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

During the course of the inspection, the inspector spoke with: Administrator, Director of Care, Financial 
Manager, Registered staff, Personal Support workers (PSW's), residents, family members, PSW students. 

During the course of the inspection, the inspector: Observed residents and staff, reviewed policy and 
procedure, reviewed clinical health records, reviewed internal investigation. 

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

[gl Findings of Non-Compliance were found during this inspection. The following action was taken: 
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WN #1: The Licensee has failed to comply with L TCHA 2007, S.O. 2007 c.B, s3(1)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 dianity. 
Findings: 

1. The licensee failed to treat the resident with dignity and respect in relation to the following: 
2. An identified resident received two visits from police in a 4 month period. The first visit was to deliver 

distressing news to the resident and the second to interview the resident related to an internal matter. 
The home did not speak to or prepare the resident related to the second visit by the police in light of 
the previous visit to deliver distressing news. The resident told family that the second visit was 
frightening as the resident thought that the police were there to deliver bad news again. 
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