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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): July 29, 30 & August 19,
2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, Social Worker, a Resident, Registered staff and
Personal Support Workers (PSW).

During the course of the inspection, the inspector(s) reviewed the health record
of Resident #1, education in service records and the homes zero tolerance for
abuse policy.

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

Findings of Non-Compliance were found during this inspection.

Legend

VN — Wntten Notn‘“catlon IR ";3 A
VPC - Voluntary Plan of Correctlon S

DR - Director Referral 5
CO - “Compliance Order Pl
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Non 'C'ompliance With requnrements under |Le non respect des ex&gences dela Loi de _.
12007 sur les foyers de 'soins de longue
'; duree (LFSLD) a ete constate (Une

notiﬂcatlon of non- comp!tance under - - respect aux termes du paragraphe 1 de

paragraph 1 of sect:on 152 of the LTCHA iamcie 152 de ia 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 Resident # 1 was treated with courtesy and respect
and in a way that fully recognizes the resident's individuality and respects the
resident's dignity.

- On a specified date, Resident #1 reported to the management that a PSW
communicated with him/her in an inappropriate manner which did not uphold the
residents respect. Resident #1 revealed that he/she remains fearful of the identified
PSW due to reporting the incident.

- Resident #1 reported to the inspector that the PSW questioned a request made by
the resident to have the scheduled shower provided by another staff member.
Resident #1 states that the PSW's tone was harsh and that he/she is fearful of the
staff member.

- During an interview the PSW acknowledged that his/her tone at times could be

misunderstood.
- An internal investigation was conducted which resulted in discipline of the PSW [s. 3.

(1)1.]
Additional Required Actions:

VPC - pursuant to the L.ong-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 Resident #1 is treated with courtesy and
respect and in a way that fully recognizes the resident's individuality and
respects the resident’s dignity, to be implemented voluntarily.

Issued on this 5th day of September, 2013

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