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The purpose of this inspection was to conduct a Follow up inspection.
This inspection was conducted on the following date(s): April 16, 17, 18, 22, 2013

During the course of the inspection, the inspector(s) spoke with Director of
Administration(DOA), Director of Care(DOC), Program Manager, Resident
Relations Coordinator, Field Support Representative, Infection Control
Coordinator, Registered Nurse(RN), Personal Support Workers(PSW)and

Residents.

During the course of the inspection, the inspector(s) Reviewed resident health
records, critical incident reports, personnel files and home policy related to
Tuberculin Skin Test.

Completed observations of staff to resident interactions and provision of care.

The following Inspection Protocols were used during this inspection:
Infection Prevention and Control

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

_k_Ordres t“révaux et act[\ntes
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s.
23. Licensee must investigate, respond and act

Specifically failed to comply with the following:

s. 23. (1) Every licensee of a long-term care home shall ensure that,
(a) every alleged, suspected or witnessed incident of the following that the
licensee knows of, or that is reported to the licensee, is immediately
investigated:

(i) abuse of a resident by anyone,

(if) neglect of a resident by the licensee or staff, or

(iii) anything else provided for in the regulations; 2007, c. 8, s. 23 (1).
(b) appropriate action is taken in response fo every such incident; and 2007, ¢
8,s.23 (1).
(c) any requirements that are provided for in the regulations for investigating
and responding as required under clauses (a) and (b) are complied with. 2007,
c.8,s.23 (1).

Findings/Faits saillants :
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1. The licensee did not ensure appropriate action was taken in response to an incident
of alleged verbal abuse.

A review of the Critical Incident Report # 2971-000022-12 indicated staff involved in
an alleged incident of verbal abuse towards Resident #1 received Coaching Letters.
interviews with both personal support workers revealed one had not received a
Coaching letter and the other one was unable to recall receiving a Coaching Letter.
After reviewing the personnel files for the identified staff, the new Director of
Administration confirmed she could not locate a copy of the coaching letters and could
not confirm whether they were provided or not. [s. 23. (1) (b)]

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 appropriate action is taken in response to every
incident of abuse reported to the licensee, to be implemented voluntarily.

WN #2: 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:

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. 2007, c. 8, ss. 24 (1), 195 (2).

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. 2007, c. 8, ss. 24 (1), 1956
(2).

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8, ss. 24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, ss. 24 (1), 195
(2).

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 :
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1. The licensee did not immediately report an allegation of verbal and emotional
abuse to the Director.

A report was received on April 2, 2013 from Resident #4 alleging a personal support
worker argued with the resident during the provision of personal care and disregarded
the resident's requests specific to the care being provided.

During an interview with the resident on April 18, 2013, the resident indicated the
unpleasant interaction between the resident and the staff member diminished the
resident's sense of self worth and involvement in decisions regarding the provision of

care.
The allegation was reported to the home on April 2, 2013 but the Ministry was not

informed until April 5, 2013.
it was confirmed by the Director of Care during interview that the home did not notify

the Ministry immediately. [s. 24. (1)]
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 a person who has reasonable grounds to
suspect that abuse of a resident by anyone that resulted in harm or risk of harm
to the resident is immediately reported to the Director, to be implemented
voluntarily.

THE FOLLOWING NON-CONPLIANCE AND/OR ACTION(S)ORDER(S) HAVE
BEEN COMPLIED WITH/

LES CAS DE NON-RESPECTS ET/OU LES ACTIONS ET/OU LES ORDRES
SUIVANT SONT MAINTENANT CONFORME AUX EXIGENCES:

REQUIREMENT/ |TYPE OF ACTION/ INSPECTION #/ INSPECTOR ID #/
EXIGENCE GENRE DE MESURE  |NO DE L'INSPECTION |NO DE L'INSPECTEUR
O.Reg 79/10s.  |CO #002 2012_103164_0017 153

229, (10)
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LTCHA, 2007 S.0.
2007, ¢.8 5. 23. (1)

CO #001

2012_103164_0017 153

Issued on this 7th day of May, 2013

Signature of Inspector(s)/Signature de Finspecteur ou des inspecteurs
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