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Inspection Summary/RiisumiideJ'.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 directors of care 
regarding H-002157-11, H-002165-11 and H-002257-11. 

During the course of the inspection, the inspector(s) reviewed management's documentation of the 
investigations; reviewed policies and procedures; reviewed staff training modules offered by the home and staff 
attendance sheets for several training dates. 

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-CO.MPUANCE/ NON-RESPECT.DES EXIGEN.CES 
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WN.-' WrittenNotificaUon. . ·. 
VPC .-,- Voluntary Ptan of Correction 
DR-' Director Referial 
CO - CompUance Order 
WAO-' Work and Activity Order 
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VPC ·-•·• Plafr de.red,essem~nf volont.a/re 
DR-. Aigulllage.au.directeur 
co-: Ordre.de ccnformite • 
WAO.c, Ordres.: trav.auxet activites 

Non-ccmpliance with requir~ment.i under the LonmTemtCar~ , Lenon-respect des exigences de la Loi de 2007 sur les foyers de 
Hornes Act. 2007 (LTCHA) IN8S founq. {Areq~irement underJhe soins d.e longue dure.~ (LFSLD) a eta ccnstate. {Une exigence de l_a 
LTCHA·in.cludes the.requirements_i:ontained in the itemsHsted.in loi.comprenctJes.<>xig~~ces•qui.fontpartie des elements.enumeres 
the definition of"requiremei)t•.underthi~l\ct" in.subsecUqn 2(1) .. dans la definition de.« exigence.prevue par. la presente loi·», au 
of.the LTCHA.) • •.. • • . ; .. • .. ••. •. • •. •·• • ·• .. • paragraphe 2(1) de la l£SLD: 

• The fql loWing. constitut~~ v,,fitt~n notification of non-(X!111pllance 
un.der paragraph Jot section •152 of .the.LTCH,l\. • • 

¢~:-q-Ui·:~u1ti~n~t_it~u:e·:·Jh_:_~Yj~:itrit;~-e;non~r_e_sp~ct·aux termes dU 
paragraphe 1/de l'arti.cle 152 de .la. LF.SLD. 

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 : 

On December 5, 2011, the inspector confirmed the following information: 

1. An identified resident was physically abused by a personal support worker (PSW) in 2011. The PSW refused to 
provide care to the resident alter several requests; grabbed, shook and struck him/her; and then placed the call bell cord 
out of reach. The resident was found in wet bedding at the beginning of the next shift by another PSW. A completed skin 
assessment indicated he/she had injuries. 

2. An identified resident was physically abused by a PSW in 2011. The resident complained of severe pain and was 
assessed by the physician and in-home X-ray was ordered. X-ray results confirmed an injury. The resident was able to 
identify a PSW who had provided care in a rough manner that resulted in the injury. 

Issued on this 18th day of January, 2012 

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