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The purpose of this inspection was to conduct a Complaint inspection. 

This inspection was conducted on the following date(s): January 14, 15 and 16, 
2013 

H-000605-12 

During the course of the inspection, the inspector(s) spoke with Administrator, 
Director of Care (DOC), Assistant Director of Care (ADOC) and RAI Coordinator. 

During the course of the inspection, the inspector(s) reviewed resident's clinical 
record, home's internal investigation and home's policy and procedure related to 
Abuse and Neglect 

The following Inspection Protocols were used during this inspection: 
Personal Support Services 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE /NON - RESPECT DES EXIGENCES 
Legend 

.WN ~ Written Notification 
VPC - Voluntary Plan of Correction 
DR-'- DirectorReferral 
CO-'-·· . Compliance Order 
WAO ·-'-. Work and Activity. Order 
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.Npn°compliance with requirements under 
the LongaTerm Care HomesAct, 2007 
{LTCHA)wasfound. (Arequirement 
under the LTCHA indudes the 
requirements. contained in theitems listed 
in the definition of ''requirement under this 
Act" in subsection 2(1}of the LTCHA.) 

Thefollowing constitutl3s written 
.notification ofnon~compHance under 
paragraph 1 .of section 152 of the LT CHA. 

Le non-respect des exigences de la Loi de 
2007 sur les foyers de soins de longue 
duree (LFSLD) a ete constate. (Une 
exigencede la loi comprend les exigences 
quifont.partie des elements enumeres 
dans la definition de « exigence prevue 
par la presente<loi», au paragraphe 2( 1) 
de la LFSLD. 

Ce qui suitconstitue un a vis ecrit de non­
respect aux termes du paragraphe 1 de' 
!'article 152 de laLFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 
23. Licensee must investigate, respond and act 

Specifically failed to comply with the following: 

s. 23. (2) A licensee 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 saillants : 

1. The licensee failed to ensure that the results of the abuse or neglect investigation 
were reported to the Director. 
An incident of an allegation of abuse was reported to the home in February 2012 by a 
resident's family member to the registered staff. A Critical Incident was submitted to 
the Director, however there is no evidence to support that the results of the internal 
investigation was reported to the Director to date. [s. 23. (2)] 

Page 3 of/de 6 



Ministry of Health and 
Long-Term Care 

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

Additional Required Actions: 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

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 to ensure that the licensee 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)., to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 
24. Reporting certain matters to Director 

Specifically failed to comply with the following: 

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. 2007, c. 8, ss. 24 (1), 195 (2). 
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. 2007, c. 8, ss. 24 (1), 195 
(2). 
3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007, 
C. 8, SS. 24 (1), 195 (2). 
4. Misuse or misappropriation of a resident's money. 2007, c. 8, ss. 24 (1), 195 
(2). 
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 home failed to ensure that the incident of allegation of abuse of resident #1 by 
a family member was reported to the director immediately. 
An incident of an allegation of abuse was reported to the home in February 2012 by a 
resident's family member to the registered staff. The family member reported to the 
registered staff regarding injuries to the resident and indicated to the DOC the 
following day that it was felt that the injuries were caused by a staff member in the 
home. The home did not report the incident of an allegation of abuse to the Director 
which was reported to the home by the family member within the time frame as 
specified. [s. 24. (1 )] 
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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 to ensure 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 is based to the Director: 
Abuse of a resident by anyone or neglect of a resident that resulted in harm or 
risk of harm to the resident, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. 
Plan of care 

Specifically failed to comply with the following: 

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan 
of care reviewed and revised at least every six months and at any other time 
when, 
(a) a goal in the plan is met; 2007, c. 8, s. 6 (10). 
(b) the resident's care needs change or care set out in the plan is no longer 
necessary; or 2007, c. 8, s. 6 (10). 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 
Findings/Faits saillants : 

1. The licensee failed to ensure that the resident is reassessed and the plan of care 
reviewed and revised at least every six months and at any time when, the resident's 
care needs change or care set out in the plan is not longer necessary. 
Review of resident #1 plan of care indicated the resident was to have a shower with 
two person total assistance twice a week. Review of the resident's Weekly Skin 
assessment and the PSW Documentation Records for a several month period 
indicated the resident had been refusing showers on a regular basis. Interview with 
the DOC and ADOC indicated that there has been no reassessment related to 
alternate interventions related to resident's refusal of bathing. [s. 6. (10) (b)] 

·wN #4: The Licensee has failed to comply with O.Reg 79/10, s. 33. Bathing 
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s. 33. (1) Every licensee of a long-term care home shall ensure that each 
resident of the home is bathed, at a minimum, twice a week by the method of his 
or her choice and more frequently as determined by the resident's hygiene 
requirements, unless contraindicated by a medical condition. 0. Reg. 79/10, s. 
33 (1 ). 

Findings/Faits saillants : 

1. The licensee failed to ensure that resident #1 was bathed, at a minimum, twice a 
week by the method of his or her choice and more frequently as determined by the 
resident's hygiene requirements, unless contraindicated by a medical condition. 
Review of the resident's plan of care indicated the resident was to have a shower with 
two person total assistance twice a week. However, review of resident #1 Weekly 
Skin Assessment and the PSW Documentation Records for a several month period 
indicated the resident did not receive two baths a weeks on a consistent basis and 
there is no documentation to support that alternative methods of bathing were offered. 
[s. 33. (1 )] 

Issued on this 22nd day of January, 2013 

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