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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): September 4, 5, and 6
2013.

It is noted that three complaint inspection logs were completed during this
inspection: Log # 0-000456-13, #0-000586-13 and #0-000592-13

During the course of the inspection, the inspector(s) spoke with the home's
Executive Director, Director of Care (DOC), evening Charge Nurse, Registered
Dietitian, several Registered Practical Nurses (RPN), several Personal Support
Workers (PSW), several members of the housekeeping staff, to a dietary aide, a
member of the maintenance staff, to several family members and to several
residents.

During the course of the inspection, the inspector(s) reviewed the health care
records of several identified residents, observed lunch time meal services on
September 4, 5 and 6 2013, examined several identified resident rooms with
focus on odour and resident clothing, examined a resident unit laundry room,
reviewed the process for reporting and locating resident lost clothing and
personal items, examined a unit's tub/shower room equipment, examined two
resident care units dining room floors, reviewed an identified resident’s dietary
menu, reviewed how the home’s Heating Ventilation and Air Conditioning
(HVAC) functions and reviewed temperature logs for August 31 to September 5
2013, reviewed the maintenance equipment repair logs with a focus on a unit's
tub/shower chairs.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Laundry

Accommodation Services - Maintenance
Continence Care and Bowel Management
Dignity, Choice and Privacy

Falls Prevention

Nutrition and Hydration

Personal Support Services
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Skin and Wound Care

Findings of Non-Compliance were found during this inspection.

Legend

WN — Avxs écrit : .
VPC Plan de redressement volontalre
DR ~ Aiguﬂlage au drrecteur "

WN — Wrttten Notxflcat!on
VPC — Voluntary Plan of Correctlon
DR -~ Director Referral '
CO- Comphance Order

VVAO Work and ActMty Order

Le non-respect des ex;gences de la L0| de’i
2007 sur les foyers de soins de longue
durée. (LFSLD) a été constaté. (Une
ex&gence de la IOI comprend les exngences

Non comphance wzth requxrements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the
reqmremen’fs contained in the ltems listed
in the definition of "requnrement under this
Act" in subsection 2(1) of the LTCHA)

dans la defmmon de « exxgence prevue
|parla presente loi », au paragraphe 2(1)
|de la LFSLD

Ce qui Suit constitue un avis écrit de nbn-
respect aux termes du paragraphe 1 de
iar’ncle 152 de la LFSLD. -

The following constitutes written
notification of non-compliance under
paragraph 1 of secuon 152 of the LTCHA.

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).
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1. The licensee has failed to comply with LTCHA s. 3 (1) 1 in that several residents
right to be treated with courtesy and respect and in a way that fully recognizes their
individuality and respects their dignity was not respected by two staff members. [Log #
0O-000586-13]

Resident #2 has some cognitive impairments and a tendency to repeat him/herself
during conversations. Staff member #5103 was observed by a family member in May
2013 to say that Resident #2 is stupid because of his/her behaviours of repeating
him/herself during conversations. The family member stated that the staff member's
comments were disrespectful towards the resident and that this was reported to the
home's management.

Resident # 4 has a wheelchair and requires one person assistance for mobilization. In
August 2013, Resident #4 asked a family member to move him/her to another section
of their unit. When this was noted, staff member #S103 spoke in a loud and rude
manner to Resident #4 and the family member, saying "Why did you move Resident
#47! | put him/her there for a reason!". The family member reports that he/she and the
resident felt that the staff member lacked courtesy and respect when speaking to them
and that he/she reported this incident to the home's management.

Resident #5 has some cognitive impairments and a tendency to repeat him/herself
during conversations. On September 5, 2013, Resident #5 stated to Inspector #117
that staff member #5102 is not respectful towards him/her as #5102 will often ignore
his/her requests to have some tea during the meal service. On September 5, 2013,
staff member #5101 stated that they had observed staff member #5102 ignore the
resident’s requests in the past and that they had intervened on the resident's behalf to
ensure that the resident's request was met. Staff member #5104 stated on September
5, 2013, that Resident #5 often will tell him/her that #5102 is not nice because S#102
did not get him/her some tea. Staff member #3101 states that staff member #5102's
lack of respect was reported to the home's management team.

Resident #6 has some cognitive and mobility impairments. On September 5 and 6,
2013, the resident stated to Inspector #117 that staff member #5102 frequently
ignores his/her requests to ensure that his/her bed is made. Resident #6 stated that
staff member #5102 likes "to give orders and boss the residents around". Staff
members #5101 and #S104 state that Resident #6 has frequently reported to them
staff member #S102's lack of respect towards him/her. Both state that this was
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reported to the home's management.

On September 6, 2013, the DOC stated to Inspector #117 that in the past few months,
the home's management did receive reports from some families and supervisory staff
that staff members #5102 and #S103 had lacked courtesy and respect when
speaking and working with several residents. The DOC states that disciplinary
measures have been implemented with both staff members. [s. 3. (1) 1.]

Issued on this 12th day of September, 2013

ure o Inspec or(s)/Signature de I'inspecteur ou des inspecteurs
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