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Date{s) of inspection/Date{s) de 
!'inspection 

Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

Dec1, 2.011 2011_072120_0045 Critical Incident 

Licensee/Titulaire de permis 

REVERA LONG TERM CARE INC. 
55 STANDISH COURT 8TH FLOOR MISSISSAUGA ON L5R-4B2 
Long-Term Care Home/Foyer de soins de longue duree 

BRIERWOOD GARDENS 
425 PARK ROAD NORTH BRANTFORD ON N3R-7G5 

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

BERNADETTE SUSNIK (120) 
.·lnspectionSummary/Resumede.l'inspedion 

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

During the course of the inspection, the inspector{s) spoke with executive director and director of care.(H-
002074-11) 

During the course of the inspection, the inspector{s) reviewed resident care documents, staff education 
attendance records, abuse policies and procedures and the home's investigative documents. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE /NON-RESPECT DES EXIGENCES 

Legend 

WN - Written Notification 
VPC ~ Voluntary Plano/Correction 
D.R - Director Referral 
CO - CompHance Or_der 
WAO~ Work and Activity Order 
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Legeride 

WN - . Avis ecriL . . .· ·• . 
VPC. - Plan de redressement volontaire 
DRC..·_·Aiguillag~ audirecteur 
CO ~ > Ordre de confcirmite . 
WAO ~ Ordres: travaux et activites 
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Non'compliancewith reqUi(ements unclerthe Long-Te.rm yare Le.non-respect des exigences de la Loi de 2007 sur les foyers.de 
Home,;; Act, 2007 (LTCHA) was found, (Arequirement under the. soi.ns de longu.e;Juree (LFSLD) a ete constate. (Une exigence de. la . 
LTCHA includes the requirements c.ontain.ed in the items nsted .In lo! comprend Jes. ex.igences quLfont partie des elements enumeres 
the definition of"requirementunder this .Act" in subsection 2(1) clans la definiUpn de « exigence.prevue par la presente.loi », au 
of the LTCHA.) paragraphe 2(1) d.e. laLFSL[), 

The following.consmuteswrmen·noUficaUon ofnon°compliance 
un.der paragraph 1 of secUon 1.52 of.the. L TCHA. 

.. 
CEf9-ui ~uifcOnstitlie_-_u_n _aVis _$crit deJ1_on-rnsp13ct aux termes du 
paraQraphe1.de.l'article.152 \le.la LFSLD. 

WN #1: The Licensee has failed to comply with LTCHA, 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 : 

An identified resident was not protected from abuse by a staff member in the home. In 2011, a health care aide was 
witnessed by another worker to have approached a resident who was sitting in their wheelchair. The worker loudly 
pronounced to the resident that they did not belong in that particular area of the home. The resident was told to put their 
feet down so they could have their wheelchair repositioned. The resident did not comply and tried to prevent the worker 
from repositioning them. The worker than tried to force the resident from the area but the resident resisted. The worker 
then grabbed the resident and spoke to them in a threatening and intimidating manner. A witness told the worker to 
leave the resident alone, and the worker then left the resident in the corridor. The witness reported the incident 
immediately to their superiors. The management of the home conducted a follow-up investigation and took appropriate 
actions. 

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 that residents are 
protected from abuse by anyone, to be implemented voluntarily. 

Issued on this f?, t\-. day of January, 2012 

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