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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-COMPLIANCE / NON - RESPECT DES EXIGENCES

Legend . ; ' Legende

WN — ertten Notmca‘uon . WN — Av:s ecnt
VPC — Voluntary Plan of Correction |VPC — Plan de redressement Volontalre ,
DR~ Director Referral . DR — Algumage au directeur

CO- Compliance Order ~ |CO -~ Ordre de conformité. |
WAO Work and Activity Order WAO Ordres travaux et act;vxtes
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iNon comphancef' tth requ;rements under
‘the Long-Term Care Homes Act 2007

‘pa":ﬁ'fgraph1 of section 152 ”of'the TC A. [Particl

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 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 LTCHA, 2007, S. O. 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. O. Reg. 79/10, s. 98.
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Findings/Faits saillants :

1. The licensee has failed to comply with O. 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. O. Reg.
79/10, s. 131 (2).

Findings/Faits saillants :

1. The licensee failed to comply with O. 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

[ Malous s~

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