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BERNAD.ETTE SUSNIK /120) . 
lnspectlon·summary/Resume,de•l'inspectio11 

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

During the course of the inspection, the inspector(s} spoke with administrator and director of care regarding the 
submission of a critical incident (H-002241-11}on resident abuse, 

During the course of the inspection, the inspector(s} reviewed resident records, abuse policies and procedures, 
the home's investigative reports and documents and employee training records. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

l>JON,CbMPLIANCE / N.ON°RESPECT DES EXIGENC.ES 

Legend 

WN - Wrttten Notific:ation . , 
VPC - Voluntary.Plan of Correction 
DR- DirectorRefertal ' 
CO - Compliance Order 
WAO ~ Work and Activity Order 
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Legend?i 

WN -<Avis ecrtt .....• · ·. . .. 
VPC.-•· Pland.e redressement volontaire 
OR-c . Aiguillageau<Jlrecteur • 
CO-••·• Ordre.de.confprlnite 

• WAO-. Ord res : travaux et activites 



I'~ 

t?ontario 
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the Long-Term Care 
Homes Act, 2007 

Ministere de la Sante et des 
Soins de longue duree 
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prevue le Loi de 2007 les 
foyers de soins de longue 

-Non-.compliance.with requlrementsunderUi~·Long-Term_Care_·• ·.· Le•non-respectdeiiexigencas deJaLoi de,2007 sur les foyers de 
Homes Act,2007 (LTCHA)w~sfound, .. (Arequirement u~derthe soins de lon!Jue dur$e.(~FSLD)a ete constate .. (Une exigence de la 
L TCHA incl_udes the requiretl'lents c:ontal.ned.l~ th.e ite[l)s listed in loi comprend,Jes ~xigepces q~Lfont partie des elements enumeres 
the definition of "requirern~ncunderthis Act'\insubsecUon 2(1) di,ns .la definition de« exigence prevue par la presents loi », au 
of the LTCHA.) • paragraph~ 2(tJde I~ LFSLD. 

•The following constitutes wrjUennotification of11on-G<>mpli~nce 
under paragraph 1 pfsectipn 152oftheLTC:HA. • • 

Ce qui sul(c~rislltue u~ a~is 6crit~e non'respect aux termes du 
paragrapheJdel.'arjigle 1_52de laLFSLD. 

WN #1: 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 : 

The licensee of the home did not protect a resident from abuse by a worker. A personal support worker was witnessed 
by another person to have verbally and physically abused two residents, on two separate dates in 2011. An identified 
resident was verbally insulted regarding their personal hygiene when they refused to take a bath. The worker did not 
respect the resident's choice, was rough while undressing the resident and disrespectful with personal articles. 

Another identified resident who was also being cared for by the same worker was cared for roughly and when they did 
not co-operate, was yelled at by the worker. A condescending comment was also made about the resident. The 
incidents of abuse were reported to the management of the home 5 days later by the witness. The management of the 
home took immediate action to determine the facts in both matters and took follow-up action. 

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 z3t1,,. day of tJoJe"'kx!r,2011 

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