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

This inspection was conducted on the following date(s): April 16, 17, 18, 19, 23, 
2013 

This inspection was conducted concurrently with complaint inspections H-
001545-12, H-000058-13 and H-001242-12. Non-compliance, S.3(2) related to H-
000058-13, is included in this report. 

During the course of the inspection, the inspector(s) spoke with the 
Administrator, Director of Care (DOC), Assistant Director of Care (ADOC), 
registered staff, Personal Support Workers (PSW's) and residents. 

During the course of the inspection, the inspector(s) reviewed health records, 
staffing schedules and policy and procedures. 

The following Inspection Protocols were used during this inspection: 
Dignity, Choice and Privacy 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 
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WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 3. 
Residents' Bill of Rights 
Specifically failed to comply with the following: 

s. 3. (1) Every licensee of a long-term care home shall ensure that the following 
rights of residents are fully respected and promoted: 
2. Every resident has the right to be protected from abuse. 2007, c. 8, s. 3 (1). 

Findings/Faits saillants : 
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The following rights of residents were not fully respected and promoted: 
2. every resident has the right to be protected from abuse. 
a. Resident #002 was physically abused by resident #001 on three occasions: 
i. In April 2012 resident #002 was pushed down by resident #001 and suffered injury: 
ii. In August 2012, resident #002 was pushed down by resident #001 and suffered 
injury: 
iii. In September 2012 resident #002 was struck by resident #001 and suffered injury. 
Resident #002 was not protected from abuse as confirmed by the health records and 
theADOC. 
b. Resident #010 was not protected from abuse by other residents: 
i. in May 2012 when resident #010 suffered injury; 
ii. in January 2013 when resident #010 was injured; and 
iii. in February 2013 when resident #010 was struck but suffered no injury. These 
incidents were confirmed by the record and a registered staff member. [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 to ensure that the following rights of residents are fully 
respected and promoted: 2. Every resident has the right to be protected from 
abuse, to be implemented voluntarily. 

WN #2: 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. (7) The licensee shall ensure that the care set out in the plan of care is 
provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7). 

Findings/Faits saillants : 
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1. Care was not provided as set out in the plan of care. 
a. Resident #001's care plan intervention stated that resident #001 was to have 1 :1 
staffing for days and evening shifts because of unpredictable behaviours toward other 
residents. In August 2012 resident #001 pushed down resident #002 causing injury to 
resident #002. The 1 :1 staff person assigned to resident #001 was not in attendance 
with resident #001 at that time and according to the record, was helping out down the 
hall. The care set out in the plan of care was not provided. [s. 6. (7)] 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 233. Retention of 
resident records 

Specifically failed to comply with the following: 

s. 233. (2) A record kept under subsection (1) must be kept at the home for at 
least the first year after the resident is discharged from the home. 0. Reg. 
79/10, s. 233 (2). 

Findings/Faits saillants : 

1. The records of resident #001, discharged in the autumn of 2012 were not kept at 
the home for the first year after discharge. The progress notes of resident #001, prior 
to the date July 1, 2012 were not available in the home when requested on April 16, 
2013. The acting Administrator confirmed that there were no progress notes onsite in 
the home for the time period prior to July 1, 2012 for any discharged residents due to 
a software change. [s. 233. (2)] 
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Issued on this 29th day of April, 2013 

Ministere de la Sante et des 
Soins de longue duree 
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soins de longue duree 

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