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BERNADETTE SUSNIK /120) 
Inspection Summary/R~sum~ de !'inspection 

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

During the course of the inspection, the inspector(s) spoke with Administrator, Assistant Director of Nursing 
and registered staff regarding 2 critical incidents. 

During the course of the inspection, the inspector(s) reviewed resident care records, staff training attendance 
and policies and procedures (H-000804-12 & H-000756-12). 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection, 

NON-COMPLIANCE/ NON-RESPECT .DES EXIGEN_CES 
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Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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Legende 

WN - Avis ecrit 
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VPC - Plan de. redressement volontaire 
DR - AiguHlage au d.irecteur 
CO - Ordre de conformite 
WAO.~ Ordres ; travaux et activite.s 

Non-ccmpliance with requirements un.der the Long-Term Care . Le non'respect des exigences de la Loi de 2007 sur !es foyers de 
Homes Act, 2007 {LTCHA) was found. {A requirement under the soins de longue d.uree {LFSLD) a ete ccnstate. (Une exigence de la 
L TCHA includes the. requirements .ccntalnedfn Hie. items nsted in loicomprend les exigences qui font partie des elements enumeres 
the definition of "requirement under this Act" .in subsection 2(1) dans la definition de·" exigence prevue par la presente loi », .au 
of the l TCHA.) paragraphe 2(1) deJa LFSLD: 

The following constitute5: written ·notification o_f non~_comp,liance 
under paragraph 1. of section 152 of.the LTC.HA. • 

Ce q1..ii_ suit cohStitue un a_vis ecrit d_e non-respect aux termes du 
paragraphe 1 de !'article 152 de 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 : 

[LTCHA 2007, S.O. 2007, c.8, s.19(1)] The licensee of a long-term care home did not protect an identified resident from 
abuse, specifically emotional and verbal abuse by anyone. 

In 2012, a Personal Support Worker (PSW) was over heard by another worker speaking to the resident using foul 
language and name calling of both the resident and their child. According to the witness, the resident became angry and 
upset by the comment. The resident verbally responded and their facial expression and body language revealed their 
anger. 

The witness reported the incident and an investigation commenced immediately. 

Issued on this <{th day of June, 2012 

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