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Nov. '-1 1 2011 2011_072120_0035 Critical Incident 
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THE REGIONAL MUNICIPALITY OF HAL TON 
1151 BRONTE ROAD OAKVILLE ON L6M-3L1 
Long-Term Care Home/Foyer de soins de longue duree 
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185 ONTARIO STREET SOUTH MILTON ON L9T-2M4 

Name of lnspector{s}/Nom de l'inspecteur ou des inspecteurs 

BERNADETTE SUSNIK (120) 
Inspection Summary/Resume de !'Inspection 

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

During the course of the inspection, the lnspector{s} spoke with Administrator, Director of Care, health care 
aides, physiotherapist, occupational therapist and the resident. 

During the course of the inspection, the inspector{s} reviewed resident care documents, resident's rights and 
abuse policies and procedures and the home's investigative documents related to critical incident.{H-002072• 
11). 

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, 

NON-COMPLIANCE I NON-RESPECT DES EXIGENCES 
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WN :- Written Notification 
VPC ~. Voluntary plan of Correction 
DR - Director Referral • 
CO c: Compliance Order 
WAO- Work and Activity Order 
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WN - Avis ecrit ... 
VP.C - Plan de. redressernent volontai.re 
DR~ AiguHlage au dlrecteur • 
CO:-. • Ordre.ge conforn,ite 
WAO '-- Ordres : t/a\/aux e.t activites 

Non,compliance with requirements under the Long-Jer111 Care .. Le noncrespect des exigences deJa1oide 2007 surles foyers de 
Homes Act, 2007 (LTCHA)wast.ou.n.d. (Arequlrementunder the solns de longue duree (LFSLD) s1.W• .constate. (Une exigence de.la 
LICHA.includes the. requirements conta.ined In the Items listed In lol comprend !es exigences. qui.font partledes elements enumeres 
the definition of "requirement imder\hisAcr In subsection 2(1) dansJa definitlo~ de<< exigence prevue par la presents !oh>, au 
of the.LTCHA:) paragraphe.2(1) d.e la. LFSLD. 

ThefoUowing constitutes written notificaUon of non-compliance 
under paragraph 1 of.section 152 of the LTCHA, 

Ce qui sun constitue unavls ecrit de non-respect aux term.es du 
paragraphs 1 dej'artlcle1.52de la.LFS.LD. 

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (8) The licensee shall ensure that the staff and others who provide direct care to a resident are kept aware 
of the contents of the resident's plan of care and have convenient and Immediate access to it. 2007, c. 8, s. 6 
(8). 

Findings/Fails saillants : 

A Health Care Aide(HCA)was not aware of the contents of the plan of care for a resident prior to assisting them in 2011. 
The resident's plan of care describes clearly that the resident has physical limitations and that they requires an 
explanation and a reason for their care before they receive it. The additional intervention is necessary to ensure their co­
operation during any care process. The HCA approached the resident without following the directions in their plan of 
care. Instead of speaking with them and getting their assistance, the worker approached the resident and immediately 
began to remove clothing, at which time the resident requested that they stop and leave because they felt that the 
worker was being too rough. The HCA admitted to the registered nurse shortly after being asked to leave the room that 
they did not know how to assist the resident and was not aware of their medical diagnosis. The management of the 
home conducted an investigation and took follow-up action. 

Issued on this 2 I Gt- day of November, 2011 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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