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The purpose of this inspection was to conduct five Mandatory Report inspections. 

During the course of the inspection, the inspector spoke with: the Director of Care (DOC), Registered Nursing 
staff, Personal Support Workers (PSW), Recreation staff, residents involved in the mandatory reports and 
various residents currently residing in the home. 

During the course of the inspection, the inspector: Conducted a walk-through of all resident home areas and 
various common areas, observed the care of residents named in the mandatory reports, and reviewed the 
following: 

• Policies and procedures related to prevention of abuse and neglect 
• Training schedules, in-service records and content of educational sessions 
• Health care records of residents named in the mandatory reports 

The following Inspection Protocols were used during this inspection: 
Responsive Behaviours 
Prevention of Abuse, Neglect and Retaliation 
Critical Incident Response 

Findings of Non-Compliance were found during this inspection. The following action was taken: 
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NON- COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN - Written Notifications/Avis ecrit 
VPC - Voluntary Plan of Correction/Plan de redressement volontaire 
DR- Director Referral/Regisseur envoye 
CO- Compliance Order/Ordres de confomiite 
WAO - Work and Activity Order/Ordres: travaux et activites 

The following constitutes written notification of non-compliance under Le suivant constituer un avis d'ecrit de !'exigence prevue le paragraphe 1 
paragraph 1 of section 152 of the L TCHA. de section 152 de Jes foyers de soins de longue duree. 

Non-compliance with requirements under the Long-Term Care Homes Non-respect avec les exigences sur le Loi de 2007 /es foyers de soins de 
Act, 2007 (L TCHA) was found. (A requirement under the L TCHA includes /ongue duree a trouve. (Une exigence dans le loi comprend les exigences 
the requirements contained in the items listed in the definition of contenues dans les points enumeres dans la definition de "exigence 
"requirement under this Act'' in subsection 2(1) of the L TCHA.) prevue par la presente loi" au paragraphe 2(1) de la loi. 

WN #1: The Licensee has failed to comply with L TCHA, 2007, S.O. 2007, c.8, s. 20(2)d At a minimum, the 
policy to promote zero tolerance of abuse and neglect of residents, d) shall contain an explanation of the duty 
under section 24 to make mandatory reports. 

Findings: 
1. The inspector reviewed the home's policy/procedure RESIDENT ABUSE NUM Vll-5 July 08.doc. This 

policy does not contain an explanation of the duty under section 24 to make mandatory reports. The 
licensee failed to ensure the policy to promote zero tolerance of abuse and neglect of residents 
contained an explanation of the duty under section 24 to make mandatory reports. 

Inspector ID #: 1188 

WN #2: The Licensee has failed to comply with O.Reg. 79/10, s. 96(a) Every licensee of a long-term care 
home shall ensure that the licensee's written policy under section 20 of the Act to promote zero tolerance of 
abuse and neglect of residents, a) contains procedures and interventions to assist and support residents who 
have been abused or neglected or allegedly abused or neglected. 
Findings: 

1. The inspector reviewed the home's policy/procedure RESIDENT ABUSE NUM Vll-5 July 08.doc. This 
policy does not contain procedures and interventions to assist and support residents who have been 
abused or neglected or allegedly abused or neglected. The licensee failed to ensure their written 
policy contains procedures and interventions to assist and support residents who have been abused or 
neglected or allegedly abused or neglected. 

Inspector ID #: 1188 

WN #3: The Licensee has failed to comply with O.Reg. 79/10, s. 96(e) Every licensee of a long-term care 
home shall ensure that the licensee's written policy under section 20 of the Act to promote zero tolerance of 
abuse and neglect of residents, e) identifies the training and retraining requirements for all staff, including, (i) 
training on the relationship between power imbalances between staff and residents and the potential for 
abuse and neglect by those in a position of trust, power and responsibility for resident care, and (ii) situations 
that may lead to abuse and neglect and how to avoid such situations. 

Findings: 
1. The inspector reviewed the home's policy/procedure RESIDENT ABUSE NUM Vll-5 July 08.doc. This 

policy does not identify the training and retraining requirements for all staff, including training on the 
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relationship between power imbalances between staff and residents and the potential for abuse and 
neglect by those in a position of trust, power and responsibility for resident care, and situations that 
may lead to abuse and neglect and how to avoid such situations. The licensee failed to ensure the 
written policy identifies the retraining requirements for all staff including training on the relationship 
between power imbalances between staff and residents and the potential for abuse and neglect by 
those in a position of trust and situations that may lead to abuse and neglect and how to avoid such 
situations. 

Inspector ID #: 1188 

WN #4: The Licensee has failed to comply with LTCHA, 2007, S.O. 2007, c.8, s.24 (1)1 A person who has 
reasonable grounds to suspect that any of the following has occurred or may occur shall immediately report 
the suspicion and the information upon which it is based to the Director: 1. Improper or incompetent treatment 
or care of a resident that resulted in harm or a risk of harm to the resident. 

Findings: 
1. Inspector reviewed a critical incident report. The report was sent to the ministry using the mandatory 

report category "improper/incompetent treatment of a resident that results in harm or risk to a 
resident". The report identified the incident of improper or incompetent treatment of a resident 
occurred October 13, 2010 and was first reported to the ministry October 18, 2010. This is outside the 
immediate reporting time frame. The licensee failed to ensure that the Director is immediately informed 
following improper or incompetent treatment or care of a resident that resulted in harm or a risk of 
harm to the resident. 

Inspector ID#: 1188 

WN #5: The Licensee has failed to comply with LTCHA, 2007, S.O. 2007, c.8, s.24 (1)2 A person who has 
reasonable grounds to suspect that any of the following has occurred or may occur shall immediately report 
the suspicion and the information upon which it is based to the Director: 2. Abuse of a resident by anyone or 
neglect of a resident by the licensee or staff that resulted in harm or a risk of harm to the resident. 

Findings: 

1. Inspector reviewed a critical incident report. The report was sent to the ministry using the mandatory 
reporting category "abuse/neglect". The report identified the incident of abuse relating to a resident 
occurred October 7, 2010 and was first reported to the ministry October 19, 2010. This is outside the 
immediate reporting time frame. The licensee failed to ensure that the Director is immediately informed 
following abuse of a resident by anyone that resulted in harm or risk of harm to the resident. 

Inspector ID #: 1188 

WN #6: The Licensee has failed to comply with L TCHA, 2007, S.O. 2007, c.8, s. 76(4) Every licensee shall 
ensure that the persons who have received training under subsection (2) receive retraining in the areas 
mentioned in that subsection at times or at intervals provided for in the regulations. 

Findings: 
1. Inspector reviewed the homes education records for 2010. Retraining on the home's prevention of 

abuse and neglect policy occurs at a full day education session held throughout the year. It was noted 
by the inspector that 29 of 61 staff members had attended the full day education session offered in 
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201 0. The licensee has failed to ensure that staff have annual retraining related to the homes 
prevention of abuse and neglect policy. 

2. It was reported to the inspector by three of four staff members interviewed that they have not had 
retraining on the home's policy on Prevention of Abuse and Neglect in 2010. The licensee has failed to 
meet the requirement that all staff have annual retraining related to the homes prevention of abuse ad 
neglect policy. 

Inspector ID#: 1188 

Signature of Licensee or Representative of Licensee 
Signature du Titulaire du representant designe 

Title: Date: 
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Signature of Health System Accountability and Performance Division 
representative/Signature du (de la) representant(e) de la Division de la 
responsabilisation et de la performance du systeme de sante. 

Date of Report: (if different from date(s) of inspection). 


