Ministry of Health and Ministére de la Santé et

&) Long-Term Care des Soins de longue durée
*~ Ontario Order(s) of the Inspector Ordre(s) de inspecteur
Pursuant to section 153 and/or Aux termes de Farticle 153 et/ou

section 154 of the Long-Term Care de larticle 154 de Ja Loi de 2007 sur les foyers
Homes Act, 2007, S.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

Health System Accountability and Performance Division
Performance Improvement and Compliance Branch

Rivision de la responsabilisation et de 1a performance du systéme de santé
Direction de I'amélioration de la performance et de la conformité

Pubiic Copy/Copie du public

Name of inspector (iD #} /

Nom de I'inspecteur (No) : MELISSA CHISHOLM (188)

inspection No. /

No de I"inspection : 2012_099188_0025

Type of inspection /

Genre d’inspection: Compiaint

Date of Inspection /

Date de I'inspection : Jui 3, 4, 5, 19, 20, 25, 2012

Licensee / dicare (Caneada) Inc,

Titulaire de permis : Sault-ﬁu-ea-l-luspitafﬁ Ex ten t* 3000 Steeles Avene Eas{‘
999 Clugerr StEast- SAUET-STE-MARIE-ONPOA2ES Suite 300 Marichom 0N

LTC Home L3R 9w

Foyer de SLD : GREAT NORTHERN NURSING CENTRE LIMITED

860 Great Northern Road, Sauit Ste Marie, ON, P6A-5K7
Name of Administrator /
Nom de I'administratrice
ou de I"'administrateur : JACK WILLET

To Seuit-AreaHespitet, you are hereby required to compiy with the foilowing order(s) by the date(s) set out below:
Exlendicare (Conada) Inc.,
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Ministry of Health and Ministére de la Santé et

> Long-Term Care des Soins de longue durée
Ontarlo Order(s) of the Inspector Ordre(s) de 'inspecteur
Pursuant to section 153 and/or Aux termes de larticle 153 etiou

section 154 of the Long-Term Care de larticle 154 de Ja Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, c 8 de soins de longue durée, L.O. 2007, chap. 8

Order #/ Order Type /
Ordre no : 001 Genre d’ordre : Compiiance Orders, s. 153. (1) (b)

Pursuant to / Aux termes de :

LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care

Order / Ordre :

The licensee shali prepare, submit and implement a pian for achiaving compliance with LTCHA 2007, $.0. 2007,
c.8, 5.6. This pian shaii identify how the licensee wili ensure that residents' plans of care will provide clear
direction to staff and that residents are assessed and the written plan of care reviewed and revised at any time
when the residents’ condition changes. This pian shall aiso identify how the licensee will ensure that staff provide
care as specified in the plan of care.

This plan is to be submitted in writing to Long Term Care Homes inspector, Melissa Chishoim, Ministry of Heaith
and Long Term Care, Performance improvement and Compiiance Branch, 159 Cedar Street, Suite 603,
Sudbury, ON, P3E 6AS5 by August 3, 2012 and fully implemented by September 10, 2012,

Grounds / Motifs :

1. Ingpactor reviewed the health care record inciuding the written plan of care for resident #0690. inspector noted
the rasident expearienced increased pain. Inspector noted the health care record indicated that the resident had a
change in condition. inspector noted that the resident’s written plan of care was not reviewed and revised untii
seven days after the change in condition. The licensee faiied to ensure that the resident is assessed and the
written plan of care reviewed and revised at any time when the resident's condition changes. [LTCHA 2007, S.0.
2007, c.8, s.6{10){b)] (188)

2, inspector reviewed the health care record inciuding the written plan of care for resident #0690. Inspector noted
the resident experienced increased pain. inspector noted that the written plan of care was not updated to reflect
this change in the resident's condition and provided direct care staff with ciear direction on the resident's
transferring abilities. inspector noted that the resident's plan of care was not updated to provide new direction to
staff untii seven days after the initiai change in condition. The licenses failed to ensure the pian of care provided
clear direction to staff and others who provide direct care to the resident. {LTCHA 2007, S.0. 2007, c.8, s.6(1)(c)]
(188)

3. Inspector reviewed the plan of care for resident #0013 . inspactor noted the plan of care indicated that staff
are to follow the resident's routine related to a smoking preference. It identified the rasident is at risk for failing if
staff do not follow this routine. Inspector observed the established routine was not followed. The resident was not
assisted as specified in the plan of care. The licenses failed to ensure the care is provided to the resident as
specified in the pian. [LTCHA 2007, $.0. 2007, c.8, s.6(7)) (188)

This order must be compiied with by /
Vous devez vous conformer a cet ordre d’ici le : Sep 10, 2012
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Ministry of Health and Ministére de la Santé et

g) Long-Term Care des Soins de longue durée
Ontario Order(s) of the Inspector Ordre(s) de 'inspecteur
Pursuant to section 153 and/or Aux termes de Farticle 153 et/ou

seclion 154 of the Long-Term Care de Particle 154 de Ja Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

REVIEW/APPEAL INFORMATION

TAKE NOTICE:

The Licensee has the right to request a review by the Diractor of this (these) Order(s} and to request that the Director stay this (these) Order(s) in
accordance with section 163 of the Long-Term Care Homes Act, 2007.

The request for review by the Director must be made in writing and be served on the Director within 28 days from the day the order was servad on the
Licensea.

The written request for review must include,

The written request for review must be served personally, by

{a} the portions of the arder in respect of which tha review is requested; registered mail, or by fax upon:
{b) any submissions that the Licensee wishes the Director to consider; and
(¢) an address for servicas for the Licensaa.

Director

c/o Appeals Clerk

Performance Improvement and Compliance Branch
Ministry of Health and Long-Term Care

1075 Bay Street, 11" Floor

Toronto ON MSS 2B1

Fax: (416) 327-7603

When service is made by registered mall, it is deemed to be made on the fifth day after the day of mailing and when service is made by fax, itis
deemed to be made on the first business day after the day the fax is sent. If the Licensee is not served with written notice of the Director's decision
within 28 days of receipt of the Licensee's request for review, this{these) Order(s) is{are) deemed to be confirmed by the Director and the Licensee is
deemed to have been served with a copy of that decision on the expiry of the 28 day period.

The Licensee has the right to appeal the Director's decision on a request for review of an Inspacior's Order(s) to the Health Services Appeal and
Review Board (HSARBY} in accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is an independent tribunal not
connacted with the Ministry. They are established by legislation to review matters concerning health cara sarvices. If the Licenses decides to request a
hearing, the Licensea must, within 28 days of being served with the notice of the Director's decision, give a written notice of appeal to both:

Health Services Appeal and Review Board and the Director

Aftention Registrar Director

151 Bloor Streat West c/o Appeals Coordinator

9th Floor Parformance Improvement and Compliance Branch
Toronto, ON M5S 2T5 Ministry of Health and Long-Term Care

55 St. Clair Avenue West
Suita 800, 8th Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide instructions regarding the appeal process. The Licensee may leam
more about the HSARB on the website www.hsarb.on.ca.
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Ministry of Health and Ministére de fa Santé et
g) Long-Term Care des Soins de longue durée
* ONtario  order(s)of the Inspector  Ordre(s) de Finspecteur
Pursuant to section 153 and/or Aux termes de Farticle 153 et'ou

secfion 154 of the Long-Term Care de larticle 154 de la Lai de 2007 sur les foyers
Homes Act, 2007, S.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL
PRENDRE AVIS

En vertu de l'article 163 de fa Loi de 2007 sur les foyers de soins de longue durée, le titulaire de permis peut demander au directeur de réexaminer
l'ordre ou les ordres qu'il a donné et d'en suspendre I'exécution.

La demande de réexamen doit 8lre présentée par écrit et ast signifiéa au directeur dans les 28 jours qui sulvent la signification de I'ordre au titulaire de
permis.

La demande de réexamen doit contenir ce qui suit

a) les parties de l'ordre qui font I'objet de fa demande de réexamen: The written request for review must be served personally, by
b} les observations que le titulaire de permis souhaite que le directeur examine;  registered mail, or by fax upon:
c) l'adresse du titulaire de permis aux fins de signification. :

Director
£ Directeue- c/o Appeals Clerk
2o tour-ches-ar _ Performance Improvement and Compliance Branch
4'6 e ToEE ST An: & PAFSIGROS-BLEN- B-soniorte Ministry of Health and Long-Term Care
7® S5revene 64 Clei-Ousct ® 1075 Bay Street, 11" Floor
e el Toronto ON MSS 2B!
o TORCOpIRUT T 8=327-7605— Fax: (416) 327-7603

Les demandes envoyées par courrier recommandé sont réputées avolr été signifiées le cinquiéme jour suivant l'envoi et, en cas de transmission par
télecopieur, la signification est réputée faite le jour ouvrable suivant I'envei. Si fe titulaire de permis ne regoit pas d'avis écrit de a décision du directeur
dans les 28 jours suivan! la signification de la demande de réexamen, |'ordre ou les ordres sont réputés confirmés par le directeur. Dans ce cas, le
titulaire de permis est réputé avoir regu une copie de la décision avant {'expiration du délai de 28 jours.

En vertu de l'article 164 da fa Loi de 2007 sur les foyers de soins de longua durée, le titulaire de permis a le droit d'interjeter appel, auprés de la
Commission d'appel et de révision des services de santé, de la décision rendue par le directeur au sujet d'une demande de réexamen d'un ordre ou
d'ordres donnés par un inspectaur. La Commission est un tribunal indépendant du ministére. Il a &6 établi en vertu de la loi et il a pour mandat de
trancher des litiges concemant les services de santé. Le titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui suivent
celui ol lui a 16 signifié l'avis de décision du directeur, faire parvenir un avis d'appel écrit aux deux endroits suivants :

A rattention du registraire Directeur

Commission d'appel et de révision des services de santé afs Coordinateur des appels

151, true Bloor Quest, 9e étage Direction de 'amélioration de la performance el de la conformité
Toronto (Ontario) M5S 2T5 Ministére de la Santé et des Scins de longue durée

55, avenue St. Clair Quest
8e étage, bureau 800
Toronto (Ontario) M4V 2Y2
Télécopieur : 416-327-7603

La Commission accusera réception des avis d'appel et transmettra des instructions sur la fagon de procédar pour interjeter appel. Les titulaires de
permis peuvent se renseigner sur la Commission d'appel et de révision des services de santé en consultant son site Web, au www.hsarb.on.ca.

Issued on this 25th day of Juiy, 2012
Signature of inspector / MW
Signature de I'inspecteur :

Name of inspector/
Nom ds {'inspecteur ; MELISSA CHISHOLM

Service Area Office/
Bureau régionai de services :  Sudbury Service Area Office
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Ministry of Health and Ministére de la Santé et des

> . Long-Term Care Soins de longue durée
Ontarlo Inspection Report under Rapport d’'inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Health System Accountability and Performance

Division : .

Sudbury Service Area Office Bureau régional de services de Sudbu
Performance Improvement and Compllance Branch 159 ~oar Street, Suite 603 159, rue Cedar, Bureau 603 Y
Division da |a responsabilisation ot da la SUDBURY, ON, P3E-6A5 SUDBURY, ON, P3E-6A5
performance du systéme de santé Telephone: (705) 564-3130 Teéléphone; (705) 564-3130
Direction de I'amélicration de la performance et de la  Facsimile: (705} 564-3133 Télécopieur: (705) 564-3133
conformité

Public Copy/Cople du public

Date{s) of inspection/Date(s) de Inspection No/ No de i'inspection Type of Inspection/Genre
’inspection d'inspection
Jui 3, 4, 5, 19, 20, 25, 2012 2012_099188_0025 Compiaint

Licensee/Tlituiaire de permis

O’MI Exbtendicare (Camdn) inc.
Long-Term Care Home/Foyer de soins de iongue durée
GREAT NORTHERN NURSING CENTRE LIMITED
860 Great Northern Road, Sauit Ste Marie, ON, P6A-5K7
Name of inspector(s)/Nom de I'inspecteur ou das inspecteurs

MELISSA CHISHOLM (188)

+ fivenue Eost, Suite FOO, Marham on)
3000 steeles i Py

Inspection Summary/Résumé de I'Inspection

The purpose of this inspection was to conduct a Compiaint inspection. N

During the course of the inspection, the inspector(s) spoke with the Administrator, the Assistant Director of
Care (ADOC), Registered Nursing Staff (RN/RPN), Personai Support Workers {(PSW), residents and famiiles.

During the course of the inspection, the inspector(s) conducted a waik through of resident care areas, observed

staff to resident interactions, reviewed resident heaith care records, reviewed abuse investigation notes and
review varlous poiicies and procedures.

The foliowing inspection Protocois were used during this inspection:
Pain

Personai Support Services

Prevention of Abuse, Negiect and Retaiiation

Findings of Non-Compiiance 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
Onta r|0 Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Legend : [legende

WN - Wirittan Notification WN— Avis écrit

VPC - Voluntary Plan of Correction VPC — Plan da redrassement volontaire

DR — Director Referral DR —  Aiguillage au directeur

CC -~ Compliance Order CO ~  Ordre de conformité

WAQ — Work and Activity Order |WAQ - Ordres : travaux et activités

Non-compliance with requirements under the Long-Term Care  |Le nor-respect des exigences de la Loi da 2007 sur les foyers de
Homes Act, 2007 (LTCHA) was found. (A requirement under the|soins de longue durée (LFSLD) a été constaté. (Une exigence de la
'LTCHA includes the requirements contained in the items listed in|loi comprend les exigences qui font partie des &léments dnumérés
the definition of “requirement under this Act” in subsection 2(1) |dans la définition de « exigence prévue par la présants loi », au

of the LTCHA.) paragraphe 2(1) de la LFSLD.

The following constitutes writien notification of non-compliance |Ce qui suit constitue un avis écrit de non-respect aux termes du
under paragraph 1 of section 152 of the LTCHA. paragraphe 1 de l'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Pian of care
Specifically faiied to comply with the foilowing subsections:

s. 6. (1} Every licensee of a long-term care home shaiil ensure that there is a written pian of care for each
resident that sets out,

{a) the pianned care for the resident;
(b) the goals the care Is intended to achieve; and
(¢) ciear directions to staff and others who provide direct care to the resident. 2007, ¢. 8, s. 6 (1).

8. 6. (7} The licensee shaii ensure that the care set out in the plan of care is provided to the resident as specified
in the pian. 2007, c. 8, 5. 6 (7).

8. 6. (10) The iicensee shail ensure that the resident is reassessed and the pian of care reviewed and revised at
least every six months and at any other time when,

(a) a goal in the pian is met;

(b) the resident’s care needs change or care set out in the plan is no longer necessary; or

{c) care set out in the pian has not been effective. 2007, c. 8, s. 6 (10).

Findings/Falts sailiants :

1. inspector reviewed the pian of care for resident #0013 . inspector noted the plan of care indicated that staff ara to
follow the resident's routine related to a smoking preference. it identified the rasident is at risk for falling if staff do not
foliow this routine. inspector observed the established routine was not followed. The resident was not assisted as
specified in the pian of care. The licensee failed to ensure the care is provided to the resident as specified in the plan.
[LTCHA 2007, S.0. 2007, c.8, 5.6{7)]

2, inspector reviewed the health care record including the written plan of care for resident #0690. Inspector noted the
resident experienced increased pain. Inspector noted that the written pian of care was not updated to reflect this change
in the resident’s condition and provided direct care staff with clear direction on the resident's transferring abilities.
inspector noted that the resident's plan of care was not updatad to provide new direction to staff untii seven days after
the initial change in condition. The licensee failed to ensure the pian of care provided ciear direction to staff and others
who provide direct care to the resident. [LTCHA 2007, S.0. 2007, c.8, s.6(1)(c)]

3. Inspector reviewed the health care record including the written pian of care for resident #0690. inspector noted the
resident experienced increased pain. inspector noted the health care record indicated that the resident had a change in
condition, inspector noted that the resident’s written pian of care was not reviewed and revised until seven days after the
change in condition. The licenses faiied to ensure that the resident is assessed and the written plan of care reviewed
and revised at any time when the resident's condition changes. [LTCHA 2007, $.0. 2007, ¢.8, s.6(10)(b)]
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> . Long-Term Care Soins de longue durée
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Additional Required Actions:

CO # - 001 will be served on the licensee. Refer to the “Order(s) of the Inspector”.

WN #2: The Licensee has failed to compiy with LTCHA, 2007 $.0. 2007, c.8, s. 24. Reporting certaln matters to
Director

Specifically faiied to compiy with the foiiowing subsections:

8. 24. (1} A person who has reasonabie grounds to suspect that any of the following has occurred or may occur
shaii 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 resuited 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. Uniawfui conduct that resuited 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 Heaith System
Integration Act, 2006. 2007, c. 8, ss. 24 (1), 195(2).

Findings/Faits sailiants :

1. Inspector reviewed a critical incident regarding ailegations of abuse, brought forward to the home's charge nurse by
the resident's substitute decision-maker. These aliegations of abuse were reported to the Director outside of the
immediate reporting time frame. The licensee failed to ensure that the Director is immediately informed of abuse of a
rasident by anyone that resuited in harm or risk of harm to the resident. [LTCHA 2007, $.0. 2007, ¢.8, 5.24(1)(2)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2) the licensee Is hereby
requested to prepare a written plan of correction for achieving compllance ensuring that Director is immediately

informed of abuse of a resident by anyone that resulfted in harm or risk of harm to the resident, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 52. Pain management
Specificaily falied to comply with the foliowing subsections:

s. 52. (2) Every licensee of a iong-term care home shall ensure that when a resident’s pain is not reiieved by
initiai interventions, the resident is assessed using a clinicaily appropriate assessment instrument specificaliy
designed for this purpose. O. Reg. 79/10, s. 52 (2).

Findings/Faits saiilants :
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1. inspector reviewed the heaith care record for resident #0616. Inspector noted the resident experienced reoccurring
pain. inspector noted a progress note entry identifying that a note was placed in the MD book to report the resident's
increased pain over the previous 2 weeks. inspector noted that several progress notes identified the resident’s continued
pain prior to and after note and changes to the resident’s analgesics ordered by the physician. inspector noted that the
resident continued to experience pain and receive PRN pain medications. inspector was unabile to locate a pain
assessment compieted using a clinically appropriate instrument specifically designed for this purpose. The iicensee
failed to ensure that when a resident’s pain is not relieved by initial interventions that the resident is assessed using a
clinically appropriate instrument specifically designed for this purpose. [O.Reg. 79/10, 5.52(2))

2. inspector reviewed the health care record of resident #0690. Progress notes identify the resident experienced
increased pain. This increased pain was assessed by the RN on duty and by the RN{EC) and these assessments were
documented in the resident’s progress notes. inspector noted the resident continued to compiain of pain. inspector was
unable to locate a pain assessment, using a clinically appropriate instrument specifically designed for this purpose,
compieted whiie the resident continued to experience pain. The licensee faiied to ensure that when a resident's pain is
not relieved by initiai interventions that the resident is assessed using a clinically appropriate instrument specifically
designed for this purpose. {O.Reg. 79/10, 5.52(2)]

Addlitional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee Iis hereby
requested to prepare a written plan of correction for achieving compllance ensuring that when a resident’s paln
Is not relieved by initial Interventions that the resident Is assessed using a clinlcally appropriate Instrument
specifically designed for this purpose, to be implemented voluntarily.

WN #4: The Licensee has falied to compiy with LTCHA, 2007 S.0. 2007, c.8, s. 3. Residents’ Blii of Rights
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Specificaliy failed to compiy with the foliowing subsections:

8. 3. (1) Every licensee of a long-term care home shaii ensure that the following rights of residents are fuily
respected and promoted:

1. Every resident has the right to be treated with courtesy and respect and in a way that fuliy recognizes the
resident’s individuaiity 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 negiected by the licensee or staff.

4. Every resident has the right to be properiy sheitered, fed, ciothed, 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 toid 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 dispiay personai 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 fuily in the deveiopment, implementation, review and revision of his or her pian of care,

il. 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,

ili. 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 iong-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 personai heaith 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 personai
heaith information, inciuding his or her pian 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 phiiosophy 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 communlcate in confidence, receive visitors of his or her choice and consuit
in private with any person without interference,

15. Every resident who is dying or who is very ill has the right to have famliy and friends present 24 hours per
day.

16. Every resident has the right to designate a person to receive Information concering any transfer or any
hospitaiization of the resident and to have that person receive that information immediateiy.

17. Every resident has the right to raise concerns or recommend changes in policies and services on behalf of
himsaeif or herseif or others to the following persons and organizatlons without interference and without fear of
coercion, discrimination or reprisai, whether directed at the resident or anyone eiss,

i. the Residents’ Councili,

ii. the Family Council,

iii. the licensee, and, if the llcensee is a corporation, the directors and officers of the corporation, and, in the
case of a home approved under Part Vili, 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 officiais,

vi. any other person inside or outside the iong-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 jifestyle and choices respected.

20. Every resident has the right to participate in the Residents’ Councii.

21. Every resident has the right to meet privateiy with his or her spouse or another person in a room that
assures privacy.
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22. Every resident has the right to share a room with another resident according to their mutuai wishes, if
appropriate accommodation is available.

23. Every resident has the right to pursue sociai, cuiturai, religious, spiritual and other interests, to deveiop his
or her potential and to be given reasonabie assistance by the licensee to pursue these interests and to deveiop
his or her potentiai.

24. Every resident has the right to be informed in writing of any iaw, ruie or poiicy affecting services provided to
the resident and of the proceduras for initiating complaints.

25, Every resident has the right to manage his or her own financial affairs uniess the resident iacks the iegal
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 physicai 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 iicensee or the staff of the home. 2007, c. 8, 5. 3 (1).

Findings/Faits.saillants :

1. inspector reviewed the health care record for resident #0690 . inspector noted the resident experienced increased
pain. inspector noted that the resident was scheduled for additionai assessment due to the continued pain and change in
the resident’s condition. Although versions of the avents reported by staff differ, it was identified by staff members that
the resident yelled out during the care and transfers prior to the additional assessment. At no time during the care was
the resident assessed by a member of the registered nursing staff. The licensee failed to ensure that the resident's right
to be properly sheitered, fed, clothed, groomed and cared for in a manner consistent with her needs was fuily respected
and promoted. [LTCHA 2007, 8.0. 2007, ¢.8, s.3(1){(4)]

Addiltional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) the licensee Is hereby
requested to prepare a written plan of correction for achleving compllance ensuring that residents’ right to be
properly sheltered, fed, clothed, groomed and cared for In a manner conslistent with his or her needs Is fully
respected and promoted, to be implemented voluntarlly.

WN #5: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 23. Licensee must investigate,
respond and act

Specificaily failed to comply with the foiiowing subsections:

8. 23. (1) Every iicensee of a iong-term care home shail ensure that,

(a) every alieged, suspected or witnessed incident of the foilowing that the licensee knows of, or that is
reported to the ilcensee, is immediateiy investigated:

(i) abuse of a resident by anyone,

(il} negiect of a resident by the licensee or staff, or

(ilf} anything eise provided for in the reguiations;

(b) appropriate action is taken in response to every such Iincident; and

{c) any requirements that are provided for in the reguiations for investigating and responding as required under
clauses {a) and {b) are compiled with. 2007, c. 8, s. 23 {1).

Findings/Faits saiilants :

1. inspector reviewed a critical incident which identifies aliegations of abuse. The aliegations of abuse were reported to
the home's charge nurse (RN) by the resident's substitute decision-maker. The investigation of these allegations and
reported incident did not begin untii several days after the home was made aware of the aliegations. The licensee failed
to ensure that every alleged, suspected or witnessed incident of abuse of a resident by anyone is immediately
investigated. [LTCHA 2007, S.0. 2007, c.8, 5.23(1)(a))
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WN #6: 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 resuits of the investigation required under subsection 23 (1) of the Act, immediately upon the
completion of the investigation. O. Reg. 79/10, s. 97 (2).

Findings/Faits saillants :

1. Inspector spoke with the Administrator related to a critical incident. It was reported by the Administrator that the
investigation into the allegations of abuse had concluded however the results of the investigation had not been shared
with the resident’s substitute decision-maker. This was confirmed to the inspector by the resident’s substitute decision-
maker who identified the results of the investigation had not been shared. The licensee failed to ensure that the
resident’s substitute decision-maker is notified of the results of the alleged abuse investigation immediately upon its
completion. [O.Reg. 79/10, s.97(2)]

Issued on this 25th day of July, 2012

Signature of Inspector(s)/Signature de I’Instaurou des inspecteurs

VU §Ubenr
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