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. - _ Inspection Summary/Résumé de Pinspection / . .

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, the Director of Care and a
Resident Care Coordinator

During the course of the inspection, the inspector(s) Reviewed a Critical Incident Report, reviewed the home’s
documentation related to the investigation into this reported Critical Incident, reviewed components of a
residents' health care record, reviewed the policy to promote zero tolerance of abuse and neglect of residents
titled "Prevention of Abuse or Neglect” (#G-006, revision date Feb 14/12), reviewed the policy titled "Staff
Reporting and Whistle-Blowing Protection” (#G-007, revision date Feb 14/12), reviewed training records relating
to these two policies for one staff person.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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Legend Légendé "

WN - Written Notification »
‘\/PCQ— ,VOIUntary Plan of Correcﬁon

DR - Ditector Referral .
CO.~ Compliance Order ,
WAO Work and Act!v‘ty Order

;fNon-camphance with requirements underthe E_ong-’i‘erm Care
Homes Act, 2807 (LTCHA) was found (A reqmrement under the|soins ¢

WN Avis écrit (
_ VPC Plan de redressement volontaire
DR Alguillage au directeur

€O - Ordre de conformité

00? sur Ees foyers de |
: tate (Une extgence cie !a,

the defi mtxon of “requrrerﬁent under this

n \ct in subsectm 2(1)
of the LTCHA. ), /

The following conststutes Wntten not:ﬁcat:on of non-comphance
under paragraph 1of sectlon 152 of the LTCHA ~

paragraphe 1det mc; elb2dela f_FSLD

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

Specifically failed to comply with the following subsections;

s. 23. {2) Alicensee 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. On a day in January 2012, alleged verbal abuse of resident #1 was reported to Resident Care Coordinator #5100. An
investigation was immediately undertaken, the Director was immediately notified of the allegation, and action was taken
by the home. The resuits of the abuse investigation were however not reported to the Director.

Issued on this 21st day of June, 2012
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