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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): May 24, 2013 

During the course of the inspection, the inspector(s) spoke with the 
Administrator, registered staff, social worker, Personal Support Workers 
(PSW's), residents and family members. 

During the course of the inspection, the inspector(s) reviewed the home's 
internal investigation notes, the policy and procedure related to preventing 
abuse and a resident's health records. 

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 : 
1. Resident #001 reported that an injury sustained during care in May 2013. The 
licensee has failed to ensure that the resident was treated with courtesy and respect 
and in a way that fully recognizes the resident's individuality and respects the 
resident's dignity. 
This information was confirmed by the administrator, the social worker and the 
resident. [s. 3. (1) 1.] 
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VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) 
the licensee is hereby requested to prepare a written plan of correction for 
achieving compliance to 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, to be implemented vqluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 35. Foot care 
and nail care • 

Specifically failed to comply with the following: 

s. 35. (2) Every licensee of a long-term care home shall ensure that each 
resident of the home receives fingernail care, including the cutting of 
fingernails. 0. Reg. 79110, s. 35 (2). 
FindingslFaits saillants : 

1. Resident #001 's fingernails on both hands had dried dark coloured residue under 
the nails on a day in May 2013. The health record indicated that the resident had 
received a bath and had fingernails cleaned the morning of May 24, 2013. 
The licensee failed to ensure that the resident received fingernail care. [s. 35. (2)] 

Issued on this 28th day of May, 2013 

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