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Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

Feb 8, 9, 16, 17, 24, Mar 7, 2012 2012_060127_0008 Critical Incident 

Licensee/Titulaire de permis 

ST. JOSEPH'S HEAL TH SYSTEM 
56 GOVERNOR'S ROAD DUNDAS ON L9H-5G7 
Long-Term Care Home/Foyer de soins de longue duree 

ST JOSEPH'S VILLA, DUNDAS 
56 GOVERNOR'S ROAD DUNDAS ON L9H-5G7 

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

RICHARD HAYDEN /127) 
Inspection Summary/Res11me 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 residents, the director of care and the assistant 
director of care regarding H-002556-11. 

During the course of the inspection, the inspector(s) reviewed management's documentation of the incidents 
and records from an employee's personnel file. 

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 

Legend 

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

WN ~. Av!$ ecrit 
VPC .c Plan de redres$ementvolontaire 
.DR- Alguillage .au dire.cteur 
CO. - Ord re de cohformite 
WAO ~ Ordre$ : lravaux et activites 



I'~ 

t?ontario 
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Long-Term Care 

Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Ministere de la Sante et des 
Soins de longue duree 

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

Non-compliance with requlren1enfa under the Long,Tenn Care .. Le non-respect des exigences de.la Loide 2007.sur les foyers de 
Homes Act, 200.7 (LTCHA) was.found. (A requirement un.der the soins de longue duree {LFSLO)a ete ccnstate. (Una exigence de la 
L TCHA includes th.e requirements contained in.the items listed in loi comprend les i,Xigences 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 presents loi », au 
of the L TCHA) • paragraphs 2(1) deJa Lt;SLD: 

. . 

The followir)g.constituteswritten notificaUon<\fcnon'compUance 
under paragraph 1 of section )52 of.the UCHA • 

Ce··q~_t_.sU'n:CQ_nSut~t::-·ll_n. avis<~<;ri,t ·de_ rion•resped ·aux termes du 
paragraphs 1 de. !'.article 152 de.la.LFSLD. 

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 : 

1. The licensee failed to protect residents from abuse by anyone. On February 08, 2012, the inspector spoke with the 
director of care and the assistant director of care. Five residents alleged that an identified health care worker (HCA) was 
rough and aggressive during residents' care. Three of five residents were cognitively well and were interviewed by a 
registered practical nurse in 2011. 

Complaint forms submitted on behalf of the residents and typed notes by the resident care coordinator regarding the 
identified HCA indicated that the HCA was very aggressive and rough when providing care and this resulted in pain and 
injury to the residents. 

On February 08, 2012, the inspector spoke with two of the residents. Both stated that the identified HCA was very rough 
and caused pain during care. 

Issued on this 7th day of March, 2012 

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