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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): October 01, 02, 2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Nursing, Nurse Manager, Social Worker, Registered Nursing Staff,
Recreational Services Assistant, Personal Care Aides, Residents

During the course of the inspection, the inspector(s) observed the provision of
care to residents, reviewed clinical records, reviewed the home's policies related

to Abuse and Neglect

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

Findings of Non-Compliance were found during this inspection.
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par Ia prese
de Ia LFS

: respect aux termes du para
Iartic!e 152 dela LFSLD L

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:
2. Every resident has the right to be protected from abuse. 2007, ¢c. 8, s. 3 (1).

Findings/Faits saillants :
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1. This licensee failed to ensure that every resident has the right to be protected from
abuse. [s.3.(1) 2]

An interview with resident #001 revealed that he/she felt frightened on one occasion
when he/she was showered by an identified Personal Care Aide (PCA). Resident
#001 indicated that he/she felt that his/her only option was to cooperate with the
identified PCA during the shower as he/she did not feel safe. An interview with the
identified PCA revealed that resident #001 complained during one shower that he/she
felt frightened, however did not report the incident.

A review of resident #001's clinical records revealed that on May 27, 2013, resident
#001 reported to an identified Nurse Manager (NM) he/she was frightened during a
shower. Resident #001 revealed that an identified (PCA) provided him/her with a
shower where hefshe did not feel safe and was frightened. The NM indicated in an
interview that the home immediately informed the Director, the police, the identified
PCA was suspended from the home and investigation initiated. The NM confirmed
that as a result of the home's investigation, the identified PCA was disciplined and has
since returned to work on another home area in the home. [s. 3. (1) 2.}

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that every resident has the right to be protected
from abuse, to be implemented voluntarily.

Issued on this 3rd day of October, 2013

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