Ministry of Health and Ministére de la Santé et des

} . Long-Term Care Soins de longue durée
ﬁtaf Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les

Homes Act, 2007 foyers de soins de longue
Health System Accountability and Performance
gi\;;smn I tand ¢ I B " Hamiiten Service Area Office Bureau régicnal de services de Hamillon
ertormance Improvement and Lompllance Branc 119 King Street West, 11th Floor 119, rue King Cuest, 11iém étage
Division de la responsabilisation et de la HAMILTON, ON, L8P-4Y7 HAMILTON, ON, L8P-4Y7
performance du systéme de santé Telephone: (905) 546-8284 Tétéphone: (805) 546-8294
Direction de I'amétioration de Ia performance etde la  Facsimile: (805) 546-8255 Télécopieur: (905) 546-8255
conformité

Public Copy/Copie du public

Date(s) of inspection/Date(s) de Inspection No/ No de I'inspection Type of Inspection/Genre
Iinspection d’inspection
Dec13, 201 2011_072120_0050 Critical incident

LicenseelTitulaire de permis

THE REGIONAL MUNICIPALITY OF NIAGARA
2201 ST. DAVID'S ROAD, THOROLD, ON, L2V-4T7

Long-Term Care Home/Foyer de soins de longue durée

UPPER CANADA LODGE
272 WELLINGTON STREET, P. O. BOX 1390, NIAGARA-ON-THE-LAKE, ON, L0S-1J0

Name of Inspector{s}/Nom de I'inspecteur ou des inspecteurs
BERNADETTE SUSNIK (120)

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 and Director of Care
regarding a critical incident related to Resident Abuse and Personal Support Services (H-002239-11)

During the course of the inspection, the inspector(s) reviewed the home's investigative notes, the home's
policies and procedures on abuse and residents' rights, staff educational aftendance records and wifness
statements.

The following Inspection Protocols were used during this inspection:
Personal Support Services

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 §.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, s. 6 (7).

Findings/Faits saiilants :

The care set out in the plan of care for an identified resident was not provided on an identified day in 2011. An identified

personal service worker (PSW) did not follow the plan of care as required for proper assistance during transfers from one
position to another.

The first incident occurred when the resident was not given the opportunity to attempt all movements by themselves
before being offered assistance, as specified in their plan of care. The PSW told the resident to get ready for bed while
they were engaged in another activity. The PSW then proceeded to grab both of the resident's wrists and pulled them up
and out of their chair. Ancther worker witnessed the incident and intervened.

The second incident occurred later on the same day. The plan of care indicates that the resident requires two staff be
present during toileting as some weight bearing assistance may be required. The same PSW attempted to toilet the
resident independently. The resident was resistive to the care and the PSW used force to posilion the resident which
resulted in the resident becoming agitated. Another worker witnessed the incident and intervened.

The management of the homs took immediate follow-up action.

Issued on this Z3v¢ cay of January, 2012
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