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Date(s) of inspection/Date(s) de inspection No/ No de Pinspection Type of Inspection/Genre
I'inspection d'inspection
Sep 6,7, 20, Oct 4, 11, 20, 21, 22, 2011 2011_103164_0004 Critical Incident

LicenseefTitulaire de permis

MILL CREEK CARE CENTRE
286 Hurst Drive, BARRIE, ON, L4N-0Z3

Long-Term Care Home/Foyer de soins de longue durée

MILL CREEK CARE CENTRE
286 Hurst Drive, BARRIE, ON, L4AN-0Z3

Name of Inspector{s)/Nom de Pinspecteur ou des inspecteurs
_GLORIA STILL (164)

!nspectlon Summ::‘ryl_”esum"'_' 'de I’inspectlo_"

Th.c_l purpose of this lnspectlon was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care, Registered
Staff, PSW staff, Social Service Co-ordinator, Private Duty PSW, Subject residents

During the course of the inspection, the inspector(s) reviewed: the Home's Abuse or Neglect Policy, Responsive
Behaviour Program, Residents® Health Records, the Home's internal investigation. Observed residents.

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

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.
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WN —: Written Notﬂ' cahon
VPG Voluntary Plan of Correctlon o
DR - Director Referral .00 [

i WN-— Avis ecrtt P
= VPG = Plan'de. redressement volontalr
i i DR— Alguillage au diracteur.
‘CO— " Compliance Order -~ .~ T e -~ |CO = Ordre de conformite
WAD = Work and Actswty OFder i s WAO Ordres'travaux'etacllwles
‘Non- compllance w;th requ1rements under the Long—Term Care

LTCHA® mcludas the requirements; contamed inthe items Ilsted in
‘the definition of "reqmrement under thls Act" in subsection: 2(1)
of the LTCHA ) : AR

WN #1: The Llcensee has failed to comply wnth LTCHA, 2007 5.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8, s.6 (7).

Findings/Faits saillants :

1. The licensee did not ensure that the care set out in the plan of care was provided to an identified resident. The plan of
care indicated an identified resident with responsive behaviour was to be referred for assessments.

WN #2: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 19. Duty to protect
Specifically failed to comply with the fellowing subsections:

s. 19. (1) Every licensee of a long-term care home shall protect residents from abuse by anyone and shall
ensure that residents are not neglected by the licensee or staff. 2007, ¢. 8, s. 19 (1).

Findings/Faits saillants :
1. The licensee failed to protect an identified resident from abuse by a co-resident.

WN #3: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.B, s. 20. Policy to promote zero
tolerance

Specifically failed to comply with the following subsections:

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 :

1. The licensee did not adhere to the Home's policy for Abuse or Neglect by ensuring the physician was notified of an
incident of resident o resident physical abuse.
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WN #4: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 24. Reporting certain matters to
Director
Specifically failed to comply with the following subsections:

5. 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 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.

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

Findings/Faits saillants :
1. The licensee did not immediately report an incident of resident to resident abuse to the Director as required.

WN #5: The Licensee has failed to comply with O_.Reg 79/10, s. 8. Policies, etc., to be followed, and records
Specifically failed to comply with the following subsections:

s. 8. {1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or
otherwise put in place any plan, policy, protocol, procedure, strategy or system, the licensee is required to

ensure that the plan, policy, protocol, procedure, strategy or system,
{a) is in compliance with and is implemented in accordance with applicable requirements under the Act; and

{b) is complied with. O. Reg. 79/10, s. 8 {1).
Findings/Faits saillants :

1. The licensee did not ensure that the Home's policy and procedure for responsive behaviour was followed. An
identified resident involved in an incident of resident to resident abuse was not assessed for responsive behaviours on

admission as required.

Issued on this 15th day of November, 2011

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