (a) are considered in the evaluation;

{d} that the changes and improvements under clause (b) are promptly implemented; and

(e) that a written record of everything provided for in clauses (b} and (d) and the date of the evaluation, the
names of the persons who participated in the evaluation and the date that the changes and improvements were
implemented is promptly prepared. O. Reg. 79/10, s. 99,

Findings/Faits saillants :

1. Resident #2 advised inspector that the staff completed an assessment at the time of the incident for physical injuries.
Resident #2 indicated that they did not receive any physical injuries. Resident #2 expressed fear about {he incident.
The registered staff had completed the home's incident report and the Assistant Director of Care had completed the
Critical Incident Report for the Ministry of Health and Long Term Care. There was no other follow up conducted with
Resident #2 regarding incident.

[0.Reg. 7910, s. 99.{a)]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that an analysis of every

incident of abuse or neglect of a resident at the home is undertaken promptly after the licensee becomes aware
of it, to be implemented voluntarily.

Issued on this 2nd day of February, 2012
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Public Copy/Copie du public

Name of Inspector (ID#) /

Nom de Pinspecteur (No) :

Inspection No. /
No de I'inspection :

Type of Inspection /
Genre d’inspection:

Date of Inspection /
Date de I'inspection :

Licensee / )
Titulaire de permis :

LTC Home /
Foyer de SLD:

Name of Administrator/
Nom de 'administratrice
ou de 'administrateur :

SHARON PERRY (155)
2011_023155_0025

Critical Incident

Dec 9, 14, 15, 30, 2011; Jan 10, 11, 16, 24, 2012

CARESSANT-CARE NURSING AND RETIREMENT HOMES LIMITED
264 NORWICH AVENUE, WOODSTOCK, ON, N45-3V9

CARESSANT CARE ARTHUR NURSING HOME
215 ELIZA STREET, P.O. BOX 700, ARTHUR, ON, NOG-1A0

LISA CANADA

To CARESSANT-CARE NURSING AND RETIREMENT HOMES LIMITED, you are hereby required o comply with the
following order(s) by the date(s) set out below:
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Ministry of Health and Ministére de la Santé et

My Long-Term Care des Soins de longue durée

2 Ontari i

1% NUArIO  Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 153 and/or Aux termes de larticle 153 et/ou
section 154 of the Long-Term Care de l'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, ¢.8 de soins de longue durée, L.O. 2007, chap. 8

Order #/ Order Type /

Ordre no : 001 Genre d'ordre : Compliance Orders, s. 153. (1) (b)

Pursuant to / Aux termes de :

L.,TCHA, 2007 S.0. 2007, ¢.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, ¢. 8, s. 19 (1).

Order f Ordre :

The licensee is required to prepare, submit and implement a plan for achieving compliance with LTCHA, 2007,
8.0. 2007, ¢.8, s. 19. (1). Please submit pian by February 6, 2012 to the attention of the Duty Inspector at
LondonSAO.moh@ontario.ca quoting log number L-001839-11.

Grounds [/ Motifs :

1. Resident #1 entered the room of Resident #2 and attempted to harm Resident #2. After this incident,
Resident #1 was placed on 1:1 staffing which was approved through the High Intensity Needs program.
Resident #1 was fransferred to another long term care home. Caressant Care Arthur did not provide any
information, regarding this incident or the fact that Resident #1 was on 1:1 staffing approved by the High
Intensity Needs program, to the receiving long term care home. (155)

This order must be complied with by /
Vous devez vous conformer & cet ordre d’icile : Feh 22, 2012
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Ministry of Health and Ministére de la Santé et

M- Long-Term Care des Soins de longue durée

} r}o t H -

b NLArO  order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 153 and/or Aux termes de Farticle 1563 eVou
section 154 of the Long-Term Care de l'article 154 de la Loi de 2007 sur les foyers
Homes Act 2007, S.0. 2007, c.8 de soins de longue durée, 1.0. 2007, chap. 8

Order#/ Crder Type /

Ordre no : 002 Genre d’ordre : Compliance Orders, s. 153. (1) (b)

Pursuant to / Aux termes de ;

O.Reg 79/10, s. 54. Every ficensee of a long-term care home shall ensure that steps are taken o minimize the
risk of altercations and potentially harmful interactions between and among residents, including,

(a) identifying factors, based on an interdisciplinary assessment and on information provided to the licensee or
staff or through observation, that could potentially trigger such altercations; and

(b) identifying and implementing interventions. O. Reg. 79/10, s. 54.

Order / Ordre :

The licensee shall prepare, submit and implement a plan for achieving compliance with O.Reg. 79/10, 8. 54. (b).
Please submit plan by February 6, 2012 to the Duty Inspector at LondonSAQ.moh@ontario.ca quoting log
number L-001839-11.

Grounds / Motifs :

1. Resident #1 was allowed to wander in the home and would wander into other resident's rooms.

Resident #1 wandered into another resident's room and the resident residing in that room hit Resident #1 with an
identified mobility alde. Interventions on plan of care were to allow Resident #1 to wander on unit.

Resident #1 also wandered into another identified resident's room. Staff had a discussion with this resident and
resident expressed fear. The staff suggested and documented that a yellow band would be placed on the door
to thelr room. Interview with resident and staff confirmed that a yellow band was never placed on this resident's
room door.

On another occasion Resident #1 entered room of Resident #2, Resident #1 attempted to harm Resident #2.
After this incident Resident #1 was placed on 1:1 staffing that was approved through the High Intensity Needs
program.

Resident #1 was transferred to another long term care home. Caressant Care Arthur did not provide any
information, regarding this incident or the fact that Resident #1 was on 1:1 staffing approved by the High
Intensity Needs program, to the receiving fong term care home. (155)

This order must be complied with by /
Vous devez vous conformer a cet ordre d'icile : Feb 22, 2012
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Ministry of Health and Ministére de la Santé et

My Long-Term Care des Soins de longue durée

/ Ontari :

L NUANO  Order(s) of the inspector Ordre(s) de Pinspecteur
Pursuant to section 153 and/or Aux termes de ['article 153 eltfou
section 154 of the Long-Term Care de l'article 154 de fa Loi de 2007 surles foyers
Homes Act, 2007, 5.0. 2007, ¢.8 e soins de lorgue durée, L.O. 2007, chap. 8

Order #/ Order Type /

Ordre no: 003 Genre d’ordre : Compliance Orders, s. 1563. (1) (b)

Pursuant to / Aux termes de :

0.Reg 79/10, s. 231. Every licensee of a long-term care home shall ensure that,
{a) a written record is created and maintained for each resident of the home; and
{b) the resident’s written record is kept up to date at all times. O. Reg. 79/10, s. 231.

Order / Ordre :

The licensee is required to prepare, submit and implement a plan for achieving compliance with O.Reg 79/10, s.
231. (b). Please submit plan by February 6, 2012 {o the Duty inspector at LondonSAQ.moh@contario.ca guoting
log number L-001839-11.

Grounds / Motifs :

1. Resident #1 was transferred from Caressant Care Arthur to another fong term care home. This resident's
transfer sheet, care plan and medication administration record was sent with the resident, however these records
were not current as they did not contain any information about an incident where Resident #1 attempted to harm
Resident #2. The records also did not contain any information that Resident #1 was on 1:1 staffing approved by
High Intensity Needs program as a result of the incident.

Staff confirmed that this information was not shared in any manner at the time of transfer. (155)

This order must be complied with by /
Vous devez vous conformer a cet ordre d'ici le : Feb 22, 2012
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Ministry of Health and Ministére de la Santé et

My Long-Term Care des Soins de longue durée
P Ot
l/ﬁ Ontarlo Order(s) of the Inspector Ordre(s) de Finspecteur
Pursuant to section 153 andfor Aux termes de l'article 153 et/ou
section 154 of the Long-Term Care de I'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 8.0. 2007, c.8 tle soins de longue durée, L.0. 2007, chap. 8

REVIEW/APPEAL INFORMATION

TAKE NOTICE:

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

The request for review by the Director must be made in writing and be served on the Director within 28 days from the day the order was served on the
Licensee,

The written request for review must include,

(a) the portions of the order in respect of which the review Is requested;
(b) any submissions that the Licensee wishes the Birector to consider; and
(c) an address for services for the Licenses,

The written request for review must be served personally, by registered mail or by fax upon:
Director
clo Appeals Coordinator
Performance Improvement and Compliance Branch
Ministry of Health and Long-Term Care
55 St. Clair Avenue West
Suite 800, 8th Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

When service is made by registered mall, it Is deemed to be made on the fifth day after the day of malling and when service is made by fax, it is
deemed to be made on the first business day after the day the fax is sent. If the Licensee Is not served with written notice of the Director's decision
within 28 days of receipt of the Licensee's request for review, this{these) Order(s) is(are) deemed to be confirmed by the Director and the Licensee Is
deemed to have been served wilh a copy 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 Inspecior's Order(s) fo the Health Services Appeal and
Review Board (HSARB) In accordance with sectlon 164 of the Long-Term Care Homes Act, 2007. The HSARB Is an independent tribunal not
connected with the Ministry. They are established by legislation fo review matters concerning health care services. If the Licensee decldes to request a
hearing, the Licensee must, within 28 days of being served with the notice of the Director's decision, give a written notice of appeal to both:

Health Services Appeal and Review Board and the Director

Attention Reglstrar Director

151 Bloor Street West c¢/o Appeals Coordinator

9th Floor Performance Improvement and Compliance Branch
Toronto, ON M5S 275 Ministry of Health and Long-Term Care

55 St. Clair Avenue West
Suite 800, 8th Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide instructions regarding the appeal process. The Licensee may leamn
more about the HSARB on the website www.hsarb.on.ca.
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Ministére de la Santé et

Ministry of Health and
des Soins de longue durée

} Long-Term Care
L7 Ontario Ordre(s) de I'inspecteur

Aux termes de Particle 153 etfou

de l'article 154 de la Loi de 2007 sur les foyers

tle soins de longue durée, L.O. 2007, chap. 8

Order(s) of the Inspector
Pursuant to section 153 and/or
section 154 of the Long-Term Care
Homes Act, 2007, 5.0. 2007, ¢.§

RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

PRENDRE AVIS

En vertu de Particle 163 de Ia Loi de 2007 sur les foyers de solns de longue durée, le titulaire de permis peut demander au directeur de réexaminer
tordre olt les ordres qu'll a donné et d'en suspendre I'exécution.

La demande de réexamen doit étre présentée par &crit et esl slgnifiée au directeur dans les 28 jours qui sulvent la signification de l'ordre au titulaire de
permis,

La demande de réexamen doit contenir ce qui sult :

a) les parties de l'ordre qui font 'objet de la demande de réexamen;
b) les observations gue le titulaire de permls souhaite que le directeur examine;
¢) 'adresse du titulaire de permis aux fins de signification.

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

Directeur

afs Coordinateur des appels

Direction de I'amélioration de la performance et de fa conformité
Ministére de la Santé et des Soins de longue durée

55, avenue St. Clair Quest

8e étage, bureau 800

Torento {(Ontario) M4V 2Y2

Télécopieur : 416-327-7603

Les demandes envoyées par courrier recommandé sont réputées avoir &té signifiées le cinguidme jour sulvant I'envoi et, en cas de transmission par
tétécopleur, la signification est réputée faite le jour ouvrable suivant 'envol. Sl e titulaire de permis ne recolt pas d'avis écrit de la décision du directeur
dans les 28 jours suivant la signification de ia demande de réexamen, l'ordre ou les ardres sont répités confirmés par le directeur. Dans ce cas, le
titulaire de permis est réputé avoir regu une cople de la décision avant Fexpiration du délal de 28 jours.

En vertu de l'article 164 de la Lol 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 rendus par e directeur au sujet d'une demande de réexamen d’un ordre ou
d'ordres donnés par un inspecteur. La Commission est un tribunal indépendant du ministére. Il a été établl en verlu de 1a loi et I a pour mandat de
trancher des litiges concernant les services de santé. Le titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui suivent
celui ol lut a &té signifié 'avis de décision du directeur, faire parvenir un avis d’appel écrit aux deux endrolts suivants :

A T'attention du registraire Directeur

Commission d'appel et de révision des services de santé
151, rue Bloor Quest, e étage
Toronte (Ontarlo) M5S 215

afs Coordinateur des appsls

Directlon de I'amélioratlen de la performance st de fa conformité
Ministére de |la Santé et des Soins de longue durée

55, avenue 3t. Clair Ouest

Be étage, bureau 800

Toronto (Ontarlo) M4V 2Y2

Télécopieur : 416-327-7603

La Commisslon accusera réception des avis d'appel et transmettra des instructions sur la fagon de procéder pour interjeter appel. Les fitulaires 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 24th day of January, 2012
Signature of Inspector /
Signature de l'inspecteur:

Name of Inspector /

Nom de l'inspecteur : SHARCN PERRY

Service Area Office/
Bureau régional de services :
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