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Inspection Summary/Sommaire d'inspection 

. . 

. . . 

The purpose of this inspection was to conduct a complaint inspection related to a resident to resident abuse 
with injury that was not reported to the Ministry of Health and Long Term Care. 

During the course of the inspection, the inspector spoke with: the Administrator, the Director of Care (DOC), 
the Manager of Dementia care and 2 registered staff. 

During the course of the inspection, the inspector: reviewed the health file of 2 residents and observed the 
residents and staff in the Roy Adams Centre. 

The following Inspection Protocols were used during this inspection: Responsive Behaviours 

~ Findings of Non-Compliance were found during this inspection, The following action was taken: 

1 WN 

NON- COMPLIANCE I (Non-respectes) 
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Definitions/Definitions 

WN - Written Notifications/Avis ecrll 
VPC - Voluntary Plan of Correction/Plan de redressement volontalre 
DR- Director Rafarral/Reglssaur anvoye 
CO- Compliance Ordar/Ordras de conformile 
WAO -Work and Activity Order/Ordres: travaux et activiles 

. 
The following constitutes written notification of non-compliance under Le suivant constituer un avis d'8Crit de !'exigence prevue le paragraphs 1 
paragraph 1 of section 152 of the L TCHA. da section 152 de las foyers da solns da longua duree. 

Non-compliance with requirements under the Long-Tenn Care Homes Non-respect avec !es exigences sur le Loi de 2007 /es foyers de soins de 
Act, 2007 (LTCHA) was found. (A requirement under Iha LTCHA Includes /ongue duree a trouve. (Una exigence dans le lol comprend las exigences 
the requirements contained in the items listed In the definition of contenues dans las points enumeres dans la d8finltion de &exigence 
'requirement under this Act" In subsection 2(1) of the LTCHA.) prevua par la presents lol" au paragraphs 2(1) de la lol. 

WN #1: The Licensee has failed to comply with LTCHC, 2007, S.O. 2007, c.8, s.24(1)2 

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: 

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. 

Findings: 

1. The health file of an identified resident indicates that, in August 201 O the resident was pushed 
down by another resident. The resident who was pushed down hit the back of the head. No 
report of this resident to resident abuse with injury was sent to the Ministry of Health and Long 
Term Care. 

2. The same resident was pushed down again in September 2010. According to progress notes, 
the resident's glasses were broken and the resident sustained an injury. Head injury routine 
was again done. Visible bruising was apparent within hours. No report of this incident was 
filed with the Ministry. 

3. The Manager of Dementia Care confirmed that no reports had been sent to the Ministry related 
to these 2 incidents. 

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division 
Signature du Titulaire du representant designe representative/Signature du (de la) representant(e) da la Division de la 

responsablllsatlon et de la performance du systCme de sante. 

/!~(? /1«fl //t,,;--
/Je,/;; /r" 

Tille: Date: Date of Report: (if different from date(s) of inspection). 

Page 2 of2 


