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EXTENDICARE (CANADAY) INC.
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Long-Term Care Home/Foyer de soins de longue durée

EXTENDICARE HALTON HILLS
9 Lindsay Court, Georgetown, ON, [ 7G-6G3
Name of Inspector(s)/Nom de |'inspecteur ou des inspecteurs

LALEH NEWELL (147) RlCHARD HAYDEN (127}
Inspectlon SummaryiResume de I’mspectlon

The purpose of thlS mspectlon 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 Care {ADOC), Registered Staff, Personal Support Workers (PSW), Residents and Families.

During the course of the inspection, the inspector(s) Interviewed Administrator, Director of Care, Assistant
Director of Care, Personal Support Workers, Registered Staff, residents and families, reviewed clinical chart and
progress notes, reviewed Policy and Procedure related to Resident Abuse, Responsive Behaviour and Perseonal
Hygiene/Grooming.

H-002353-11
H-000417-12

Note: An Environmental Inspection was conducted by Inspector #127 concurrently with this inspection.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Housekeeping

Personal Support Services

Prevention of Abuse, Neglect and Retaliation
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Findings of Non-Compliance were found during this inspection.

NON COMPLIANCE { NON-RESPECT DES EXIGENCES

Legond . . f T Legendé
WN = Wntten Nottf catlon . L AR : : i WN Aws écrlt :
VRC - Voluntary Plan of Correctnon R . :|VPC = Plande red_re_ssemant volcntanre

DR = "‘Director Referral  *uoo s . DU DR=" A|guulage audirecteur
co= Compllance QOrder Sl MGG — Ordre) de conforrmté o
WAQ -~ Work and:Activity Order IWAOQ.—- Ordres - travaux et activités -

Non- compltance with requirements under the: Long-Term Care " [Le _non_-_re_sp_efq d_e_a e_mge_n_ce_s de [a Loi de 2007 sur les foyers de
Homas Act, 2007 (LTCHA) was found.: (A requirement under the|soins de langue durée (LFSLD}'a' 6té constaté. (Une exigence de la
LTCHA includes the requirements. contained in the items listed in |loi comprend les exigences qui font partie des eléments énumérés
the definition‘of. "requlrement under this Act" n. subsectton 2(1) dans la définition de « eXIgence prevue par ia presente Io: P, au

of the LTCHA S B : ; paragraphe 2(1) de la LFSLD :

The followmg constttutes wntten notlf cat:on of non- comphance. Ce quu sutt constttue un avis &crit de non-respect aux termes du
under paragraph 1 of sectton 152 of the LTCHA SO R R T paragraphe 1 de l'article ‘152 de la LFSLD SRR -

WN #1: The Licensee has fai!ed to comp[y with LTCHA, 2007 S.0. 2007, c.B, 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, ¢. 8, 5. 6 (7).

Findings/Faits saillants ;

1. The Licensee failed to ensure that the care set out in the plan of care was provided to the resident as specified in the
plan. [s. 6(7)]

a. The care set out in the plan of care related to bathing and foot care for an identified resident was not provided to the
resident as specified in the resident's plan of care.

b.The plan of care indicated the resident will be bathed/showered twice a week and have nail care provided at the first
bath day of the week.

c. Review of the PSW flow sheets for a seven week period indicated the resident only received a total of four showers
and nail care five times. The progress notes do not support that ofher strategies were used o provide the resident with
additional personal hygiene care,

d. The resident developed an infection on both feet requiring medicated cream to be applied,

Additional Required Actions:

VPC - pursuant fo the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested fo prepare a wriften plan of correction for achieving compliance to ensure that the care set out in the
plan of care is provided to the resident as specified in the plan, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 24. Reporting certain matters to
Director
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Specifically failed to comply with the following subsections:

s. 24. (1) A person who has reasonable grounds to suspeact that any of the following has occurred or may occur
shall immaediately 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 faifed to ensure that when 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;
abuse of a resident by anycne or neglect of a resident by the licensee or staif that resulted in harm or a risk of harm to
the resident. [s. 24. (1} 2]

a. On three occasions in 2012 two identified residents who were incapable of consenting fo a sexual act, was observed
on all occasions by a Personal Support Worker, being touched inappropriately by another resident. The charge nurse
was made aware of the incidents and interventions put in place to prevent the incident from occurring. However, the
incident were not reported o the Director.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested fo prepare a writfen plan of correction for achieving compliance ensuring that abuse of a resident by
anyone Is reported immediately to the Director, to be implemented voluntarily.

Issued on this 31st day of July, 2012

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

ALzl
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