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Licensee/Titulaire
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Workers and Nursing staff.
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The following Inspection Protocol was used during this inspection:

* Prevention of Abuse, Neglect and Retaliation

The purpose of this visit was to conduct an inspection related to Critical Incident Reports that were submitted {0
the Ministry of Health and Long-term Care.

During the course of the inspection, the inspectors spoke with the acting Director of Care, Personal Support

During the course of the inspection, the inspectors reviewed abuse policies and procedures, staff records, staff
training materials on abuse and resident records.

Findings of Non-Compliance were found during this inspection. The following action was taken:
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~ NON- COMPLIANCE / (Non-respectés)

'VPC Voluntary Plan of Cerrectlon/PEa
‘DR Dlrector Heferrai!F!égisseur envo

_:Acf _2007 (LTCHA) was found (A fequlrement under the LTCHA mcludes
the requirements contained in the iterns fisted in the definition of i contenuss dans’ ies po]nts énumérés dans la.définition de exigence
"requlrement under thls Act” in subs n_'2(1) of the, LTCHA} L :prevus par !a pré ¢ aragraphe 2{1) de la [oi :

WN #1: The licensee has failed to comply -with the LTCHA 2007, S.0., 2007, ¢.8, s5.24(1)2. A person who
has reasonable grounds to suspect that any of the foilowmg has occurred or.may occur shatl ammed;ately
report the susplc:on and the mformation upon which |t is. based to the Dlrector G SRR .

2 Abuse of a re31dent by anyone or negiect of a reszdent by the Ilcensee or staﬁ‘ thet resulted in harm or a nsk
of harm to the resident.” R R - .
Findings:

Two incidents, occurring on the same day, involving the verbal abuse of two separate identified residents was
not reported until four days after the occurrence.

An incident involving the verbal abuse of another identified resident was not reported until two days after the
occurrence.

An incident involving an attempted resident to resident physical abuse by an identified resident was not
reported until eight days after the occurrence. (Identified by Inspector #192)

a Iong-term care home shall protect resnients from abuse by anyone and shaEI ensure that res.ldents are not
neglected by the licensee or staff.” ' :
Findings:

A staff member treated an identified resident with impatience and forcefulness when the resident refused to
go to bed. On the same date, the same staff member also made inappropriate comments to the resident
while conducting personal care. The staff member was suspended. Upon return to work, the staff member
was given counseling on the home’s zero tolerance on abuse. However, on a subsequent date, the same
staff member verbally abused another identified resident by yelling at them. The incident was witnessed by
another staff member. The staff member responsible for the incidents was terminated.

On another date, a resident was yelled at by another staff member. The staff member was suspended.
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