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The purpose of this inspection was to conduct a Critical Incident inspection. .

Buring the course of the inspection, the inspector(s) spoke with Administrator, Director of Care, Registered staff
and residents related to Critical Incident inspection H-001475-11.

During the course of the inspection, the inspector(s} Reviewed resident’s clinical chart, reviewed home’s policy
and procedure related to Resident Abuse, reviewed internal incident and mvestlgatron reports, chserved care,
toured the home, and observed staff in routine duties.

The following Inspection Protocols were used during this inspection:

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

*'NON-COMPLIANCE / NON-RESPECT DES.EXIGENCES
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Legend

WN Wrztten Notification

VPC — Voluntary Plan of Correction
DR — - .Director Referral -

CO ~ - Compliance Order

i Legende

CO -
“IWAQ = Ordres : travaux et activités

WN = Auis écnt o .

' VPC - Plande redressement volontalre

DR — - ‘Aiguillage au directeur

‘Crdre.de conformité

WAQ = Work and Actlwty Order

Non comphance Wi[h requlrements under the Long Term Care
Homes Act, 2007.(LTCHA) was found, (A requirement under: the
LTCHA includes the. requtrements contained in the itemns listed in
the definition of " reqUJrement under thls Act" in subsectlon 2(1)
of the LTCHA.) RERS . : :

The following constifutes written notifi cation of non compllanca
under paragraph 1 of seciion ‘[52 of tha LTCHA :

Le non- respect des sxigences de la Loi de 2007 sur les foyers de
soins de longue durée (LFSLD) a ét4 constaté. (Une exigence de la_ :
loi comprend les emgencas qui font partie des éléments énumérés
dans la définition do « exigence prévue par Ia presente !01 », au

: paragrap?le 2(1) de la LFSLD

Ce qui smt consmue unavis. ecnt de non- respect aux, termes du

. paragraphe 1 de r amcle 152 de la LFSLD

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified

in the plan. 2007, c. 8, 5. 6 (7).

Findings/Faits saillants :

1. The hame failed to provide the care set out in resident's plan of care as specified in the plan.

An identified resident was admitted to the home in 2010 and was assessed to require two staff assistance with bathing.
2. In 2011 the resident reported concerns with bathing. An internal investigation was conducted by the home and
Identified the staff assisting the resident did not follow the plan of care to ensure there were two staff to provide care
while bathing the res;dent The staff bathed the resmient w1th only one staff member present.

Issued on this 28th day of November, 2011
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