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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, Assistant 
Director of Care, Education Coordinator, registered staff and Personal Support Workers 

During the course of the inspection, the lnspector(s) reviewed resident's records, homes investigation notes, 
home's policies and procedures on abuse, education calendar for 2011 and staff attendance records for 
education related to abuse and aggression of residents. 

Reference to Log# H-001642-11 

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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Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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WN - Avis ecrit 
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VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
co - Ordre ·de conformite 
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 Jes foyers de 
Homes Act, 2007 (L TCHA) was found .. (A requirement under the soins de longue duree (LFSLD) a eta constate. (Une exigence de la 
L TCHA includes the requirements contained in Jhe items listed in Joi comprend Jes 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 Joi», au 
of theJTCHA.) paragraphs 2(1) de la LFSLD, 

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

Ce qui suit conslllue .un avis. ecrit de non-respect aux termes du 
paragraphs 1 del'article 152 de la LFSLD. • 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

·s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each 
resident that sets out, 
(a) the planned care for the resident; 
(b) the goals the care is intended to achieve; and 
(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

Findings/Fails saillants : 

1. The plan of care for an identified resident did not set out clear directions to staff and others who provide direct care to 
the resident. The resident's progress notes identified that the resident had ongoing responsive behaviour. Staff 
confirmed that the behaviour was ongoing and current. The resident's most recent quarterly assessment in 2011 did 
state the resident demonstrated this responsive behaviour. The resident's written plan· of care did not include a focus 
related to this behaviour and did not provide interventions for staff when the resident exhibited this behaviour. s.6.(1 )(c) 

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 to ensure that the resident's written 
plan of care sets out clear direction to staff and others who provide direct care to the resident,, to be 
implemented voluntarily. 

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 19. Duty to protect 

Specifically 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/Fails salllants : 

1. The licensee did not protect an identified resident from abuse by staff that resulted in. injury .. An identified resident was 
being aggressive at the time of an incident. A staff member intervened, using a motion that was not usual for this 
situation, which caused injury to the resident. The home's policy for "Abuse" includes rough handling of residents in the 
definition of physical abuse. s.19(1) 
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WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours 
Specifically failed to comply with the following subsections: 

s. 53. (1) Every licensee of a long-term care home shall ensure that the following are developed to meet the 
needs of residents with responsive behaviours: 
1. Written approaches to care, Including screening protocols, assessment, reassessment and identification of 

behavioural triggers that may result In responsive behaviours, whether cognitive, physical, emotional, social, 
environmental or other. 
2. Written strategies, Including techniques and interventions, to prevent, minimize or respond to the responsive 
behaviours. • 
3. Resident monitoring and Internal reporting protocols. 
4. Protocols for the referral of residents to specialized resources where required. 0. Reg, 79/10, s. 53 (1), 

Findings/Falls saiiiants : 

1.An identified resident was not referred to specialized resource for an exhibited responsive behaviour. The resident had 
exhibited responsive behaviour to both residents and staff throughout 2011, of which some had negatively impacted 
others. The resident had not been seen by a specialist for the responsive behaviour for an extended period of time. 
s.53.(1 )4 

issued on this 30th day of January, 2012 

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