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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 31, 2013 

H-000343-13 

During the course of the inspection, the inspector(s) spoke with Administrator, 
Director of Care (DOC), Assistant Director of Care (ADOC), Registered staff and 
resident. 

During the course of the inspection, the inspector(s) Reviewed resident's clinical 
and electronic records, home's policy and procedure related to Prevention of 
Abuse, reviewed home's internal investigation notes and staff personnel file. 

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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WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 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 that resident #101 was treated with courtesy and 
respect and in a way that fully recognized their individuality and respects the their 
dignity. 

Resident #101 reported to the home that during care the resident was mistreated by a 
staff member of the home. Interview with the resident alleges that while being assisted 
with activities of daily living, the PSW did not fully treated the resident with courtesy 
and did not respect the dignity of the resident while providing care. 

Review of the home's internal investigation notes and interview with the DOC and the 
Administrator confirmed the resident's account of the incident has been consistent 
through out their investigation. [s. 3. (1) 1.] 

Additional Required Actions: 

VPC - pursuant to.the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) 
the licensee is hereby requested to prepare a written plan of correction for 
achieving compliance to ensure 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, to be implemented voluntarily. 

Issued on this 14th day of August, 2013 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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