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Name of Inspector{s)/Nom de Pinspecteur ou des inspecteurs
RICHARD HAYDEN (127

spection Summary/Résumé de I'inspection

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, director of care (DOC) and a
personal support worker {PSW)} regarding H-002348-11.

During the course of the inspection, the inspector(s) reviewed management's documentation of the incident,
policies and procedures, a resident's plan of care and an employee's file.

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 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, s. 6 {7).

Findings/Faits saillants :

1. On January 23, 2012, the inspector confirmed the following:

- The licensee failed to ensure that the care set out in an identified resident's plan of care was provided fo the him/her as
specified in the plan. In 2011, the resident was provided a shower by staff. The plan of care indicated the resident
preferred a bath and to allow him/her to independently complete certain tasks during the bath procedure. The resident
was resistive to the shower and was heard screaming in protest.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 19, Duty to protect
Specifically failed to comply with the following subsections:

s.19. (1) Every licenses of a iong-term care home shall protect residents from abuse by anyone and shall
ensure that residents are not neglected by the licensee or staff. 2007, c. 8, s.19 (1).

Findings/Faits saillants :

1. On January 23, 2012, the inspector confirmed the following:

The ficensee falled to protect an identified resident from abuse by anyone. The resident was emotionally abused by a
staff member when he/she ignored the resident's request to stop the care being provided to him/her. In 2011, the DOC
overheard the resident screaming in protest that staff was giving him/her a shower. The DOC advised that the staff
ignared the resident's complaint and request to stop and provided no reassurance to him/her. The staff continued fo
shower the resident, made statements to him/her that only reflected on the task that needed to be accomplished and
gave commands that were sharply toned. The DOC entered the bathroom and observed the resident sitting alone,
naked, with no towel around his/her body and drying histher hair. The DOC stated that the resident was upset and
crying.

The DOC and the administrator inferviewed the resident later that morning. The interview notes indicated that the
resident stated hefshe did not want a shower and was upset that staff would not listen to what he/she wanted.

The staff had received training on Resident Non-Abuse in 2011. The staff signed the Staff Evaluation of In-service
Education Session form and he/she indicated abuse as one of the main points of the session.
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Issued on this 16th day of February, 2012
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