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BAYWOODS PLACE 
330 MAIN STREET EAST HAMIL TON ON L8N-3T9 

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

RICHARD HAYDEN /127} 
Inspection Summary/Resume del'lnspection 

The purpose of this inspection was to conduct a Critical Incident inspection. 

During the course of the inspection, the inspector(s) spoke with the administrator and business manager 
regarding H-002070-11, H-002224-11, H-002251-11, H-002340-11 and H-002341-11. 

During the course of the inspection, the inspector(s) reviewed management's documentation regarding 
incidents of resident abuse and an incident of resident elopement; reviewed three resident's charts; and 
observed residents in their home areas. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Responsive Behaviours 

Safe and Secure Home 

Findings of Non-Compliance were found during this inspection, 

NON-COMPLIANCE/ NON-RESPECT DES EXIGENCES 
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Legend 

WN-,, Written Notification 
VPC_- Voluntary Plan of Corre9Uon 
DR~ .Director Referral • 
CO -: Compliance Order 
WAO -Work and Activity Order 
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WN - Avis ecrit . . 
VPC_- Plan de, redr.ess.e_mentvolontalr.e 
DR - Algumage audlrecte,ur 
co-:, Ordre deconformlte . 
WAO "'Ordres : travaux et actlvltes 

Nori-compliance with requirementsunderthe Long-Term Care Le non:resp~ct des exigences d~ la LoL de 2007 ,sur !es foyers de 
HomesAct, 2007 (LTCHA) was found. (A requirement underth.e soins de longue du_ree (LFSLD) a ete consta_te_. (Une exigence d.e la 
LTCHA includes the requirements contained in the items Usted in fol cornprend Jes exigences qui fontpartie des elements enumeres 
the definition of "requirernerit underfhis Act" in subsection2(1) • dans _la definition de« exigern;e prevue par la presente loi », au 
of the LTCHA.) paragraphe 2(1) de la LFSLD: 

• The following constitutes wriUen notiilcaUon ofoon-co111pliance 
unde_r paragraph 1 of section 152 of.the LTCHA. 

.Ctfqui StJil:CCfrisJit_ue iJn:8viS:l!crit -~e non~respect rillx termes du 
paragr~phe 1 de l'arti_c_le 152 de la __ LFSLD. 

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 5. Every licensee of a long-term 
care home shall ensure that the home is a safe and secure environment for its residents. 2007, c. 8, s. 5. 

Findings/Fails saillants : 

1. During the inspection of November 23, 24 and 25, 2011, the inspector confirmed the following information: 

A identified resident exited and was absent from the home without staff knowledge in 2011. The resident was able to exit 
the building when an unidentified person held the main door open for him/her to exit. An alarm sounded but a staff 
member cleared it without verifying the resident's whereabouts. Staff only became aware of the resident's absence when 
a community member called Baywoods Place. 

The resident was absent from the home for approximately two hours and thirty minutes. Baywoods Place staff were 
unaware of the resident's absence for one hour and thirty minutes before the call was received. The administrator went 
to the resident's location and he/she was returned to the home approximately one hour later. 

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 for ensuring the home is a safe and 
secure environment for its residents, to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 19. Duty to protect 

Specifically failed to comply with the following subsections: 

s. 19. (1) Every licensee of a long-term care home shall protect residents from abuse by anyone and shall 
ensure that residents are not neglected by the licensee or staff. 2007, c. 8, s. 19 (1). 

Findings/Fails saillants : 

1. During the inspection of November 23, 24 and 25, 2011, the inspector confirmed the following information: 

An identified resident physically abused another resident on two separate occasions in 2011. The incidents were 
witnessed by staff and they reported the attacks were unprovoked. The resident received injuries in both incidents. 
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Issued on this 22nd day of December, 2011 

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