Ministry of Health Ministére de la Santé ;)?)

and Long-Term Care et des Soins de longue durée I/k Ontario
. Division de la responsabilisation et de la
Health System Accountability and performance du systéme de santé
Performance Division ) Direction de I'amélioration de la performance
Performance Improvement and Compliance Branch et de la conformité
Ottawa Service Area Office Bureau régional de services de Ottawa
th
347 Preston St., 4™ Floor 347, rue Preston, 4iém étage
Telephone: 613-569-5602 Téléphone: 613-569-5602
Facsimile:  613-569-9670 Télécopieur: 613-569-9670

November 8, 2011

Ms. Carolyn Della Foresta
Administrator

Garden Terrace

100 Aird Place

Kanata ON K2l 4H8

Dear Ms. Della Foresta:

Please find enclosed the Inspection Report-Public Copy for an inspection
conducted on October 26, November 1 and 2, 2011 under the Long-Term Care
Homes Act, 2007 (LTCHA) for the purpose of ensuring compliance with
requirements under the LTCHA. \

This inspection report must be posted in the home, in a conspicuous and easily
accessible location in accordance with the LTCHA, 2007, S.0. 2007, ¢.8, s.79
(1) and (2).

A copy of the Inspection Report-Public Copy must be made available without
charge upon request. The report will also be on file with the Ottawa Service
Area Office, Performance Improvement and Compliance Branch.

Sincerely,

P ITRN

Kathleen Smid
LTC Home Inspector — Nursing

¢ President, Resident’s Council
President, Family Council
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Public Copy/Copie du public
Date(s) of inspection/Date(s) de Inspection No/ No de Pinspection Type of Inspection/Genre
Pinspection d’inspection
Oct 26, Nov 1, 2, 2011 2011_044161_0027 Critical Incident

Licensee/Titulaire de permis

OMNI} HEALTH CARE LIMITED PARTNERSHIP
1840 LANSDOWNE STREET WEST, UNIT 12, PETERBOROUGH, ON, K9K-2M9

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

GARDEN TERRACE

100 Aird Place, KANATA, ON, K2{ -4H8

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

KATHLEEN SMID (161) : B e

. on Surﬁmérleésumé de Pinspection

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

During the course of the inspection, the inspector(s) spoke with the Director of Care.

During the course of the inspection, the inspector(s) conducted two critical incident inspections log # 0-000048
and 0-001736-11

During the course of the inspection, the inspector(s) reviewed the health record of two identified residents.

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.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée

Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les

Homes Act, 2007 foyers de soins de longue
y'lf.fegend' . Legendé

WN Written Notification WN- Avis ecrit

VPo - Voluniary Plan of Correctxon ' . IVPG - Plan de redressement voiontalre
DR- Director Referral ’ . _DR _ Aiguillage au directeur

CO - Compliance Order | 1 Ordre de conformité

WAO — Work and Activity Order WAO — Ordres : fravaux et activités

Non—comphance with requirements 1 under the Long—Term Care |le non-respect des ex&gences delaloide 2007 sur es foyers de

Homes Act, 2007 (L TCHA) was found (A requirement under thelsoins de longue duree (LFSLD) a eté constate. (Une exigence dela
L TCHA includes the requirements contamed in the itemis listed in}loi comprend les GXIQences qu; font partie des elements enumeres
the definition of "requirement under this Act” in subsection 2(1) |dans la définition de « exigence préviie par la presente loi» au
of the LTCHA) |paragraphe 2(1}de la LESLD.

The foltowmg constltutes w tten notxf cation of non-compliance |Ce qui sult constitue un avis ecrit de nol spect aux termes du
under paragraph 1 qf sectnon 152 of the L TCHA. paragraphe 1 de farlicle 152 de Ia LFSLD o

WN #1: The Licensee has falled to comply with LTCHA, 2007 S.0. 2007, c. 8 s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

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 failed to comply with s.24(1)(2) to immediately report the suspicion and the information upon which it was
based regarding the suspected resident abuse of an identified resident, to the Director.

2. An incident of suspected resident abuse occurred on December 31, 2010. A subsequent investigation by the home
was inconclusive.

3. The licensee's Administrator was notified of the suspected resident abuse on December 31, 2010.

4. The Director was not immediately informed of the suspected resident abuse. The Director was notified on January 7,
2011.

(log#0-001736-11)

Issued on this 2nd day of November, 2011
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Signtue of lnspector(s)/Signture de linspecteur ou des inspecteurs

Ministry of Health and
Long-Term Care

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

%&M&M—- \ﬁwﬂi—

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection
prévue le Loi de 2007 les
foyers de soins de longue
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