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The purpose of this inspection was to conduct a critical incident follow-up investigation. 

During the course of the inspection, the inspector(s) spoke with one resident, one RN, one PSW & one RPN / 
RAI MDS Coordinator 

During the course of the inspection, the inspector reviewed two resident clinical records, the home Resident 
Non-Abuse Policy & Cl-2263-000021-10. 

The following Inspection Protocols were used in part or in whole during this inspection: 
Responsive Behaviours 

[8] Findings of Non-Compliance were found during this inspection. The following action was taken: 
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NON- COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN - Written Notifications/Avis ecnt 
VPC - Voluntary Plan of Correction/Plan de redressement volontaire 
DR- Director Referral/R8glsseur envoye 
CO- Compliance Order/Ordres de conformite 
WAO - Work and Activity Order/Ordres: travaux et activities 

The following constitutes written notification of non-compliance under Le suivant constituer un avis d'ecrit de !'exigences prevue le paragraph 1 
paragraph 1 of section 152 of the LTCHA. de section 152 de les foyers de soins de longue duree. 

Non-compliance with requirements under the Long-Tenn Care Homes Non-respect avec les exigences sur le Loi de 2007 Jes foyers de solns de 
Act, 2007 (LTCHA) was found. (A requirement under the LTCHA includes tongue duree a trouve. (Une exigence dans le loi comprend les exigences 
the requirements contained in the items Usted in the definition of contenues dans Jes points enumeres dans la definition de "exigence 
"requirement under this Act'' in subsection 2(1) of the L TCHA.) prevue par la pr6sente loi" au paragraphe 2(1) de la Joi. 

. 

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.O. c.8,s6(1)(c) 
Every licensee of a long-term care home shall ensure that there is a written plan of care for each resident that 
sets out, 
(c) clear directions to staff and others who provide direct care to the resident. 

Findings: 
1. Clinical record progress notes for one resident identifies behaviour monitoring was initiated in response to a 
physical altercation with a second resident. There is no further information in the clinical record of resident#! 
confirming behaviour monitoring was actually initiated. The written plan of care for Resident #1 does not 
include behaviour monitoring interventions. One RPN & one PSW on interview gave conflicting responses 
related to implementation of increased behaviour monitoring. 
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