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Llcensee/Titulaire 
Mennonite Brethren Senior Citizen's Home, 1 Tabor Drive,St Catharines, ON., L2N1V9 
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\ 
·-. Inspection Summary/Sommaire d'inspection . 

The purpose of this inspection was to conduct a critical incident inspection related to staff to resident abuse. 

During the course of the inspection, the inspectors spoke with: the resident, the Director of Administration, the 
Director of Care (DOC) and two registered staff. 

During the course of the inspection, the inspectors: reviewed the health file of the resident, reviewed the 
home's abuse policy and an accounting of the DOC's investigation and the outcome of the investigation. 

The following Inspection Protocols were used during this inspection: Prevention of Abuse and Neglect 

~ Findings of Non-Compliance were found during this inspection. The following action was taken: 

2WN 

NON- COMPLIANCE/ (Non-respectes) 
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WN - Written Notifications/Avis ecrlt 
VPC - Voluntary Plan of Correction/Plan de redressement volontalre 
DR- Director Referral/R9glsseur envoy8 
CO- Compliance Order/Ordres de conformit8 
WAO-Work and Activity Order/Ordres: travaux et actlvites 

The following constitutes written notification of non-compliance under 
paragraph 1 of section 152 of the LTCHA. 

Non-compliance with requirements under the Long-Tenn Care Homes 
Act, 2007 (LTCHA) was found. (A requirement under the LTCHA Includes 
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Le suivant constituer un avis d'8Crit de !'exigence pr6vue le paragraphs 1 
de section 152 de !es foyers de solns de longue duree. 

Non-respect avec les exigences sur le Loi de 2007 /es foyers de solns de 
longue duree a trouve. (Une exigence dans le fol comprend les exigences 

the requirements contained In the items Hsted In the definition of contenues dans les points 6num8r8s dans la d8finltlon de ~exigence 
"requirement under this Act" In subsection 2(1) of the LTCHA.) prevue par la presente loi" au paragraphe 2(1) de la loi. 

WN #1: The Licensee has failed to comply with: LTCHA, 2007, 5.0. 2007, c.8, s.19 (1) 

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. 

Findings: 
1. An identified resident reported that an incident of physical abuse had occurred during a treatment 
for her skin. The Director of Care confirmed that the incident had occurred. 

Inspector ID #: 1146 

WN #2: The Licensee has failed to comply with: L TCHA, 2007, 5.0. 2007, c.8, s24(1)2 

24(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: 
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. The incident of staff to resident abuse occurred in September 201 O and was reported to the Director 
of Care on the day it occurred. The Director of Care notified the Hamilton Service Area Office in a 
voice mail five days later. 

I Signature of Licensee or Representative of Licensee I Signature of Health System Accountability and Performance Division 
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Signature du Titulalre du representant designe representative/Signature du (de la) representant(e) de la Division de la 
res~9nsablllsatlon eft de la performance du syst8me d_~-~!~X1.te. 
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Title: Date: Date of Report: (If different from date(s) of Inspection). 
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