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

RICHARD HAYDEN (127} 
Inspection $ummary/Resumii de. !'inspection 

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

During the course of the inspection, the inspector{s) spoke with the administrator, director of care and a 
resident regarding H-002389-11. 

During the course of the inspection, the inspector{s) reviewed management's documentation of their 
investigation; reviewed a resident's chart and electronic record; and reviewed an employee's personnel file. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

NON-COMPUANCE I NON;RESPECT DES EXIGENCES 

Legend 

WN 7 Written Notification 
VPC ~ .Voluntary Plan of Correction 
DR - Director Referral 
CO~ Compliance Order 
WAO - Work and Activity Order 
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Legende 

WN - . .Avis ecnt. 
VPC. --Pla.n de iedressementyolontaire 
DR_,- . l\iguiljage au dir.ecteur. • 
C_O --: _Ordre de ,conformite 
WAO -Ordres :.travaux et activites 
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Nori0 complian.cewithrequirements under the Lqng-Terrrt Caie . Lerion°resrect <ie:,.exigences dela Loi. de 20.07 sur !es foyers .de 
Homes Act, 2Q07 (LJCHA) w,asJound: (AreCJ~ire.ment un<ler!ne soins de longue d.uree (Ll"!;,LD) a eje constate. (Une exigence de la 
LTCHA includes the. requiremepts,containe<l in the.items listedin loi comprend.Jes exigensesquifont partied.es eleme.ntsen.umeres 
the definition of "requiren,ent und.er. thl.s Act" in subsection 2(l) d.ans la definUion de «.exigence prevue.par la presents loi », au 
:of the LT CHA.) • • paragraphe 2(1}<.le la LFSLD. 

. . ·. .-.-. 

The following .constituteswrilten noUfication. ofnon,complianGe 
~nde[ paragraph 1 of section .15.2pfthe .~TCHA: 

<·.:-J -, --- • 

Ce qui suit9onstitue un•avis ecrit de non°respect aux termes du 
paragraph• 1 ·.de.l'articl~ 152·de,la· LFSLD. 

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 subsections: 

s. 23. (1) Every licensee of a long-term care home shall ensure that, 
(a) every alleged, suspected or witnessed incident of the following that the licensee knows of, or that is 

reported to the licensee, is immediately investigated: 
(i) abuse of a resident by anyone, 
(ii) neglect of a resident by the licensee or staff, or 
(iii) anything else provided for in the regulations; 
(b) appropriate action is taken in response to every such incident; and 
(c) any requirements that are provided for in the regulations for investigating and responding as required under 

clauses (a) and (b) are complied with. 2007, c. 8, s. 23 (1). 

Findings/Fails saillants : 

1. The licensee failed to immediately investigate an incident of alleged resident abuse. The Critical Incident System 
Report indicated an incident of alleged resident abuse occurred but was not reported to the Director named in the 
L TCHA, 2007, until seven days later. In a related complaint report, an identified resident stated the incident happened 
early in the morning and management's investigation/interview notes with the accused staff member indicated it 
happened while providing morning care to the resident. 

The director of care (DOC) could not produce any investigation notes that were dated less than ten days following the 
incident when he/she and the administrator took notes during an interview with the accused staff member. The DOC 
stated he/she met with the identified resident to discuss the incident and to let him/her know that management was 
investigating his/her complaint but did not have any documentation to support that statement. 

Additional 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 achieving compliance with immediately investigating, 
responding to and acting upon every alleged, suspected or witnessed incident of abuse of a resident by anyone, 
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 
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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/Fails saillants : 

1. The licensee failed to immediately report a suspicion of resident abuse, and the information upon which it was based, 
to the Director named in the L TCHA, 2007. The Critical Incident System Report indicated an incident of alleged resident 
abuse occurred but was not reported to the Director named in the LTCHA, 2007, until seven days later. In a related 
complaint report, an identified resident stated the incident happened early in the morning and management's 
investigation/interview notes with the accused staff member indicated it happened while providing morning care to the 
resident. 

Issued on this 6th day of February, 2012 

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