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Bureau regtonal de services de Haml!ton 
119, rue King Quest, 11Iem etege 
HAMIL TON, ON, L8P-4Y7 
Telephone: (905) 546-6294 
Teleoopleur: (905) 546-8255 

Public Copy/Gopie du public 

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

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

Jan 17, 18, 30, Fe.b 9;-%4, 27, 29rMef-&, 2012 072120 0010 
·7,,-S,-46 2012 ffe - -
LlcenseefTitulalre de permls 

HAL TON HEALTHCARE L TC INC. 
327 REYNOLDS STREET. OAKVILLE, ON, L6J-3L7 
Long-Term Care Home/Foyer de solns de longua dun\e 

WYNDHAM MANOR LONG TERM CARE CENTRE 
291 REYNOLDS STREET. OAKVILLE, ON, L6J-3L5 

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

BERNADETTE SUSNJK wm 

Critical Incident 

The purpose of this inspection was to conduct a Critical Incident Inspection. 

During the course of the Inspection, the inspactor(s) spoke with the administrator, director of care, registered 
and non-registered staff, a resident and several visitors, 

During the course of the Inspection, the lnspector(s) observed registered and non-registered staff routines, 
reviewed the home's policies and procedures on the prevention of abuse, the resident's plan of care and 
associated documents and the home's Investigative documents related to the Incident. {H-000011-12) 

The following Inspection Protocols woro used during this Inspection: 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this Inspection. 
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Ministry of Health and 
Long-Term Care 

Inspection Report under 
the Long-Term Care 
Homes Act, 2007 
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~iltl~~, .. c .. 

Mlnlstere de la Sante et des 
Soins de Iongue duree 

Rapport d'lnspectlon 
prevue le Loi de 2007 les 
foyers de solns de Iongue 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 19. Duty to protect 

Speclflcally 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/Falls salilants : 

An Identified cognitively impaired resident was not protected from sexual abuse In 2011. The resident's ability to make 
decisions to become sexually involved is impaired. The resident suffers from short term memory loss, wanders, Is 
disoriented to person, place and lime and ls not able to reason and make decisions. Abilities to make decisions vary and 
are limited to specific and simple tasks. This was confirmed during staff, family and resident interviews as well as a 
review of the clinical record. 

The employees did not follow their policy #02-06-09 to ensure resident safety after a suspected or actual incident of 
abuse. The employees left the resident for approximately 1 hour after the Incident and continued to work with the other 
residents. Several hours later, the Incident was reported to a registered nurse who did not forward the Information 
Immediately to a manager on call. The staff did not take immediate action to protect or care for the resident. 

When the management staff became aware of the Incident several days later, the police were contacted and action was 
taken to re-educate employees on their obligations to report on suspected or actual abuse and to follow the home's 
policy. The home put a plan In place Immediately after the Incident to protect residents unlll investigations could be 
completed. At the conclusion of the police Investigation, the plan was slightly modified based on the outcome of the 
Investigation. The plan involved supervision to be conducted by the employees. In February 2012, during another 
inspection, confirmation was made that employees were not able to provide lhe level of supervision as directed. 
Employees were only able to monitor all parties while In the dining room. Interviews with employees working In the 
home raised concerns that they are not able to "supervise" as directed In the plan due to other responsibilities. 

Additional Required Actions: 

CO II - 001 w/11 be served on the licensee. Refer to the "Order(s) of the Inspector". 

WN 112: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c,8, s. 20. Polley to promote zero 
tolerance 
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Homes Act, 2007 

Speclflcally failed lo comply with the following subsections: 

Mlnistere de la Sante et des 
Soins de longue duree 

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

s. 20. (1) Wilhoutln any way restricting the generality of the duly provided for In section 19, every licensee shall 
ensure that there Is In place a wrillen policy lo promote zero tolerance of abuse and neglect of residents, and 
shall ensure that the policy Is complied with. 2007, c, 8, s, 20 (1). 

Findings/Falls salllants : 

The home's written policy 1102-06-09, dated February 2010 regarding sexual abuse of residents, was not complied with. 
The policy requires that all employees notify management staff Immediately after a suspected or actual Incident of 
abuse, that a staff member remains with the resident, that a staff member be assigned to stay with the abuser (until 
police arrive or they are able to escort them to the office or out of the home)and thatthe resident be assessed 
Immediately after the incident. In 2011, an incident of resident sexual abuse was witnessed by several employees. The 
employees did not follow the above noted written policy and therefore did not immediately notify management staff or 
stay wlth the resident/abuser or immediately assess the resident following the incident. 

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 wrfllen plan of correction for achieving compliance to ensure that Iha written policy to 
promote zero tolerance of abuse and neglect of residents is complied with, to be implemented voluntarily. 

Issued on this 10th day of April, 2012 

Signature of lnspector(s)/Slgnature de l'lnspecleur ou des lnspectaurs 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 ef/ou 
de !'article 154 cle la Loi cle 2007 sur /es foyers 
de soins cle longue duree, LO. 2007, chap. 8 

Health System Accountability and Performance Division 
Performance Improvement and Compliance Branch 

Division de la responsabilisation et de la performance du systeme de sante 
Direction de !'amelioration de la performance et de la conformite 

Name of Inspector (ID #) / 
Norn de l'inspecteur (No): 

Inspection No. / 
No de !'inspection: 

Type of Inspection/ 
Genre d'inspection: 

Date of Inspection / 
Date de !'inspection: 

Licensee/ 
Tutulair de permis: 

LTC Home/ 
Foyer de SLD: 

Name of Administrator/ 
Norn de l'administratrice ou de 
l'administrateur: 

*Amended* Public Copy/Copie du Public 

Bernadette Susnik (120) 

2012-072120-0010 (A-1) 

Critical Incident 

January 17, 18, 30, February 27, 2012 

HALTON HEALTHCARE LTC INC. 
327 Reynolds Street, Oakville, ON LBJ 3L7 

WYNDHAM MANOR LONG TERM CARE CENTRE 
291 Reynolds Street, Oakville, ON LBJ 3L5 

Tracey Mulcahy 

NOTE: This Order has been revised to reflect a decision of the Director on a 
review of the Inspector's Order. The Directors review was completed on April 26, 
2012. 

To HAL TON HEALTH CARE LTC INC., you are hereby required to comply with the following order(s) by the 
date(s) set out below: 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 anc!lor 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/au 
de !'article 154 cle la Loi cle 2007 sur Jes foyers 
cle soins cle longue duree, LO. 2007, chap. 8 

Order#: 001 Order Type: Compliance Order, Section 153 (1 )(b) 
Ordre no: Genre d'ordre: 

Pursuant to / Aux termes de: 

L TCHA, 2007 S.O. 2007, c.8, s. 19(1) Every licensee of a long term care home shall protect residents from abuse 
and shall ensure that residents are not neglected by the licensee or staff. 

Order I Ordre: 

The Licensee shall: 

Prepare, submit and implement a plan for achieving compliance with the requirement to protect residents, specifically 
the identified resident, from abuse, specifically sexual abuse, by anyone, and to ensure that residents, specifically the 
identified resident, are not neglected by the Licensee and staff. 

The plan is to be submitted by May 7, 2012 to the L TC home's Inspector Bernadette Susnik, Ministry of Health and 
Long-Term Care, Performance Improvement and Compliance Branch, 119 King Street West, 11 th Floor, Hamilton, 
Ontario LBP 4Y7. Fax: 905-546-8255. 

The plan is to be fully implemented by May 14, 2012. 

Grounds/ Motifs: 

1. An identified cognitively Impaired resident was not protected from sexual abuse in 2011. The resident's ability 
lo make decisions lo become sexually involved is impaired. The resident suffers from short term memory loss, 
wanders, is disoriented to person, place and time and Is not able lo reason and make decisions. Abilities to make 
decisions vary and are limited to specific and simple tasks. This was confirmed during staff, family and resident 
interviews as well as a review of the clinical record, 

The employees did not follow their policy #02-06-09 to ensure resident safety after a suspected or actual incident 
of abuse, The employees left the resident for approximately 1 hour after the Incident and continued to work with 
the other residents. Several hours later, the incident was reported to a registered nurse who did not forward the 
information immediately to a manager on call. The staff did not take immediate action lo protect or care for lhe 
resident. 

When the management staff became aware of the incident several days later, the police were contacted and 
action was taken to re-educate employees on their obligations to report on suspected or actual abuse and to 
follow the home's policy. The home put a plan in place Immediately after the incident to protect residents until 
investigations could be completed. At the conclusion of the police investigation, the plan was slightly modified 
based on the outcome of the investigation. The plan involved supervision to be conducted by the employees. In 
February 2012, during another inspection, confirmation was made that employees were not able to provide the 
level of supervision as directed. Employees were only able to monitor all parties while in the dining room. 
Interviews with employees working In the home raised concerns that they are not able to "supervise" as directed 
In the plan due to other responsibilities. (120) 

This order must be complied with by/ 
Vous devez vous conformer a cet ordre d'ici le: May 14, 2012 
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TAKE NOTICE: 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eVou 
de !'article 154 cle la Loi de 2007 sur Jes foyers 
de soins de longue duree, LO. 2007, chap. 8 

REVIEW/APPEAL INFORMATION 

The Licensee has the right to request a review by the Director of this (these) Order(s) and to request that the Director stay this(these) Order(s) In 
accordance with section 163 of the Long-Term Care Homes Act, 2007. 

The request for review by the Director must be made in writing and be served on the Director within 28 days from the day the order was served on the 
Licensee. 

The written request for review must include, 

(a) the portions of the order in respect of which the review is requested; 
(b) any submissions that the Licensee wishes the Director to consider; and 
(c) an address for service for the Licensee. 

The written request for review must be served personally, by registered mall or by fax upon:. 

Director 
c/o Appeals Clerk 
Performance Improvement and Compliance Branch 
Ministry of Health and Long-Term Care 
55 St. Clair Ave. West 
Suite aoo, 8th floor 
Toronto, ON M4V 2Y2 
Fax: 416-327-7603 

When service is made by registered mail, it is deemed to be made on the fifth day after the day of mailing and when service ls made by fax, it is deemed 
to be made on the first business day after the day the fax Is sent. If the Licensee is not served with written notice of the Director's decision within 28 
days of receipt of the Licensee's request for review, this(these) Order(s) is(are) deemed to be confirmed by the Director and the Licensee ls deemed to 
have been served with a copy of that decision on the expiry of the 28 day period. 

The Licensee has the right to appeal the Director's decision on a request for review of an Inspector's Order(s) to the Health Services Appeal and Review 
Board (HSARB) in accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is an Independent group of members not 
connected with the Ministry. They are appointed by legislation to review matters concerning health care services. If the Licensee decides to request a 
hearing, the Licensee must, with 28 days of being served with the notice of the Director's decision, mail or deliver a written notice of appeal to both: 

Health Services Appeal and Review Board and the 

Attention Registrar 
151 BloorStreetWest 
9th Floor 
Toronto, ON 
M5S 2T5 

Director 

c/o Appeals Clerk 
Performance Improvement and Compliance Branch 
55 St. Claire Avenue, West 
Suite 800, a~ Floor 
Toronto, ON M4V 2Y2 

Fax: 416-327-7603 

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide instructions regarding the appeal process. The Licensee may !earn 
more about the HSARB on the website www.hsarb.on.ca. 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s} de l'inspecteur 
Aux termes de !'article 153 etlou 
de !'article 154 cle la Loi c/e 2007 sur /es foyers 
c/e soins c/e longue duree, LO. 2007, chap. 8 

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL 

PRENORE AVIS 

En vertu de !'article 163 de la Loi de 2007 sur !es foyers de soins de longue duree, le titulaire de permis peut demander au directeur de r6examiner 
l'ordre au Jes ordres qu'H a donne et d'en suspendre l'exElcution. 

La demande de rElexamen doit E!tre prE!sentEle par €Crit et est signifi6e au directeur dans Jes 28 jours qui suivent la signification de l'ordre au titulaire de 
permis. 

La demande de r6examen doit contenir ce qui suit: 

a) les parties de \'ordre qui font l'objet de la demande de r6examen; 
b) Jes observations que le titulaire de permls souhalte que le directeur examine; 
c) l'adresse du titulaire de permis aux fins de signification. 

La demands ecrite est signifiE!e en personne ou envoyee par courrier recommandB ou par t8I8copieur au : 

Directeur 

a/s Coordinateur des appels 
Direction de l'amBliorat!on de la performance et de la conformltS 
Ministere de la Sant€ et des Soins de tongue duree 
55, avenue St. C!air Ouest 
Se Stage, bureau 800 
Toronto (Ontario) M4V 2Y2 
Telecopieur: 416-327-7603 

Les demandes envoy8es par courrier recommandS sont rE!putees avoir Ste signifi8es le cinqui8me jour suivant l'envoi et, en cas de transmission par 
te!E!copieur, la signification est r8put6e faite le jour ouvrable sulvant l'envoi. Si le titulaire de permis ne rec;oit pas d'avis E!crit de la d8cision du directeur 
dans les 28 jours suivant la signification de la demande de rE!examen, l'ordre ou !es ordres sont reputes confirmes par le directeur. Dans ce cas, le 
titulaire de permis est repute avoir rec;u une copie de la dE!Cision avant !'expiration du dE!lal de 28 jours. 

En vertu de ]'article 164 de la Loi d0 2007 sur les foyers de soins de longue durE!e, le titulaire de permls a le droit d'interjeter appel, aupres de la 
Commission d'appel et de revision des seNices de santS, de la dE!cision rendue par le directeur au sujet d'une demande de r6examen d'un ordre ou 
d'ordres donnE!s par un inspecteur. La Commission est un tribunal ind6pendant du ministere. II a ete E!tabli en vertu de la loi et ll a pour mandat de 
trancher des litiges concernant les se1Vices de santS. Le titulaire de permis qui decide de demander une audience doit, dans les 28 jours qui suivent 
celui all lui a ete signifie l'avis de d8cision du directeur, faire parvenir un avis d'appel Scrit aux deux endroits sulvants : 

A. !'attention du registraire 
Commission d'appel et de rE!vision des services de santE! 
151, rue Bloor Ouest, 9e etage 
Toronto (Ontario) M5S 2T5 

a/s Coordinateur des appe!s 
Direction de l'am01ioration de la performance et de la conformit6 
Minist6re de la SantS et des Soins de longue duree 
55, avenue St. Clair Ouest 
Be Stage, bureau 800 
Toronto (Ontario) M4V 2Y2 
T elecopieur : 416-327-7603 

La Commission accusera reception des avis d'appel et transmettra des instructions sur la fac;on de proc6der pour interjeter appel. Les titulaires de 
permis peuvent se renseigner sur la Commission d'appel et de revision des services de santE! en consultant son site Web, au www.hsarb.on.ca. 

Issued on this 7th day of May, 2012 

Signature of Inspector/ 
Signature de l'inspecteur : 

Name of Inspector/ 
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Nom de l'inspecteur : 

Service Area Office / 
Bureau regional de services : 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Bernadette Susnik 

Hamilton Service Area Office 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 
de !'article 154 cle la Loi de 2007 sur /es foyers 
de soins de longue duree, LO. 2007, chap. 8 


