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UNITED COUNTIES OF PRESCOTT AND RUSSELL
59 Court Street, Box 304, L'Orignal, ON, KOB-1K0

l.ong-Term Care Home/Foyer de soins de longue durée

RESIDENCE PRESCOTT et RUSSELL
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Name of Inspector{s)/Nom de Finspecteur ou des inspecteurs

LINDA HARKINS (126) , N

o f[p'spég_tibh,VSLUm;mé’l’fy{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 the Administrator, the Assistant Director of
Care, two Registered Practical Nurses and two residents

During the course of the inspection, the inspector(s) reviewed the resident health care records and observed
care and services given to residents

This inspection included 4 Critical Incidents Inspection
Log #0-001549-11: Cl M567-000021-11

0-001589-11: Cl M567-000023-11

0-002737-11: Cl M567-000042-11

0-002891-11: Cl M567-000044-11

The following Inspection Protocols were used during this inspection:
Falls Prevention

Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours
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Findings of Non-Compliance were found during this inspection.

NON-COMPL}ANCE I NON RESPECT DES EXIGENCES*

Legend Legende

WN ertten Notlf cation

CO- Comp hance Order , - Drdr
WAO - Work and Activity Order / WAO - Ordres travaux et activites - .
Non-cemphance with requ:rements under the g-Term Care |le non—respect des exigences de la Lol de 2007 sur ies foyers de

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 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 :

1. Resident was prescribed a table top table aftached at the back of her/his wheel chair and was found with the table top
around her/his neck on July 1, 2011. No injury noted on the resident following the incident. Shortly after, the physician
discontinued the table top and another type of belt was ordered.

The home submitted this incident under "improper or incompetent treatment or care of a resident that resulted in harm or
risk of harm to the resident” and no attempt were made by anyone to immediately report this incident to the Director. The
incident occurred July 1, 2011 and was submitted via Critical Incident on July 18, 2011. s.24.(1)1

Issued on this 1st day of February, 2012
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