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resident care.

policies.

Retaliation

3WN

"The purpose “of this mspect!on was to conduc a oritica mmdent ;nspectlon

During the course of the inspection, the inspector spoke with: the resident, the administrator and the director of
During the course of the inspection, the inspector: reviewed the resident’s clinical health record and reviewed

The following Inspection Protocols were used during this inspection: Prevention of Abuse, Neglect and

IX} Findings of Non-Compliance were found during this inspection. The following action was taken:
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WN #1: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, c.8, s.19(1)
Every licensee of a long-term care home shall protect residents from abuse by anyone and shall ensure that
residents are not neglected by the licensee or staff.

Findings:

1. An identified staff member treated a resident roughly while providing care during the bath.

2. The home's policy for Abuse-Free Long Term Care Environment A01412 identifies rough handling as
physical abuse and the home's investigation concluded that the staff member did not follow the home's
policy for lift and transfers (N070411) which resulted in rough handling of the resident. The resident
experienced pain in their neck, back and left shoulder as a result of the incident.

Inspector ID #: 165

WN #2: The Licensee has failed to comply with O.Reg.79/10 s. 104(1)3v

In making a report to the Director under subsection 23 (2) of the Act, the licensee shall include the following
material in writing with respect to the alleged, suspected or witnessed incident of abuse of a resident by
anyone or neglect of a resident by the licensee or staff that led to the report: (3)Actions taken in response to
the incident, including, v)the outcome or current status of the individual or individuals who were invoived in
the incident.

Findings:

1. The report to the Director did not include the outcome or current status of the individuals involved.
The home did not inform the Director with the outcome from the resident’s assessment at the urgent
care centre and the outcome of the home's action related to the staff member involved in the incident.

Inspector ID #: | 165
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may constitute a criminal offence.

WN #3: The Licensee has failed to comply with 0.Reg.79/10 5.98
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

Findings:

reported the incident to the police.

1. The home did not contact the police immediately to notify them of the suspected physical abuse. It
was not until thirty days after the incident occurred and after the inspector visited, that the home

Inspector ID#: | 165
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