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Thé purpose of this inspection was to conduct a Complaint inspection,.

During the course of the inspection, the inspector{s) spoke with Administrator, Director of Care (DOC),
Assistant Director of Cares (ADOC), Registered staff, Personal Support Worker (PSW) and resident.

During the course of the inspection, the inspector(s) Reviewed resident’s clinical chart, reviewed home's policy
and procedure related to Resident Abuse, reviewed internal incident and investigation reports, observed care,
toured the home, and observed staff in routine duties.

H-001654-11 '

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 / NON-RESPECT DESEXIGENCES .
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WN- Wriien Notfication ~~ - e | WN - Avis arit © :
VPC — Voluntary Plan of Correctton ' T o VPC Plan de redressemem vo[onta:re
DR — " Director Referral E : DR A:gutl!age au d[recteur cn
CO = ‘Compliance Order - _ - AR CO—.- ‘Ordre de conformité SRR
WAOQ —Work and Activily Ordar L i '_ﬁ; WAO = Ordres : travaux et activités.

Nen-compliance wilh requiremenis under. the Long-Term Care Le non-respec[ des ex;gences de la L01 de 2007 sur les foyers de .
Homes Act, 2007 (LTCHA) was found. (A reqmrement under 1he soins de Jongue durée: (LFSLD) a 6té constaté. (Une exigence de la;
LTCHA includes the requlrements contained in-the iterns listed in|loi comprend les exigences qui font partie des éléments énumeres
the defipition of * requurement under thls Act" in subsectlon 2{1} dans la définition de « exigence prévue par la presente [ou », au

of the LTCHA ) """ S Anii paragraphe 2(1)dela LFSLD : ;

The fo]lowmg consmutes wntten notlf catlon of non—comphance Ce QU[ su[t constltue un avis ecnt de non respect aux iermes du
under paragraph 1 of sectton 152 of the LTCHA s paragraphe 1 de iartlcle 152 de la LFSLD .

WN #1: The Licensee has failed to compiy with LTCHA, 2007 8.0, 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 resudent by anyone or neglect of a resident by the licensese 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, ¢. 8, ss. 24 (1), 195 (2).

Findings/Faits saillants :

1. An al!egafion of abuse towards a female resident by a male resfdent was reported by staff to the licensee in 2011,
however the licensee failed fo report the incident to the director immediately, .

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 all abuse of a resident by
anyone that results in harm or risk of harm to the resident in reported to the director immediately,, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents
Specifically failed to comply with the following subsections:

s.97. (1) Every licensee of a long-term care home shall ensure that the resident’s substitute decision-maker, if
any, and any other person specified by the resident,

(a) are notified immediately upon the licensee becoming aware of an alleged, suspected or witnessed incident

~ of abuse or neglect of the resident that has resulted in a physical injury or pain to the resident or that causes
distress to the resident that could potentially be detrimental to the resident’s health or well-being; and

(b) are notified within 12 hours upon the licensee becoming aware of any other alleged, suspected or witnessed
incident of abuse or neglect of the resident, O. Reg. 79/1¢, 5. 97 (1).
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Findings/Faits saillants ;
1. The resident's substitute decision-maker was not notified according to legislative requirements of allegation of abuse.

An allegation of abuse towards a female resident by a male resident was reported by the staff to the licensee in 2011,
however the family of the female resident were not informed regarding the incident untit several days later.

Additional Required Actions:

"VPC - pursuant to the Long-Term Care Homes Acft, 2007, S.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance fo ensure the resident's substitute
decision maker is notified within 12 hours upon the licensee becoming aware of any alleged, suspected or

- witnessed incident of abuse of the resident,, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours
Specifically failed to comply with the following subsections:

- 8.53. (1) Every licenses of a long-term care home shall ensure that the following are developed to meet the
needs of residents with responsive behaviours:

1. Written approaches to care, including screening protocols, assessment, reassessment and identification of
behavioural triggers that may result in responswe behaviours, whether cognitive, physical, emotlonai social,
environmental or other.

2. Written strategies, including techniques and interventions, to prevent, minimize or respond to the responsive
behaviours.

3. Resident monitoring and internal reporting protocols.

4, Protocols for the referral of residents to specialized resources where required. 0. Reg. 79/10, s, 53 (1).

Findings/Faits saillants :

1. An idendified resident was referred for Psycho-geriatric assessment in 2011 due to responsive behaviours, however
the referral for the assessment was not completed by the staff. No further assessment of the resident was conducted to
determine the risk of his behaviours towards other resident's in the home. The home failed to follow protocols to ensure
the referral for specialized resources for the resident was completed. .

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2607, é.8, s.152(2) the licensee is hereby
requesfed to prepare a written plan of correction for achieving compliance to ensure that the home develops
protocols for all residents requiring referral for spec;ahzed resources and are implemented, to be implemented
voluntan.’y

WN #4: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, c.8, s. 6. Pian of care
Specifically failed to comply with the following subsections:

s. 6. (11) When a resident is reassessed and the plan of care reviewed and revised,

(a) subsections (4) and (5) apply, with necessary modifications, with respect to the reassessment and revision;
and

(b) if the plan of care is being revised because care set out in the plan has not been effective, the licensee shall
ensure that different approaches are considered in the revision of the plan of care. 2007, c. 8, s. 6 (11}.

Findings/Faits saillants :

1. The plan of care for an identified resident was rewewed and revised between December 2010 to August 2011 related
to inappropriate behaviours. Interventions and strategies identified in the plan of care have not been effective. The home
has failed to ensure that different approaches related to managing the resident's behaviors have been considered in the
revision of the care plan.

Page 3 of 4



;\-— | Ministry of Health and Ministére de la Santé et des

f__, Long-Term Care Soins de longue durée
[/ Onta rlo Inspection Report under ~ Rapport d’inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de iongue

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure when the plan is revised
because the care set out in the plan has not been effective, the licensee shall ensure that dtfferent approaches
are considered in the revision of the plan of care, to be implemented voluntarily.

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 98. Every licensee of a long-term care home
shall ensure that the appropriate police force is immeadiately notified of any alleged, suspected or witnessed
incident of abuse or neglect of a resident that the ilcensee suspects may constitute a criminal offence. O. Reg.
79[10 s. 98,

Findings/Faits saillants :

1. An incident of abuse, towards a female resident by reSIdent a male reSIdent was reported by staff to the licensee in
2011, howsver the licensee failed to ensure that the appropriate police force was immediately notified.

Issued on this 21st day of September, 2011

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

Ny 77
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