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Licensee/Titulaire de permis

KNOLLCREST LODGE LIMITED
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Long-Term Care Home/Foyer de soins de longue durée

KNOLLCREST LODGE
50 WiLLIAM STREET, MILVERTON, ON, NOK-1M0

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
ELIZABETH ELVIDGE (121)

Inspection Summary/Résumé de i’_ins:'p'ect'ioh '

The purpose of this inspection was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with The Administrator and the Charge Nurse.

During the course of the inspection, the inspector(s) Reviewed the submitted Critical Incident with the Administrator
and the Charge Nurse, reviewed the abuser resident's progress notes and chart, reviewed part of the VPCs from a

previous inspection related to abusefneglect.

The following Inspection Protocols were used in part or in whole during this inspection;
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

NON COMPLIANCE { NON- RESPECT DES EXIGENCES

Dafmtlons S ' e T Défnltmns T

WN — Written Notification U WN —  Avis écr[t O
VPC — Voluntary Plan of Corraction & o0 e L VPC = Plande redressement volontaire
DR —  Birector Referral T A o DR = - Aiguillage au dlrecteur e :
CO~ Compliance Order -~ -5 0 . 00 2]CO =" Ordre de conformité :
WAO — Work and Activity Order e o | WAO = Ordres : iravaux et actmtés
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Non-compliance with requirements under the Long-Term Care Homes [Le non-tespect des exigences de la Lol de 2007 sur les foyers de
Act, 2007 (LTCHA) was found. {A reguirement under the LTCHA ‘Isoins de longue durée (LFSLD) a 616 constaté. (Une exigence de |a
includes the requirements contained in the items listed in the definition . {lof comprend les exigences qui font partie des éléments énumérés .
of "requ_irement 1'md_e; this Act™ in subsection 2(1) of the LTCHA.) " - jdans fa déf nition dé « exngence prevue par la présente 10| viau o j
' ' : . : o Lol paragraphe 2(1) de fa LFSLD -

The following constitutes wntten notification of non comphance under B Ce qun su:t constntue un avis ecnt de non respect aux termes du -
paragraph 1 of sectton 152 of the LTCHA R, paragraphe 1. cie ! amole 152 de Ia LFSLD : S

WN #1: The Licensee has failed to comply wuth LTCHA, 2007 5.0, 2007, c. 8 s. 23. Licensee must investlgate, respond
and act

Specifically failed to comply with the following subsections:

8. 23. (2} Alicensee shall report to the Director the results of every investigation undertaken under clause {1) (a), and
every action taken under clause (1) (b). 2007, c. 8, s. 23 {2).

Findings/Faits sayants ;

1. Jub 19, 2011 - 15:36 - The resulis of the police investigation not reported. .
2. Jul 19, 2011 - 15:23 - The Critical incident report was not amended to reflect the results of the abuse investigation.

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. (2) The licensee shall ensure that the resident and the resident’s substitute decision-maker, if any, are notified
of the results of the investigation required under subsection 23 (1) of the Act, immediately upon the completion of the
investigation. 0. Regq. 79/10, s. 97 (2).

Findings/Faits sayants :

1. Jut 19, 2011 - 156:18 - No evidence in the progress notes or the Critical Incident report that the abused resident's SDM was
notified upon completion of the investigation.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 104. Licensees who report investigations under s. 23
{2) of Act
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Specifically failed to comply with the following subsections:

s. 104, {1) In making a report to the Director under subsection 23 (2) of the Act, the licensee shall include the
following material in writing with respect to the alleged, suspected or witnessed incident of abuse of a resident by
anyone or neglect of a resident by the licensee or staff that led to the report:

1. A description of the incident, including the type of incident, the area or location of the incident, the date and t;me of
the incident and the events leading up to the incident.

2. A description of the individuals involved in the incident, including,
i. names of all residents involved in the incident,

it. names of any staff members or other persons wheo were present at or discovered the incident, and

iti. names of staff members who responded or are responding to the incident.

3. Actions taken in response to the incident, including,

i. what care was given or action taken as a result of the incident, and hy whom,

ii. whether a physician or registered nurse in the extended class was contacted,

iii. what other authorities were contacted about the incident, if any,

iv. whether a family member, person of importance or a substitute decision-maker of any resident involved in the
incident was contacted and the name of such person or persons, and

v. the outcome or current status of the individual or individuals who were involved in the incident.

4, Analysis and follow-up action, including,

i. the immediate actions that have been taken to prevent recurrence, and

ii. the long-term actions planned to correct the situation and prevent recurrence.

5. The name and title of the person making the report to the Director, the date of the report and whether an inspector
has been contacted and, if so, the date of the contact and the name of the inspector. O. Reg. 79/10, 5. 104 {1).
Findings/Faits sayants :

1. Jul 19, 2011 - 15:28 - The report did not include the outcome or current status of the individuals who were involved in the
incident.

2. Jul 19, 2011 - 15:26 - The report did not include the location of the incident nor the events leading up o the incident.

Issued on this 19th day of July, 2011

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