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Inspection Summary/Resume 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 the Administrator, the Director of Care and a 
Resident Care Coordinator 

During the course of the inspection, the inspector(s) Reviewed a Critical Incident Report, reviewed the home's 
documentation related to the investigation into this reported Critical Incident, reviewed components of a 
residents' health care record, reviewed the policy to promote zero tolerance of abuse and neglect of residents 
titled "Prevention of Abuse or Neglect" (#G-006, revision date Feb 14/12), reviewed the policy titled "Staff 
Reporting and Whistle-Blowing Protection" (#G-007, revision date Feb 14/12), reviewed training records relating 
to these two policies for one staff person. 

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 
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Legend 

WN - Written Notification 
VPG - Voluntary Plan of Correction 
DR-. Director Referral 
CO..., Compliance Order 
WAO - Work and Activity Order 
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WN - Avis ecrit . 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 les 
foyers de soins de longue 

VPC - Plan de redressement volontaire 
DR - Aiguil!age au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 

Non~compliance with requiremer:its underthe Long-TermCare Le non-:res8~ddes exigences de iaLoi cf¢20d7 sur !es foyers de 
Homes Act, 2007 (LTGHA) was found. (A ~equirement µnder the soins deJongue duree (LFSLD) a ete cor:istate. (Une exigence de la 
LT CHA ind1.1des the requirements contained in the nems listed in loi ~orr1pre11d !es exigencesquifont partie des elements e~un;eres •• 
the definiti()n of/requirement under this Act" in subsection 2(1) dans la definition de« exigence prevue par la presente)ol.», ai.1 
oftheLTCJ,A.} .· paragraphe2(1)delaLFSLD, • • 

The following constitutes \J\/'fitten notification of non-compliance 
under paragraph 1 of section 152 of the L TCHA • 

-:< • ,:' ':" ·, ' 

Ce qui suit constitue ~ri avis ecrit de non-respect aux,.terrnes du 
paragraphe 1 de l'arHc::le 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 23. Licensee must investigate, 
respond and act 

Specifically failed to comply with the following subsections: 

s. 23. (2) A licensee shall report to the Director the results of every investigation undertaken under clause (1) 
(a), and every action taken under clause (1) {b). 2007, c. 8, s. 23 (2). 

Findings/Faits saillants : 

1. On a day in January 2012, alleged verbal abuse of resident #1 was reported to Resident Care Coordinator #S100. An 
investigation was immediately undertaken, the Director was immediately notified of the allegation, and action was taken 
by the home. The results of the abuse investigation were however not reported to the Director. 

Issued on this 21st day of June, 2012 

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