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2011_056158_0017 Mandatory Reporting 

EXTENDICARE NORTHWESTERN ONTARIO INC 
333 York Street SUDBURY ON P3E-4S4 
Long-Term Care Home/Foyer de soins de longue duree 

EXTENDICARE FALCONBRIDGE 
281 FALCONBRIDGE ROAD, SUDBURY. ON, P3A-5K4 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

The purpose of this inspection was to conduct a Mandatory Reporting inspection. 

During the course of the inspection, the inspector(s) spoke with the Director of Care (DOC), the Assistant 
Director of Care (ADOC), Registered Nurses (RN), Registered Practical Nurses (RPN), Personal Support Workers 
(PSW), and residents. 

During the course of the inspection, the inspector(s) reviewed two residents' health care records, the critical 
incident reports sent to the Ministry of Health and Long Term Care (MOHL TC), the home's Fall Prevention and 
Management policy, the home's resident Abuse Policy (RES-02-06-01), and the RN and RPN staffing schedules. 

The following Inspection Protocols were used during this inspection: 
Falls Prevention 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

Page 1 of7 



~ 

t > r Ontario 

Legend 

VYN<~· Written NotificaUon ;:,:.\ ;\ ii·•·• .• 

VPC- Voluntary PlamoiQor.~11··. 
DR_.:, . DirectorReferral ··•··· • • ¥'" • 

co -Y Cotrip!larice Order 
WAO-Work andActi\li.fyOrder . 

Non,.&in~hance:witnrequir:emerits,' ... 
Homes Ac(2007i(ETC::HA) was found:, ( 
L TCHA includes. tl,ler;!3,!J~irements contained i 
the definitiomof:;"reqafrerrient underthis,Avtitdr1 
of the LTCl:f~)./,::.· • •••• ,+:;;J,<J•+N•"'•' • 

Ministry of Health and 
Long-Term Care 

Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 les 
foyers de soins de longue 

WN- Avis llcnt< "'' • ''"'" •• 
i . VPC - Plan de·redressernecot;yq!ontaire 

0R-" ·•'Aiguillageciu directeur:•:;· 
co - • Ordre .qe . ite • 

, VYA9 ~ Qrores'':" et activites 

at:~are .. ,,.~ ft;;;pffi=f~petJfdes exigences de laLoi (!~~ sur{es.foyers de 
• • er•the soiris·de lorigue dtiree:'{~ti')a et~ coostate. {Unee~gencede la 

• loi com pr ' , .····s·qui font' partie des elemeo~ enu.m~res •• • 
•· ,Q~As.lat. eX.igen913 ~~~we par: lat•presente Jf)j ~i;.<JU 
paragra.p.he 2.(:1Jde la LFSL:.a::""'' •• . ;· }l•f''"'0 '••·· 

The fiillowing constiMes written nQtlfi.~tion of non:compliance 
under paragraph '.l.of.$ec~KifP'f52'·of.th&kl:CHA. • • '"' • 

• . . . • ••• • •• .,..,,,x,,,%,, •• > .1·.:\">:,r·,:.'):;?,.&:ff'?f:'t'.~· 

'''.',."< ·t·',. ''·'·'" ~' <;\j/.<\;::zr,~~~·~tf" •c•c':, <'\++}rt ,· ' 
. Ce q,1..1i suit constitue ,un a'vis'ecrit <le'iAorNespect auxtermes d.u , 
paragraphe,,,~:;ra1«¢Ie 152 de lahFSLO. • • ,. , •• • 

, , , ',,,,,,' ·. (/it>::1,t,,J,s, 

WN #1: The Licensee has failed to comply with L TCHA, 2007 5.0. 2007, c.8, s. 3. Residents' Bill of Rights 
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s. 3. (1) Every licensee of a long-term care home shall ensure that the following rights of residents are fully 
respected and promoted: 
1. Every resident has the right to be treated with courtesy and respect and in a way that fully recognizes the 

resident's individuality and respects the resident's dignity. 
2. Every resident has the right to be protected from abuse. 
3. Every resident has the right not to be neglected by the licensee or staff. 
4. Every resident has the right to be properly sheltered, fed, clothed, groomed and cared for in a manner 
consistent with his or her needs. 
5. Every resident has the right to live in a safe and clean environment. 
6. Every resident has the right to exercise the rights of a citizen. 
7. Every resident has the right to be told who is responsible for and who is providing the resident's direct care. 
8. Every resident has the right to be afforded privacy in treatment and in caring for his or her personal needs. 
9. Every resident has the right to have his or her participation in decision-making respected. 
10. Every resident has the right to keep and display personal possessions, pictures and furnishings in his or 
her room subject to safety requirements and the rights of other residents. 
11. Every resident has the right to, 
i. participate fully in the development, implementation, review and revision of his or her plan of care, 
ii. give or refuse consent to any treatment, care or services for which his or her consent is required by law and 

to be informed of the consequences of giving or refusing consent, 
iii. participate fully in making any decision concerning any aspect of his or her care, including any decision 

concerning his or her admission, discharge or transfer to or from a long-term care home or a secure unit and to 
obtain an independent opinion with regard to any of those matters, and 
iv. have his or her personal health information within the meaning of the Personal Health Information Protection 

Act, 2004 kept confidential in accordance with that Act, and to have access to his or her records of personal 
health information, including his or her plan of care, in accordance with that Act. 
12. Every resident has the right to receive care and assistance towards independence based on a restorative 
care philosophy to maximize independence to the greatest extent possible. 
13. Every resident has the right not to be restrained, except in the limited circumstances provided for under this 

Act and subject to the requirements provided for under this Act. 
14. Every resident has the right to communicate in confidence, receive visitors of his or her choice and consult 
in private with any person without interference. 
15. Every resident who is dying or who is very ill has the right to have family and friends present 24 hours per 

day. 
16. Every resident has the right to designate a person to receive information concerning any transfer or any 
hospitalization of the resident and to have that person receive that information immediately. 
17. Every resident has the right to raise concerns or recommend changes in policies and services on behalf of 

himself or herself or others to the following persons and organizations without interference and without fear of 
coercion, discrimination or reprisal, whether directed at the resident or anyone else, 
i. the Residents' Council, 
ii. the Family Council, 
iii. the licensee, and, if the licensee is a corporation, the directors and officers of the corporation, and, in the 

case of a home approved under Part VIII, a member of the committee of management for the home under section 
132 or of the board of management for the home under section 125 or 129, 
iv. staff members, 
v. government officials, 
vi. any other person inside or outside the long-term care home. 
18. Every resident has the right to form friendships and relationships and to participate in the life of the long-

term care home. 
19. Every resident has the right to have his or her lifestyle and choices respected. 
20. Every resident has the right to participate in the Residents' Council. 
21. Every resident has the right to meet privately with his or her spouse or another person in a room that 
assures orivacv. 
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22. Every resident has the right to share a room with another resident according to their mutual wishes, if 
appropriate accommodation is available. 
23. Every resident has the right to pursue social, cultural, religious, spiritual and other interests, to develop his 

or her potential and to be given reasonable assistance by the licensee to pursue these interests and to develop 
his or her potential. 
24. Every resident has the right to be informed in writing of any law, rule or policy affecting services provided to 
the resident and of the procedures for initiating complaints. 
25. Every resident has the right to manage his or her own financial affairs unless the resident lacks the legal 

capacity to do so. 
26. Every resident has the right to be given access to protected outdoor areas in order to enjoy outdoor activity 
unless the physical setting makes this impossible. 
27. Every resident has the right to have any friend, family member, or other person of importance to the 
resident attend any meeting with the licensee or the staff of the home. 2007, c. 8, s. 3 (1). 

Findings/Faits saillants : 

1. The licensee did not ensure that a resident's right to be protected from abuse was provided. 
A resident's progress notes identified that the resident became verbally aggressive to staff over the closing of the privacy 
curtain when the staff attended to the resident's roommate's care needs. The resident also threatened the staff with a 
stool "used when feeding residents", which the staff retrieved. It was then documented that the resident was found 
leaning over their roommate's bed uttering death threats. 
The resident's progress notes further identified that the threats to "kill" the roommate continued and approximately four 
hours later, the resident became physically aggressive when the resident slammed their bedroom door shut when a 
PSW went to investigate the closed bedroom door. 
The resident's roommate's progress notes identified that they were fearful of the resident's actions and did not feel safe. 
As per the resident's progress notes, the resident remained in the room watching T.V and was not removed from the 
situation or relocated to another area of the home as directed in the home's Resident Abuse policy 02-06-01. 
The ADOC identified to the inspector on October 27/11 that one to one supervision was provided to the resident and the 
roommate throughout the incident, however, the mandatory incident report submitted by the home to the MOHL TC 
identified that when the PSWs returned from a break or their rounds, they sat in the hall documenting on the computer 
which was located on the wall across from the resident's bedroom with the door opened. 
The resident's plan of care did not identify or address interventions to manage aggression related to the closure of the 
privacy curtain. 
The resident's roommate's plan of care did not address the fear nor identify interventions to be protected from the 
resident. 
[ L TCHA 2007, S.O. 2007, c.8, s.3(1 )2] 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance ensuring that all residents are 
protected from abuse, to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 24. Reporting certain matters to 
Director 
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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 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. 
An incident of resident to resident emotional abuse was reported to the Ministry of Health and Long Term Care 
(MOHL TC) four days post incident and not immediately. 
[ L TCHA 2007, S.O. 2007, c.8, s.24(1)] 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 96. Policy to promote zero tolerance 
Every licensee of a long-term care home shall ensure that the licensee's written policy under section 20 of the 
Act to promote zero tolerance of abuse and neglect of residents, 
(a) contains procedures and interventions to assist and support residents who have been abused or neglected 

or allegedly abused or neglected; 
(b) contains procedures and interventions to deal with persons who have abused or neglected or allegedly 

abused or neglected residents, as appropriate; 
(c) identifies measures and strategies to prevent abuse and neglect; 
(d) identifies the manner in which allegations of abuse and neglect will be investigated, including who will 
undertake the investigation and who will be informed of the investigation; and 
(e) identifies the training and retraining requirements for all staff, including, 
(i) training on the relationship between power imbalances between staff and residents and the potential for 

abuse and neglect by those in a position of trust, power and responsibility for resident care, and 
(ii) situations that may lead to abuse and neglect and how to avoid such situations. 0. Reg. 79/10, s. 96. 

Findings/Faits saillants : 

1. The home's Resident Abuse policy (RES-02-06-01) fails to identify the training and retraining requirements for all staff 
related to the relationship between power imbalances between staff and residents and the potential for abuse and 
neglect by those in a position of trust, power and responsibility for resident care. 
[ 0. Reg 79/10, s.96 (e) i] 

The home's Resident Abuse policy ( RES-02-06-01) fails to identify the training and retraining requirements for all staff 
on the situations that may lead to abuse and neglect and how to avoid such situations. 
[ 0. Reg 79/10, s.96 (e) ii] 

The home's "Resident Abuse" policy ( RES-02-06-01 ), fails to identify measures and strategies to prevent abuse and 
neglect. 
[ 0. Reg 79/10, s.96 (c)] 

WN #4: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 
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s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each 
resident that sets out, 
(a) the planned care for the resident; 
(b) the goals the care is intended to achieve; and 
(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

Findings/Faits saillants : 

1. The licensee failed to ensure that a written plan of care set out clear directions to staff and others who provide direct 
care to a resident. 
A resident's plan of care identified fall prevention strategies related to unsteady gait. Rehabilitative interventions such as 
strength and balance exercises were also identified, however, the resident's uncooperativeness and refusal to attend or 
perform the exercises was not included or addressed in the plan of care. Clear direction to manage refusal of care 
related to unsteady gait was not provided to staff. 
[ L TCHA 2007, S.O. 2007, c.8, s.6(1 )(c)] 
2. A resident's plan of care did not identify or address the resident's triggers of anger or agitation. 
The resident's plan of care identified "verbal responsiveness" as degrading staff and swearing related to the resident 
wanting their independence when performing AOL's (Activities of Daily Living). 
The resident shared a room with another resident. 
The resident's progress notes identified that the resident became verbally abusive to the staff when the privacy curtain 
was pulled when the staff attended to the resident's roommate's continence care needs in bed. 
An incident of resident to resident emotional abuse occurred three weeks later, whereby, the resident was observed by a 
PSW to threaten to "kill" the roommate related to the privacy curtain's closure. 
The resident's progress notes identified that the resident was upset regarding the return of a male PSW who allegedly 
was involved in a sexual incident. 
There are written reports of the resident's sexual inappropriateness to staff on three different occasions and to a resident 
once. 
On the day that the resident to resident emotional abuse occurred, the resident became verbally aggressive and 
accused staff of having sex with each other. 
The resident's plan of care did not provide clear direction or address all of this sexual fixation or inappropriateness. 
[ L TCHA 2007, S.O. 2007, c.8, s.6(1 )(c)] 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance ensuring that clear direction to 
manage a resident's refusal of care and to identify and manage the triggers of a resident's angry or agitated 
outburst is set out in the resident's written plan of care, to be implemented voluntarily. 

Issued on this 23rd day of January, 2012 
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