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

During the course of the inspection, the inspector spoke with: Administrator, Director of Care, registered staff,
identified resident and family members.

During the course of the inspection, the inspector viewed the room where the identified resident resides.
The following Inspection Protocols were used in part or in whole during this inspection:

Critical Incident Inspection Protocol
Reporting and Complaints inspection Protoco!

1 Findings of Non-Compliance were found during this inspection. The following action was
taken:

1VPC

Definitions/Définition:

; Compllance Order/Ord
‘WAO Work and Actiwty OrderlOrdr

_ The fo!lowmg constltutes wrliten nafifi
paragraph {of sechon 152 of the LTC

Non—compuance wsth reqmrements Ing
Act, 2007' (LTCHA) was, found

VUN #1:
The Licensee has failed to comply with: LTCA 2007 ¢.8, 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, .8, s.19(1)

Findings:

1. A staff member was over heard speaking to an identified resident in an unprofessional manner.
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2. The LTC Home’s internal investigation identified the staff member did not speak appropriately to the
resident, which under the home's abuse definition is verbal abuse

;nspectorlD# 174

Addi.tiubna[ .l.:\"é'c.]-l..l'ired Actions:

VPC- Pursuant to LTCHA, 2007, S.0. 2007, ¢.8, s.12 (1) the licensee is hereby requested to prepare a
written plan of correction for achieving compliance with s.19(1) in respect of the above findings. This

is to be impiemented voluntarily.

Signature of Licensee or Representative of Licensee
Signature du Titulaire du représentant désigné

Signature of Health System Accountability and Performance Division
representative/Signature du {de la} représentant(e} de la Division de la
responsabilisation et de la performance du systéme de santé.
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Title: Date:

Date of Report: (if differef¥from date(s} of inslgﬁection).

Pape 3 of 3




