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Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

Nov 22, 24, Dec 7, 2011 2011_060127 _0047 Critical Incident 

Licensee/Titulaire de permis 

CITY OF HAMIL TON 
77 James Street North Suite 400 HAMIL TON ON L8R-2K3 
Long-Term Care Home/Foyer de soins de longue duree 

WENTWORTH LODGE 
41 SOUTH STREET WEST DUNDAS ON L9H-4C4 

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

RICHARD HAYDEN /127} 
Inspection.Summary/Resume d.eJ'lnspecUon 

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 associate director of 
nursing regarding H-001585-11, 

During the course of the inspection, the inspector(s) reviewed management's documentation of the incident and 
an employee's personnel file, 

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 

Legend 

WN - Written.Notification 
VPC - Voluntary .Plan of Corre.ction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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Legende • 

WN .~ . .Avis ecnt 
VPC - Plan de redressement voiontaire 
DR - Aiguillage au dir~cteur 
CO - Ord re de conformite 
WAO ~ Ordres : travaux et activites 
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Non-compliancewjth require111e11tsunder)helong-Te;n\ Care ·. Ee non,respect des~xipem~sde.la•l.Oi de 2007 sur Jes foyersd.e 
Homes Act; 2007(LTCHA) _was found. (A requirement un.derthe soins de. longue duree (LFSED} aete constate. (Une exigence dela 
LTCHA includes the requirements ?Ontained in the items Hsted in l.oi comprend !es exigen.ces quifont?artie des elements enumeres • 
the definition of "requirementunderthis Act" in' subsection 2(1) _dans la d_efinition de«exigence prevue par la presente Joi_», au 
ofthe LTCHA) • paragraphe2(1)de lal-FS.LD .. 

"' -· 

The following constifutes written noUficalion of 11on,cdrnpliance 
underparagraph 1.of section 152 oftheLTCrlA. 

C.e·9ui ·-~uirOOn8-iifUe\t'O._aVi~:.e_crjtd~ ·non-r~spect aux term0s du __ 
paragraphe1 deJ'article.152 de laLFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 19. Duty to protect 

Specifically failed to comply with the following subsections: 

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. 2007, c. 8, s. 19 (1). 

Findings/Fails saillants : 

1. On November 22, 2011, the inspector confirmed the following information: 
In 2011, a personal support worker (PSW) was witnessed by another staff member to be emotionally, physically, 
sexually and verbally abusive to an identified resident. The resident had pinched the staff member while the PSWs were 
providing him/her care. The PSW grabbed the resident's arms, held them against his/her chest and shook him/her. The 
PSW smacked the resident with a clean continence product on his/her bare buttocks while he/she was turned on his/her 
side for peri-care. The PSW made humiliating and insulting remarks of a sexual nature to the resident. 

The PSW attended the Annual Mandatory Staff Training Program in 2011 which included, amongst other topics: 
1. Person Centred Care Philosophy 
2. Residents Rights 
3. Abuse Recognition and Prevention 

The PSW completed and signed the Mandatory Training 2011 form indicating he/she attended the training and 
understood the content of the presentations. 

Issued on this 19th day of December, 2011 

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