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LALEH NEWELL (147)

. Inspection Summary/Résumé de l'inspection

The purpose of this inspection was to conduct a Complaint inspection,

During the course of the inspection, the inspector(s) spoke with Administrator, Assistant Director of Care
(ADOC), staff and residents.

During the course of the inspection, the inspector(s) Interviewed the Administrator, Assistant Director of Care
and Staff, reviewed clinical charts and progress notes, reviewed Policy and Procedure related to Skin and
Wound, Continence Program, Responsive Behaviour and abuse and neglect, internal investigation and Internal
incident report reviewed.

H-002446-11
H-002533-11
H-001877-11

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Nutrition and Hydration
Personal Support Services

Prevention of Abuse, Neglect and Retaliation
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Reporting and Complaints

Responsive Behaviours

Skin and Wound Care

Findings of Non-Compliance were found during this inspection.

{./i NON-COMPLIANGE | NON-RESPECTDES EXIGENCES, - -~

Legend T T Legende ————
WN - Written Nofification .~ o wn Avisgert L
VPC = ‘Voluntary Plan of C_orrection |VPC = Plan'de redressement vo[ontatre s

DR = Director. Referrai L - SR : -Algullage au durecteu
CO: - Compliance Order . " 7 S GO L Ordre de conformite
WAO = Work and Actiwty Order A e S WAO ‘Ordres travauxet’ actnvﬁe_ ;

Non- ccmphance wnh requlrements under the Long—Term Care : Le non—'" spect des ex[gences de la Loa de 2007 sur les foyers de
Homes Act, 2007 (LTCHA} was:found. (A1 requir ement under the |soins de 1ongu duree.(LFSLD) a ete constate (Une ex1gence dela -
LTCHA includes tho requtrements contained in the items listed:in [ ] 3

the definition of " requarement der. ihls Act“:m subsectton 2(1) _
of the LTCHA ) SRREIaE NERITS paragraphe 2(1) d' a LFSLD

The followmg consmutes wntten notifi canon of non compllance ’ Ce qw sutt consutue'un avis ecnt de non- respect aux termes du
under paragraph 1 of section 152 of the LTCHA. - : paragraphe 1def arnc]e 152 de la LFSLD ' -

WN #1: 'Fhe Licensee has failed to comply with O.Reg 79/10, s, 54. Altercations and other interactions between
residents -

Every licensee of a long-term care home shall ensure that steps are taken to minimize the risk of altercations
and potentially harmful interactions between and among residents, including,

{a) identifying factors, based on an interdisciplinary assessment and on information provided to the licensee or
staff or through observation, that could potentially trigger such altercations; and

{b) identifying and implementing interventions. O. Reg. 79/10, s. 54.

Findings/Faits saillants :

1. The home failed to ensure that steps were taken to minimize the risk of altercations and potentially harmful
interactions between residents, including, identifying factors, based on an interdisciplinary assessment and on
information provided 1o the licensee or staff or through observation, that could paotentially trigger such altercations. [r.54

(@)

An identified resident was involved in an aliercation in 2012 where staff observed the resident hitting another resident.
According to the resident's Resident Assessment Protocols (RAPs) for the past three quarters, the resident shows
aggression towards staff and is at risk for harming others residents. However, the home failed to minimize the potential
of harmful altercations by not identifying factors, based on an interdisciplinary assessment that could potentially tfrigger
such altercations for the resident.
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Issued on this 4th day of May, 2012

Signature of Inspector(s)/Signature de I'inspecteur oes inspecteurs

X, 77/
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