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o . Inspection Summary/Résumé de P'inspection

The purpose of this lnspectlon was to conduct a Complamt mspectlon

This inspection was conducted on the following date(s): December 11, 12, 2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Registered Nursing Staff, Dietary Aides, Personal Support Workers,
Housekeeping Aide, Residents

During the course of the inspection, the inspector(s) observed the provision of
care to residents, reviewed clinical records, reviewed the home's policies related
to resident abuse and neglect and responsive behaviours.

The following Inspection Protocols were used during this inspection:
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Findings of Non-Compliance were found during this inspection.

_ NON-COMPLIANCE /NN - RESPE

,._;ment vo]ontaire --

p‘rend les: emgences
ments enumeres‘ i

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s.
20. Policy to promote zero tolerance
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Specifically failed to comply with the following:

s. 20. (2) At a minimum, the policy to promote zero tolerance of abuse and

neglect of residents,

(a) shall provide that abuse and neglect are not to be tolerated; 2007, c. 8, s. 20
(2).

(b) shall clearly set out what constitutes abuse and neglect; 2007, c. 8, s. 20 (2).
(c) shall provide for a program, that complies with the regulations, for
preventing abuse and neglect; 2007, c. 8, s. 20 (2).

(d) shall contain an explanation of the duty under section 24 to make mandatory
reports; 2007, c. 8, s. 20 (2).

(e) shall contain procedures for investigating and responding to alleged,
suspected or witnessed abuse and neglect of residents; 2007, c. 8, s. 20 (2).

(f) shall set out the consequences for those who abuse or neglect residents;
2007, c. 8, s. 20 (2).

(g) shall comply with any requirements respecting the matters provided for in
clauses (a) through (f) that are provided for in the regulations; and 2007, c. 8, s.
20 (2).

(h) shall deal with any additional matters as may be provided for in the
regulations. 2007, c. 8, s. 20 {2).

Findings/Faits saillants :

1. The licensee failed to ensure that the policy to promote zero tolerance of abuse and
neglect of residents shall contain an explanation of the duty under section 24 of the
Act to make mandatory reports. [s. 20. (2) (d)]

The home's abuse policy #L.TC-015-B01, titled Staff Reporting and Whistleblowing
Protection, dated September 07, 2011 states that staff should be aware that section
24 (1) of the LTCH Act requires ‘certain' persons to make immediate reports to the
MOHLTC Director. Policy #LTC-015-B01 sets out who 'certain’ staff to which the
requirement under section 24(1) does not apply and includes staff as employees of
the licensee. Staff are directed to report any suspected abuse 1o their immediate
supervisor. An interview with the Administrator confirmed that staff are directed to
report any alleged or suspected resident abuse or neglect to their immediate
supervisor as in accordance to the home's policy #LTC-015-B01. [s. 20. (2)]
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WN #2: The Licensee has failed to comply with O.Reg 79/10, s. §3. Responsive
behaviours

Specifically failed to comply with the following:

s. 53. (4) The licensee shalil ensure that, for each resident demonstrating
responsive behaviours,

(a) the behavioural triggers for the resident are identified, where possible; O.
Reg. 79/10, s. 63 (4).

(b) strategies are developed and implemented to respond to these behaviours,
where possible; and O. Reg. 79/10, s. 53 (4).

(c) actions are taken to respond to the needs of the resident, including
assessments, reassessments and interventions and that the resident’s
responses to interventions are documented. O. Reg. 79/10, s. 53 (4).

Findings/Faits saillants :

1. The licensee failed to ensure that for each resident demonstrating responsive
behaviours, strategies are developed and implemented to respond to these
behaviours. [s. 53. (4) (b)]

Staff interviews and clinical record review identified resident #002 as having
responsive behaviours. Staff indicated that resident #002's responsive behaviours
would increase and continue when he/she was required to remain in the dining room
during meals. Staff indicated that resident #002 had an identified trigger for his/her
responsive behaviours, however staff were unable to address the trigger until the meal
service completed and staff were available. Staff confirmed that there were no other
strategies developed or implemented to respond to resident #002's responsive
behaviours. [s. 53. (4) (b)]
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issued on this 7th day of January, 2014

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

Page 5 ofide 5



