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Ministry of Health and Ministére de la Santé et des
!\,_ Long-Term Care Soins de longue durée

)

[/r OntanO Inspection Report under Rapport d’inspection sous la

the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

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

|
This inspection was conducted on the following date(s): August'8, 2013

During the course of the inspection, the inspector(s) spoke with Director of Care,
Assistant Director of Care, Quality Improvement Nurse, Office Manager,
Maintenance Person, Receptionist, Physiotherapist, Physiotherapy Aide, two
Registered Practical Nurses, one Housekeeper, one Personal Support Worker
and three Health Care Aides.

During the course of the inspection, the inspector(s) observed resident, posting
- of required information, reviewed internal investigative reports, resident’'s -
clinical records, Resident Abuse policy and staff training records, related to
resident abuse.

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

Legend '--?@: .___ECH__ .,;_-,_,_Legende

WN ~ Wntten Notlﬂcatlon i o WN & AVIs ecrlt -
VPC — Voiuntary Plan of Correction VPC — Plan de redressement volontaire
DR - Director Referral DR = Aiguillage au directeur

CO - Compliance Order CO — Ordre de conformité

WAO — Work and Activity Order WAO — Ordres : travaux et activités
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Non compllance W1th requnrements under
the Long-Term Care Homes Act, 2007 -
(LTCHA) was found. (A requirement
under the LTCHA includes the '
requtrements contained in the items listed
in the- de’r"nztion of! reqwrement under this -

Inspection Report under

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

e non respect des ex1gences de Ia LOI de;_‘

12007 sur les foyers de soins de longue
[durée (LFSLD) a été constaté. (Une
‘lexigence de la loi comprend les exngences_

qui font partle des elements enumeres

The following constitutes written
notification of non-compliance under
paragraph 1 of section 152 of the LTCHA.

: Ce qui su1t Constltue un avis ecrlt de non-

respect aux termes du paragraphe 1 de

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 98. Every
licensee of a long-term care home shall ensure that the appropriate police force
is immediately notified of any alleged, suspected or witnessed incident of abuse -

or neglect of a resident that the licensee
offence. O. Reg. 79/10, s. 98.

suspects may constitute a criminal

Findings/Faits saillants :

1. There is no documented evidence that the appropriate police force was immediately

notified of an incident of abuse of a residen
The Director of Care and Quality Improvem
not notified of the incident. [s. 98.]

Additional Required Actions:

t.
ent Nurse confirmed that the police were

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.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 the

appropriate police force is immediately

notified of any alleged, suspected or witnessed incident of abuse or neglect of a

resident that the licensee suspects may
implemented voluntarily.
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WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 104. Licensees
who report investigations under s. 23 (2) of Act

Specifically failed to comply with the following:

s. 104. (1) In making a report to the Director under subsection 23 (2) of the Act,
the licensee shall include the following material in writing with respect to the
alleged, suspected or witnessed incident of abuse of a resident by anyone or
neglect of a resident by the licensee or staff that led to the report:
3. Actions taken in response to the incident, including,

I. what care was given or action taken as a result of the incident, and by whom,

ii. whether a physician or registered nurse in the extended class was
contacted,

~ili. what other authorities were contacted about the incident, ifany,

iv. whether a family member, person of importance or a substitute decision-
maker of any resident involved in the incident was contacted and the name of
such person or persons, and

v. the outcome or current status of the individual or individuals who were
involved in the incident. O. Reg. 79/10, s. 104 (1).

Findings/Faits saillants :

1. There is no documented evidence that the Critical Incident report, submitted to the
Director, had been amended to include the outcome or current status of the individual
or individuals who were involved in the incident.

The Director of Care confirmed that the Critical Incident report had not been amended.
[s. 104. (1) 3.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure the report submitted to the Director is complete
and includes the outcome or current status of the individual or individuals who
were involved in the incident, to be implemented voluntarily.
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Issued on this 9th day of August, 2013

Marian C. Moc Donald

Signature of Inspector(s)/Signature de i’inspecteur ou des inspecteurs
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