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io S_ummarylSommaire d’lnspectlon

The purpose of thlS mspechon was to conduct a complaint inspection related o a remdent to re31dent 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

E] Findings of Non-Compliance were found during this inspection. The following action was taken:

1WN

' NON- COMPLIANCE / (Non-respectés)
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Definitions/Détinitions
WN — Wiritten Nolilications/Avis écrit
PR -

CO-~.
WAO

. Dirgctor Referral/Réglsseur snvoyé - e :
. Compliance Order/Ordres de conformits - - L
Work and Acttwty Order/Ord res: travaux et actlwtés S

VPC ~ Voluntary Plan of Correction/Plan de redressement\rolontatre S

The toilowing constm.rtes written no:iﬂcatnon of non- comphance under
paragraph 1 .of section 152 of the LTCHA -

Nen-compliance with requiremeants under the Long-Term Care Homes

the requirements contained in the items listed in the definition of . -
“requirement under this Act® In subsection 2(1) of the‘LTCHA -

Act, 2007 (LTCHA) was found. (A requirement under the LTCHA includes

. Le suwant constltuer un avis d'écnt de I exagence prévue le paragraphe 1.
'de sec!ion 152 de Ees foyers de soins de Iongua durée,

.| .Nen- respect avec 1as emgences sur ie Lol da 2007 les foyers de soins de
longue durde & trouvé. {Une exigence dans le Ipl comprend les exigences
contenues dans les polnts énumnérés dans la définition de * exigence
prévue par la ;}resente lof" au paragraphe 2(1) de la lol.

Director:

harm or a risk of harm to the resident.

WN #1: The Licensee has failed to comply with LTCHC, 2007, $.0. 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

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in

Findings:

Term Care.

filed with the Ministry.

to these 2 incidents.

1. The health file of an identified resident indicates that, in August 2010 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

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

The Manager of Dementia Care confirmed that no reports had been sent to the Ministry related
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