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

THE JEWISH HOME FOR THE AGED (2824)
3560 BATHURST STREET, NORTH YORK, ON, M6A-2E1

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs

NITAL SHETH (500)
Inspection Summary/Résumé de l'inspection

The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): January 15 and 186,
2014.

During the course of the inspection, the inspector(s) spoke with Personal
support workers, registered nursing staff, residents, and acting Director of care.

During the course of the inspection, the inspector(s) reviewed records, the
policy on prevention of abuse, staff training records and observed residents’
area.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy
Prevention of Abuse, Neglect and Retaliation
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NON-COMPLIANCE / NON - RESPECT DES EXIGENCES
Legend Legendé
WHN — Written Notification WN - Avis écrit

VPC — Voluntary Plan of Correction
DR - Director Referral

CO - Compliance Order

WAO — Work and Activity Order

VPC - Plan de redressement volontaire
DR - Aiguiliage au directeur

CO — Ordre de conformité

WAO - Ordres : travaux et activités

Non-compiiance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under this
Act" in subsection 2{1) of the LTCHA.)

The following constitutes written
nctificaticn of non-cempliance under
paragraph 1 of section 152 of the LTCHA.

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de iongue
durée (LFSLD) a été constate. (Une
exigence de |a loi comprend les exigences
qui font partie des éléments énumérés
dans la definition de « exigence prévue
par la présente loi », au paragraphe 2(1)
de la LFSLD.

Ce qui suit constitue un avis ecrit de nen-
respect aux termes du paragraphe 1 de
I'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.

Residents’ Bill of Rights

Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:

1. Every resident has the right to be treated with courtesy and respect and in a
way that fully recognizes the resident’s individuality and respects the resident’s

dignity. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure that the residents' right to be treated with courtesy and
respect and in a way that fully recognizes the residents' individuality and respects
residents’ dignity is fully respected and promoted.

A review of pian of care indicates, resident # 1 has requested to the home that the
staff understands that he/she is very self-conscious about his/her weight and does not
want comments about his/her weight.

Resident and staff interview revealed that, in one occasion when staff were assisting
the resident to change his/her clothes the resident’s night gown was slightly ripped off
by the staff. When resident asked the staff about the night gown staff replied that “you
are heavy”.

The resident reported to the inspector that staff occasionally comments on his/her
weight. Staff interview confirmed that on another occasion when night staff was
providing morning care to the resident and resident was not able to turn, an identified
staff member was trying to get assistance and the resident asked, "why don't you
change me?" The staff answered "you are heavy”.

Social worker's interview revealed that he/she never noticed the staff yeliing or being
rude to any resident in the home, however occasionally staff make comments
regarding resident # 1's weight. [s. 3. (1) 1.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the residents’ right to be treated with
courtesy and respect and in a way that fully recognize residents' individuality
and respect residents’ dignity is fully respected and promoted, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 221. Additional
training — direct care staff
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Specifically failed to comply with the following:

s. 221. (2) The licensee shall ensure that all staff who provide direct care to
residents receive the training provided for in subsection 76 (7) of the Act based
on the following:

1. Subject to paragraph 2, the staff must receive annual training in all the areas
required under subsection 76 (7) of the Act. O. Reg. 79/10, s. 221 (2).

2. If the licensee assesses the individual training needs of a staff member, the
staff member is only required to receive training based on his or her assessed
needs. O. Reg. 79/10, s. 221 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that all staff who provide direct care to residents
recelve the training provided for in subsection 76 (7) of the Act specificaily in abuse
recognition and prevention.

A review of the staff attendance records revealed that 2 identified staff of the home
have not completed the mandatory annual training in "abuse recognition and
prevention”. One staff member has not completed the training in 2013 and another
staff in 2012 and 2013. [s. 221. (2)]

Issued on this 4th day of February, 2014

Slgnature of Inspectﬂr{s];‘Srgnature de I’mspecteur ou des mspecteurs

{\J{ B | Sheth
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