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Date(s) of inspection/Date(s) de 
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Llcensee/Titulaire de permis 

OAKWOOD RETIREMENT COMMUNITIES INC. 
325 Max Becker Drive Suite 201 KITCHENER ON N2E-4H5 
Long-Term Care Home/Foyer de·soins de longue duree 

THE VILLAGE OF SANDALWOOD PARK 
425 Great Lakes Drive BRAMPTON ON L6R-2W8 

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

SHARLEE MCNALLY (141) 

Ministere de la Sante et des 
Soins de longue duree 
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prevue le Loi de 2007 les 
foyers de soins de longue 
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119, rue King Quest, 11i8m etage 
HAMIL TON, ON, L8P-4Y7 
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Public Copy/Copie du public 

Type of Inspection/Genre 
d'iJ:ls11e.c_tion/ --r . 1 + ) 

(.,f' ftG._ _J./1c.,1ote-fl ;J 
MaAei'atery Rspoding ,{,1 e, I h,o/t 

lnspectionSummary/Resume de i'lnspectlon 

The purpose of this Inspection was to conduct <1.MandaloI 1 Rep0I-ti119 inspection:.,,) / I 
Cti-/-,e,,,_/ :r:,,,e-idevi+ ;,, 1 , 3v 1..,_, 

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care, and the 
resident • 

During the course of the inspection, the inspector(s) the resident's records, the home's investigation notes, and 
the licensee's policy and procedure for Resident Abuse 

H-001909-11 . 

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 
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Legend 

WN - Written Notification 
VPC- Voluntary Plan of Correction 
DR - Director.Referral • 
CO - Compliance Order 
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 ecnt . 

Ministere de la Santa et des 
Soins de longue duree 

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

VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO ~ Ordres : travaux. et activites 

Non'compliance wjth requirements under theLong-Term Care Le non,respect des exigences de la Loi de 2007:sur Jes foyers de 
Homes Act, 2007 (LTCHA)was found. (A requirement under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
LTCHA.includes t.he requirements contained in the items listed in loi comprend les exigences qui fontpartie des elements enum/mls 
the definition of"requirement under this Act" in subsection 2(1) dans la definition de« exigence prevue par la presents lo!», au 
of the LTCHA.) paragraphs 2(.1) de la lFSLD. 

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

Ce qui suit constitue un aViS 8crit de non-re~pect 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 subsectiohs: 

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.An identified resident was not protected by the licensee from emotional abuse by staff of the home. The home was 
informed of the allegation of emotional abuse towards a resident. The home's investigation confirmed the incident of 
emotional abuse occurred. The home's policy and procedure for "Resident Abuse" states emotional abuse is the 
evoking of fear, verbal assault including threatening and humiliation. 
During the inspection the resident stated that the verbal assault caused them to be upset and thought the staff person 
was purposely trying to make them feel low. s.19.(1) 

Issued on this 30th day of January, 2012 

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