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A citizen contacted the Québec Ombudsman to report a situation he had witnessed in 
a CHSLD. A patient in her final days was not placed in a private room, but shared her 
room with several other users. To these other people were added members of her family, 
who spent her last days and nights at her bedside.

Following death, the body is not immediately moved out. If a death occurs during the 
evening, the dead body is in fact left in the room all night.



The son of a woman who was staying in a CHSLD, who was with his brother the joint legal 
representative of his mother’s tutorship and who had lived with her until she was placed, 
was becoming increasingly interfering with in the institution’s regular activities. He was at 
the centre every day, from 8 :00 a.m. to 10 :00 p.m., and would object to his mother being 
assisted by orderlies, would claim that she was antisocial and ask that she be allowed to 
eat in her room, and would ask for permission to lock her door. He would also frequently 
request that his mother be allowed to spend time at home. His mother, in the meantime, 
would helplessly watch her son’s mood swings.

The local service quality and complaints commissioner first decreed the lack of grounds 
to support the son’s requests for a change of orderly and stated that because of safety 
considerations, the mother’s door could be closed but not locked from the inside. After he 
had made a mistake in preparing a puréed meal the son threatened the cook, and he gene-
rally became more aggressive with the entire staff. He even went so far as to ask that the 
head nurse for the floor and two orderlies be replaced. At this point, the institution decided 
to restrict his visits. The son refused to accept delivery of the letter notifying him of this 
decision, such that it had to be read to him by a security agent, at the facility and in front of 
both his mother and the accommodations manager. He proceeded to contact the Québec 
Ombudsman, claiming that the institution was acting in a retaliatory manner.

Once its investigation was completed, the Québec Ombudsman noted that employees had 
been making considerable efforts to meet the son’s demands. It also observed that his 
behaviour was perceived as threatening by employees and constituted a danger for his 
mother and other residents. The Québec Ombudsman supported the institution’s measures 
aimed at limiting the son’s visits, ensuring the nearby presence of a security agent and if 
need be, denying the son access to the institution.



A citizen, acting in his capacity as the legal representative of his mother, communicated to 
the Québec Ombudsman his dissatisfaction with the reasons for which the health and social 
services centre had terminated a contractual agreement with an intermediary residence.

The local service quality and complaints commissioner cited confidentiality as the grounds 
for not releasing this information. The citizen mentioned, in his exchange with the Québec 
Ombudsman, his right to information on the reasons why the intermediary resource where 
his mother was being kept no longer respected the quality criteria necessary to have its 
contract with the health and social services centre renewed. He felt entitled to know of any 
serious grounds that could, according to the conclusions of the local service quality and 
complaints commissioner, “ compromise the safety of residents ”. In reality, however, the 
decision to not renew the agreement between the two parties had been a mutual one.



A residential and long-term care centre employee decried a health and social services 
decision to decrease the number of weekly baths from two to one to the Québec Ombuds-
man. Moreover, residents were raced through their meals, with five minutes allocated to 
each user.

The Québec Ombudsman’s investigation revealed that 24 of the 32 residents in question 
were under a public curatorship, with most of them suffering from psychiatric problems. 
It is well known that when a large number of users are unable to feed themselves, employees 
cannot feed everyone within the allotted time, as a result of which mealtimes are akin to 
a race.

On the other hand, our visit of the residential and long-term care centre we were investigating 
allowed us to discover that three night orderly positions were vacant. Moreover, employee 
turnover was such that an efficient meal service was far from a certainty. Orderlies, 
whether they were giving meals or baths, were generally overworked, in addition to being 
constantly disrupted by unexpected occurrences. Management introduced corrective 
measures during the Québec Ombudsman’s intervention, notably filling the open orderly 
positions on the night shift and reorganizing the meal service.










