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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): Decémber 9,10, 2013.
Two critical incident inspections were completed simultaneously.

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, personal support workers, registered staff,
family members, residents and resident physician.

During the course of the inspection, the inspector(s) observed the provision of
resident care, reviewed clinical records of specnfled residents and relevant
policy and procedures.

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

Findings of Non-Compliance were found during this Enspection;
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"-"NON'.COMP'LEANCE-?I--.NON RESPECT-DES?EXIGENCES

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 3.
Residents’ Bill of Rights

Specifically failed to cdmply 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 resident was not treated with courtesy and respect in a way that fully
recognized the resident’s individuality and respected the resident’s dignity.

In 2013 a visitor reported that they had heard resident #002 crying and requesting
assistance to be changed from a specified staff member. The visitor identified that the
staff responded in an angry tone and told the resident that when their family comes,
they will change you. The resident continued to cry and request assistance to which
the staff responded by shouting and directed them to take their medications. The staff
member did not treat the resident with respect or courtesy nor respected the dignity of
the resident. [s. 3. (1) 1.]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol
procedure, strategy or system, the licensee is required to ensure that the plan,
pollcy, protocol, procedure, strategy or system

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and 0. Reg. 79/10,s. 8 (1) '

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. Where the Act or this Regulation required the licensee to institute or otherwise put
in place any plan, policy, protocol, procedure, strategy or system, the licensee was
required to ensure that the plan, policy, protocol, procedure, strategy or system, was
complied with.

The home had an "Employee Handbook, last revised July 2008" which was given to
each employee on hire and reviewed on a yearly basis during the employee's annual
performance appraisal. This book contained information for employees regarding the
home, what they should expect from the employer and what was expected of them as
employees. The Personal Conduct chapter of this book identified that "employees are
prohibited from accepting gifts and/or money from residents and employees offered
gifts and/or money must notify the General Manager/Administrator immediately”.

Interview with resident #001, who was making all care and financial decisions
independently, confirmed that they gave gifts to an employee, in 2013, which were
accepted. The administrator confirmed that the employee did not report the offer of the
gifts, until they were interviewed as part of an internal investigation, conducted by the
home. The employee's personnel file confirmed that they most recently reviewed the
home's Code of Conduct in the spring of 2013. [s. 8. (1) (b)]

Issued on this 19th day of December, 2013

Signature of Inspector(s)/Signature de Pinspecteur ou des inspecteurs
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