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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): October 30, 21 2012
This inspection refers to Log#H-1901-12.

During the course of the inspection, the inspector(s) spoke with the
Administrator, nursing staff and the Supervisor of Behavioural Support.

During the course of the inspection, the inspector(s) reviewed the home's policy
related to abuse, investigative documentation, clinical records and observed a
care area.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s.
20. Policy to promote zero tolerance

Specifically failed to comply with the following:

s. 20. (1) Without in any way restricting the generality of the duty provided for
in section 19, every licensee shall ensure that there is in place a written policy
to promote zero tolerance of abuse and neglect of residents, and shall ensure
that the policy is complied with. 2007, c. 8, s. 20 (1).

Findings/Faits saillants :
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1. The licensee did not ensure the home's policy LTCI-05.01 "Prevention, reporting
and elimination of abuse and neglect" was complied with. Resident #1 was abused
by a Personal Support Worker during care. Another staff member observed this
abuse and reported it to the Registered Practical Nurse (RPN). The RPN assessed
the resident and no injury was noted, however did not report the incident verbally or in
writing, according to the home's policy.

The policy stated that "on becoming aware of abuse or suspected abuse, the
person(s) first having knowledge of this shall immediately inform the Supervisor, or if
not available, the Registered Nurse IN-Charge. The Administrator and Medical
Director will be immediately notified of the incident." The notification to the Reqistered
Nurse IN-Charge, Administrator and Medical Director did not occur until one day after
the incident.

The policy stated that "the person first having knowledge of the abuse shall
immediately prepare a signed, dated statement indicating all information witnessed or
acquired after verbally reporting the incident." The RPN did not verbally report or
document anything in the resident's clinical record to indicate abuse had occurred or
the actions taken in response to the abuse. The RPN did not follow the home's policy.
[s. 20. (1)]

Issued on this 17th day of January, 2013
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