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

During the course of the inspection, the inspector(s) spoke with 
-Administrator 
- Director of Care 
- Assistant Director of Care (AODC) 
- Nurse Manager 
- Registered Staff (RNs and RPNs) 
- Personal Support Workers (PSWs) 
- RAI/MDS Coordinator 
- Residents 
- Families/visitors 

During the course of the inspection, the inspector(s) 
- Directly observed the delivery of care and services to residents 
- Reviewed various policies and procedures, 
- Reviewed protocols used in the management of responsive behaviors, 
- Reviewed residents' health care records, 
- Reviewed residents' in-home incident reports, 
- Reviewed protocols for missing residents 
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- reviewed staffing patterns for RNs, RPNs, and Personal support Workers (PSWs) 

The following Inspection Protocols were used during this inspection: 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours 
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Specifically failed to comply with the following subsections: 
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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/Faits saillants : 

1. The resident with responsive behaviours has not been referred to specialized resources where required 
[O.Reg.79/10, s. 53. (1)4.] 

A resident identified as having dementia and at risk for wandering has eloped from the home several times. A review of 
the resident's health care records shows no referral to specialized resources. 

Issued on this 18th day of November, 2011 

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