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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): July 2,3,4, 2013

This inspection was conducted concurrently with Complaint inspection H-
002265-12, H-002265-12 and CI inspection H-000327-13.

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care (DOC), registered staff, Personal Support
Workers (PSW's), admissions coordinator, residents and family members.

During the course of the inspection, the inspector(s) reviewed residents health
records, medical service agreement, policy and procedures related to end of life
care, medication administration and infection control; observed medication
administration and dining room service.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.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. In December 2012, resident #003's roommate, resident #013 passed away. The
deceased resident was not removed from the room until several hours later. Resident
#003 was moved into the hallway and then to the lounge area. When resident #003
was in the room and/or in the bed, a curtain was pulled between resident #003 and
resident #013.

-When interviewed in July 2013, resident #003 verbalized remembering the day
resident #013 passed away. Resident #003 could not recall the date but recalled
being upset. No notations were in the progress notes for that date. The family was
upset that resident #003 had to be in a room with a deceased resident for several
hours. Resident #003 and family were not offered an alternate place to rest and visit
on that day even though there was a vacant bed on the unit, as conﬂrmed by the
admissions coordinator.

The licensee did not fully respect and promote the resident's right to be treated with
courtesy and respect and in a way that fully recognized the resident’s individuality and
respected the resident's dignity.

This information was confirmed by the admmrstrator DQOC, health record of resident
#013, SDM of resident #003 and the admissions coordinator. [s. 3. (1) 1. '

Issued on this 9th day of July, 2013

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