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Public Copy/Gopie du public 

Date(s) of inspection/Date(s) de 
!'inspection 

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

Jun 8, 19, Jul 9, 2012 2012_060127 0027 Critical Incident 

Licensee/Titulaire de permis 

MENNONITE BRETHREN SENIOR CITIZENS HOME 
1 Tabor Drive St. Catharines ON L2N-1V9 
Long-Term Care Home/Foyer de soins de longue duree 

MENNONITE BRETHREN SENIOR CITIZENS HOME 
1 Tabor Drive St Catharines ON L2N-1V9 

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

RICHARD HAYDEN (127} 
Inspection S(lmmary/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, staff nurse and a resident 
regarding H-000707-12. 

During the course of the inspection, the inspector(s) reviewed the home's investigation file for the alleged 
incident, an employee's personnel file and policies and procedures. 

The inspector did not confirm that the licensee failed to protect residents from abuse by anyone. 

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 

Page 1 of3 



I'~ 

t?ontario 

Legend 

WN - Written Notification 
VPC - • Voluntary Plan ofCor,ection 
DR -,- Director Referral 
CO - Compliance OrMr 
WAO - Work and Activity Order 

Ministry of Health and 
Long-Term Care 

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

Legends 

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 volontalre 
DR- AiguiUagiJ au directeur • 
CO~ . Ordre de conformite 
WAO.- Ordres: travaux etactivites 

Non-compHance will) iequirementsunclerthe Lorjg-Tern)Care Le non,respectdes exigences de la Loi de 2007 sur_ le_s foyers de 
HomesAct,2007, (LTCl:lA) was found, (A requirement under the soins de longue.duree (LFSW) a ete constate. (Une exigence de la . 
LTC_HA ini::ludes _tile requkements contained in me items listed In loi comprend les exigences qui font partie des elements enumeres 
the definition of ''requlri,mentunder this Act" in subsection 2(1) dans la ctefinitionde «_exigence prevue par la presents loi », au 
•of the LTCHA.) • • paragraphe 2(1) dela LFSLD .• 

Th~ following cpn;titutes writte_n notification of.J1;n,complla~c:e 
u_nder par~graph \of section 152 of the __ L TC_l:lA. • 

c_e.tjui sldt_.corisutliE;l un __ avis'. ecrit de non-respE!c_t ·aux termes du 
paragraphs 1 de l'article __ 1 ?2 de la LFSLD. 

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 24. Reporting certain matters lo 
Director 

Specifically failed to comply with the following subsections: 

s. 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 u·pon which ii is based to the Director: 
1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm lo the 
resident. 
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. 
3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 
4. Misuse or misappropriation of a resident's money. 
5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System 

Integration Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2). 

Findings/Fails saillants : 

1. On June 08, 2012, the inspector confirmed that an employee, who had reasonable grounds to suspect resident abuse 
had occurred in 2012, failed to immediately report the suspicion and the information upon which it was based to the 
Director named in the Long Term Care Homes Act. The employee reported the alleged resident abuse to the 
administrator in an e-mail. The administrator and the director of care, after being notified of the alleged abuse also failed 
to immediately report the suspicion to the Director. The Critical Incident Report was not received by the Director until 
five days after the incident occurred. 

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 with ensuring staff who witness or 
suspect resident abuse to report it to the Director named in the Long Term Care Homes Act and 0. Reg. 79/10 
within the required time frames, to be implemented voluntarily. 

Issued on this 9th day of July, 2012 
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