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Name of Inspector(s}/Nom de I'inspecteur ou des inspecteurs
GILLIAN HUNTER {130}

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

During the course of the inspection, the inspector{s} spoke with The Resident and Community Programs
Manager, nursing staff and dietary staff related to H-001393-11.

During the course of the inspection, the inspector{s} Interviewed staff, reviewed clinical records and critical
incident reports.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON RESPEGT DES EXIGENGES
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WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at
least every six months and at any other time when,

{a) a goal in the plan is met;

(b) the resident’s care needs change or care set out in the plan is no longer necessary; or

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :

The resident was not reassessed and the plan of care was not reviewed and revised at least every six months and at
any time when care set out in the plan was not effective. The initial plan of care for an identified resident did not include
strategies and/or interventions to manage known behaviours nor was the plan of care revised following 3 reparted
incidents of behaviour.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that residents are
reassessed and the plan of care reviewed and revised at least every six months and at any other time when, the
resident's care needs change or when care set out in the plan is no longer necessary; or care set out in the plan
has not been effective., to be implemented voluntarily.

WN #2: The Licensee has failed to comply with 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-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, 5. 19 (1).

Findings/Faits saillants :

Not all residents are protected from abuse by anyone and free from neglect by the licensee or staff in the homs. In 2011,
on two separate occasions staff witnessed an identified resident inappropriately touch a co-resident. The identified
resident was known fo exhibit behaviours towards others.
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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 all residents are
profected from abuse by anyone and to ensure that residents are nof neglected by the licensee and staff, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S$.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 to 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 :

A person who had reasonable grounds to suspect that abuse of a resident by anyone had occurred, did not immediately
report the suspicion and the information upon which it was based to the Director. In 2011, documentation verified staff
witnessed an identified resident abuse a co-resident, however, the incident was not reported to the Director.

Issued on this 7th day of December, 2011
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