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

Nov 25, 28, Dec 1, 5, 2011 2011_035124_0032 Critical Incident 

Licensee/Titulaire de permis 

OMNI HEAL TH CARE LIMITED PARTNERSHIP 
1840 LANSDOWNE STREET WEST, UNIT 12, PETERBOROUGH, ON, K9K-2M9 
Long-Term Care Home/Foyer de soins de longue duree 

THE VILLAGE GREEN NURSING HOME 
166 Pleasant Drive, P.O. Box 94, Selby, ON, K0K-2Z0 

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

LYNDA HAMIL TON (124 ). JESSICA PATTISON (197) 
Inspection Summary/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, Director of Care, Nutritional 
Care Manager, registered nurse, registered practical nurses, personal support workers,housekeeping/laundry 
staff, residents the psycho-geriatric resource consultant. 

During the course of the inspection, the inspector(s) observed the resident's room, staff to resident 
interactions,reviewed resident health care record and home's Employee Abuse/Assault of a Resident Policy. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/ NON-RESPECT DES EXIGENCES 
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WN - Written Notification WN - Avis ecrit 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 les 
foyers 'de so ins de longue 

VPC - Voluntary Plan of Correction VPC - Plan de redressement volontaire 
DR - Director Referral DR...: Aiguillage au directeur 
CO - Compliance Order CO - Ordre de conformite 
WAO - Work and Activity Order WAO - Ordres : travaux et activites 

Non-compliance with requirements under the Long~Term Care • Le non-respect des exigences de la Loi de 2007 sur les foyers de 
Homes Act, 2007 (L TCHA) was found. (A requirement under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
L TCHA includes the requirements contained in the items listed in loi comprend les exigences 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 presente loi », au 
of the L TCHA.) - paragraphe 2(1) de la LFSLD. 

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

Ce qui suit constitue un avis ecrit de non-respect aux termes du 
paragraphe 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. 24. Reporting certain matters to 
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 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. 
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/Faits saillants : 

1. The following instance shows the licensee failed to comply withs. 24. (1) in that the suspicion of abuse of a resident 
by the staff that resulted in harm or risk of harm was not reported immediately to the Director. 
On a specific date, a resident reported an allegation of abuse by a staff member to the Director of Care. 
Several days later the Duty Inspector received a message from the Administrator reporting an alleged staff to resident 
abuse. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 98. Every licensee of a long-term care home 
shall ensure that the appropriate police force is immediately notified of any alleged, suspected or witnessed 
incident of abuse or neglect of a resident that the licensee suspects may constitute a criminal offence. 0. Reg. 
79/10, s. 98. 

Findings/Faits saillants : 

1. The following instance shows that the licensee failed to ensure that the appropriate police force was immediately 
notified of any alleged incident of abuse of a resident that the licensee suspects may constitute a criminal offense. 
On a specific date, a resident reported an allegation of abuse by a staff member to the Director of Care. 
The administrator reported to the inspector that several days later she contacted the Ontario Provincial Police to report 
the allegation of staff to resident abuse. 
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Issued on this 5th day of December, 2011 

Ministry of Health and 
Long-Term Care 

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

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

Page 3 of 3 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 les 
foyers de soins de tongue 


