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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): January 23, 2013 

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

During the course of the inspection, the inspector(s) reviewed two residents 
health care records, reviewed policy and procedures on Resident Rights abuse 
and neglect policy (P10) and observed care and services given to residents. 
During this inspection two Critical Incidents were reviewed. 

The following Inspection Protocols were used during this inspection: 
Medication 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

NON~COIVIPUANCE1 NON .. RESPECT DES EXIGENCES 
Legend 

WN - Written Notification 
VPG- Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aigt.Jillage au directeur 
CO - Ordre de conformite 
WAO - Ordres: travaux et activites 
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'"" . . . 

Non-compliance with requirernents under 
the Lollg-Term Cafe Homes Act, 2007 
(LTCHA) was fo.und. (Arequirernent 
undertheLTCHA includes the 
requirements contained in the items fisted 
irj the definition of "requirement under this 
Act" in?uqs~ction 2(1) oftheLTCHA.) 

•• ·• .... ,:.>···\··. /••/>·•••· \ 

Th6foHo.wing cpn~tit~f~§ Vvritten • 
notifi9c1tion of noh""cor-npHance u.nde.r ·· .. · 
paragraph 1 of section 152 of the LTCi-{A; 

Le non:respect des exigel1ces de la Loi de 
2007sur tes fpyers d~ soins de longue • 
ddre.e (LFSLD)iete cqnstate. (Une 
exigence cl~ 18 ldi comprend fes exigences 
qui font paftie des elements .enumeres 
dc1ns la definitipn de <cexigence prevue 
pa(lc1 present~Joi. », aµ paragraph~ 2( 1) 
deJatFSLD. ·• •• ••• • • •• 

9e q:iJJtf\Tlsti!dilu(\ayis e~ritde ~6~5. 
respect aux term~~ .du. p~rc1graphe 1 de ·• 
l'artide t52de la UFSLD. • •• 

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 : 
1. The licensee failed to comply with L TCHA, 2007, S. 0. 2007, Chapter 8, S. 3. (1) 2. 
in that the home did not ensure that the following right of a resident was fully 
respected and promoted. 

Resident #2 was not protected from staff abuse on a specific date in December, 
2012. As a result of this incident, Resident #2 sustained an injury. [s. 3. (1) 2.] 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 98. Every 
licensee of a long-term care home shall ensure that the appropriate police force 
is immediately notified of any alleged, suspected or witnessed incident of abuse 
or neglect of a resident that the licensee suspects may constitute a criminal 
offence. 0. Reg. 79/10, s. 98. 
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1. The licensee has failed to comply with 0. Reg 79/10 s.98 in that the home did not 
immediately notify the appropriate police force of an alleged, suspected or witnessed 
incident of abuse or neglect of a resident that the licensee suspects may constitute a 
criminal offence. 

Resident #2 was not protected from staff abuse on a specific date in December 
2012. As a result of this incident, Resident #2 sustained an injury. 
The Administrator indicated to the Inspector that she had not been able to connect 
with the police regarding that incident. 
Resident #2 indicated that she/he had not been interviewed by the Police as of 
January 23, 2013. [s. 98.] 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 131. 
Administration of drugs 
Specifically failed to comply with the following: 

s. 131. (2) The licensee shall ensure that drugs are administered to residents in 
accordance with the directions for use specified by the prescriber. 0. Reg. 
79/10, s. 131 (2). 
Findings/Faits saillants : 
1. The licensee failed to comply with 0. Reg 79/10 s.131. (2) in that the home did not 
administered a drug to a resident in accordance with the directions for the use 
specified by the prescriber. 

In August, 2012, Resident #1 was not administered a medication/patch in 
accordance with the directions for the use specified by the prescriber. 
The physician order was to administer the medication/patch in the morning and to 
removed the medication/patch at bed time. On a specific day in August 2012, while a 
registered staff was trying to take Resident #1 blood pressure, it was observed by the 
registered staff that Resident #1 had 2 medication/patches on one arm. The 
medication/patch was not removed as specified by the prescriber. [s. 131. (2)] 
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Issued on this 5th day of February, 2013 
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Soins de longue duree 
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Loi de 2007 sur les foyers de 
soins de longue duree 

Signature of inspector(s)/Signature de i'inspecteur ou des inspecteurs 
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