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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): May 10, 2013

L-000250-13

During the course of the inspection, the inspector(s) spoke with a Resident, the
Administrator, 1 Registered Nurse, and 1 Personal Support Worker.

During the course of the inspection, the inspector(s) reviewed a clinical record,
reviewed the critical incident report, and observed a resident's room.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Personal Support Services
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

NON COMPL[ANCE I NON RESPECT DES EXIGENCES

Legend oo o lepends

g WN '— AVIS ecrlt

WN — Wntten Notlﬂcatlon S E
VPC = Voluntary Plan of Correctlon - VPC Plan de redressement voEontalre
DR —. . Director Referral . DR = Aiguillage au dlrecteur

CO - - Compliance Order CO - Ordre de conformité - j:j:"..' -
WAQ — Work and Activity Order |WAO — Ordres : travaux et actlwtes G
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:(LTCHA) was found.?fj (A requ:rement B
under the LTCHA includes the

'requ:rements contatn_ed inthe |tems I;sted qu1 font partle des e!ements enumeres
in the definition of "requirement under this |dans la définition de « exigence prevue
Act" in subsection 2(1) of the LTCHA.)  |par la présente loi », au paragraphe 2(1)

de la LFSLD

The followmg constltutes written::
notlficatlon of non comphance under

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

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. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :

1. The licensee has failed to ensure a resident's right to be treated with courtesy and
respect in a way that fully respected their dignity. Appropriate care was not provided.

This, as reported in the critical incident, and confirmed by the Administrator. [s. 3. (1)
1.]

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
24. Reporting certain matters to Director
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Specifically failed to comply with the following:

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. 2007, c. 8, ss. 24 (1), 195 (2).

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. 2007, c. 8, ss. 24 (1), 195
(2).

3. Unlawful conduct that resulfted in harm or a risk of harm to a resident. 2007,
c. 8, ss. 24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, ss. 24 (1), 195
(2).

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 :
1. The licensee has failed to immediately report the suspected improper care of a

resident that resulted in risk of harm. The incident was reported six days after the
occurrence.

This was confirmed by the Administrator. [s. 24. (1) 1.]

Issued on this 13th day of May, 2013

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