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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): March 5, 6,7, 8, 19,
2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Acting Director of Care, Director of Care, Resident #1, Substitute

Decision Maker for Resident #1, private care giver, Registered staff and Personal
Support Workers.

During the course of the inspection, the inspector(s) observed staff to resident
interactions, reviewed the health record of Resident #1 and the following
policies: zero tolerance for abuse,; complaint reporting.

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 I NON RESPECT DES EX!GENCES

Legend e T R _Legende _____

WN = ertten Notlflcatlon U WIN AVIS ecrlt o

VPC - Voluntary Plan of Correctron VPC - Plan de redressement volontalre
DR - Director Referral .~~~ DR - Aiguillage au directeur -

CO - Compliance Order . CO - Ordre de conformité :
WAO Work and Actrvrty Order WAO — Ordres : fravaux et activités
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'The followmg constltutes writte e
notification of hon- compllance under: -
paragraph 1 of sectlon 1562 of the LTCHA

WN #1: 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:

s. 24. (1) A person who has reasonable grounds to suspect that any of the
following has occurred ar 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 resulted 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 :
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1. The licensee failed to ensure that any person who had reasonable grounds to
suspect that abuse of a resident by anyone was immediately reported to the Director.

- On a specified date, the Substitute Decision Maker for Resident #1 and staff
members of the home reported to the Director of Care that two personal support
workers(PSW) employed by the home were engaging in an inappropriate relationship
with Resident #1 in return for financial compensation.

- An internal investigation was conducted by the home which resulted in discipline of
one of the PSW's.

- The suspicion and the information upon which it was based was not reported to the
Director [s. 24. (1)].

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 that any person who had reasonable grounds
to suspect that abuse of a resident by anyone occurred shall immediately report
the suspicion and the information upon which it is based fo the Director, to be
implemented voluntarily.

Issued on this 2nd day of April, 2013

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