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

This inspection was conducted on the following date(s): April 8, 2013 

During the course of the inspection, the inspector(s) spoke with Administrator, 
Registered and non-registered nursing staff and residents. 

During the course of the inspection, the inspector(s) reviewed resident health 
records and observed resident care and services. In addition, the inspector 
reviewed the home's Abuse & Neglect Policy along with the documented 
investigation conducted by the home related to the critical incident. 

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 - RESPECTDES EXIGENCES 
Legend 

WN - Written Notification 
VPC - • Voluntary Plan of Correction 
DR- Director Referral 
co. - Compliance Order 
WAO-Work and Activity Order 
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Legende 

WN - Avis ecrit 
VPC- Plan de redressementvolontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 
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Non-compliance with requirements under 
the Long-Term Care Homes Act, 2007 
·(LTCHA)was found. (Arequirement 
under the L TCHA includes the . . 

requirements contained in the itenis listed 
in the definition of "requirement under this 
Act" in subsection 2(1} of the L TCHA.) 

Le non-respect des exigences de la Loi de 
2007 sur res foyers de soins de longue 
duree (LFSLD) a ete constate. (Une. 
exigence deJa l.oi 9ornprend les exigerices 
qui font partie deselements enumeres 
dans la d.efiriiticm de f< exigence prevue 
par la presente loi », au paragraphe 2(1} 
de ia LFSLD. 

The following constitutes written Ce qui suit cohstitu~ u~ avis ecrifde non-
notification of non-compliance under respect aux termes du paragraphe .1 de 
paragraph 1 of section 152 of the L TCtfA; !'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: 

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; 2007, c. 8, s. 6 (1). 
(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1). 
(c) clear directions to staff and others who provide direct care to the resident. 
2007, C. 8, S. 6 (1 ). 

Findings/Faits saillants : 
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1. The licensee failed to comply with L TCHA 2007, S.O. 2007, c.8, s.6 (1 )a, in that the 
licensee did not ensure that the written plan of care for Resident #002, set out the 
planned care for the resident. 

Resident #002 has a diagnosis of dementia. The resident was involved with a 
resident to resident abuse on a specified date. The current plan of care indicates that 
an identified intervention was provided to the resident. Staff interviews on April 8, 
2013, confirmed that the resident was provided the identified intervention, sometime 
after the abuse incident, for the purposes of distraction and coping. Staff member 
#101, who is involved with the homes BSO Team, stated that the identified 
intervention was quite useful to distract the resident. 

Staff confirmed, that on a later date, the identified intervention was removed from the 
resident and was no longer in place. 

On April 8, 2013, the written plan of care set out the provision and use of an 
intervention that was not the planned care for Resident #002. [s. 6. (1) (a)] 

Issued on this 15th day of April, 2013 

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