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

The purpose of this inspection was to conduct a Complaint inspection. 

During the course of the inspection, the inspector{s) spoke with Administrator, Director of Care {DOC), 
Assistant Director of Care {ADOC), Registered Nurses {RN), Registered Practical Nurses {RPN), Personal 
Support Workers {PSW), Residents and family members 

During the course of the inspection, the inspector(s) conducted a tour of the home, observed the provision of 
care and services to residents, reviewed the resident's health care records, reviewed the Mandatory report 
submitted to the Ministry of Health and Long-Term Care {MOHL TC), reviewed various policies and procedures 

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. 
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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. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at 
least every six months and at any other time when, 
(a) a goal in the plan is met; 
(b) the resident's care needs change or care set out in the plan is no longer necessary; or 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 

Findings/Faits saillants: 

1. Resident #002 experienced a decline in condition and the plan of care was reviewed and revised to reflect this change 
in May 2011. When the resident's condition started to improve, in the fall of 2011, the resident was not reassessed and 
the plan of care was not revised to reflect this improvement. As a result, the resident's responsive behaviours were not 
addressed and a sexual assault towards another resident occurred in October 2011. 
The licensee failed to ensure that the resident is reassessed and the plan of care reviewed and revised at least every six 
months and at any other time when, {b) the resident's care needs change or care set out in the plan is no longer 
necessary; [LTCHA 2007,S.O.2007,c.8,s.6(10)(b).] 

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 that ensures that residents are 
reassessed and the plans of care reviewed and revised at least every six months and at any other time when the 
resident's care needs change or care set out in the plan is no longer necessary, 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/Faits saillants : 
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1. Inspector reviewed the Mandatory report that was submitted to the MOHL TC in October 2011. This report outlined an 
incident of sexual abuse from resident #002 towards resident #001. The health care record for resident #002 was 
reviewed by the inspector and it identified that this resident had a documented history of inappropriate sexual behaviours 
towards others. As a result of these responsive behaviours, strategies were developed, including the use of restraints 
and the use of an alarm system, and were implemented to minimize the risk to others. When resident #002 condition 
had deteriorated, the strategies that had been in place were put on hold. When resident #002's condition improved, 
strategies were not reinstated and an incident of sexual abuse occurred. The resident was not reassessed and the plan 
of care revised in order to protect residents from abuse. 
The licensee failed to ensure that residents are protected from abuse by anyone and that residents are not neglected by 
the licensee or staff. [LTCHA 2007,S.O.2007, c. 8, s. 19 (1).] 

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 that ensures that residents are 
protected from abuse by anyone and that residents are not neglected by the licensee or staff, to be implemented 
voluntarily. 

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. (4) The licensee shall ensure that, for each resident demonstrating responsive behaviours, 
(a) the behavioural triggers for the resident are identified, where possible; 
{b) strategies are developed and implemented to respond to these behaviours, where possible; and 
(c) actions are taken to respond to the needs of the resident, including assessments, reassessments and 
interventions and that the resident's responses to interventions are documented. 0. Reg. 79/10, s. 53 (4). 

Findings/Faits saillants : 

1. Inspector reviewed the health care records for resident #002. Resident #002 had a history of inappropriate sexual 
behaviour towards others. The care plan that was in place at the time of an incident of sexual abuse contained 
strategies to respond to responsive behaviours but these were on hold and not implemented due to a decline in the 
resident's condition. When the resident's condition improved, the strategies were not reinstated, and as a result resident 
#002 was able to sexually assault another resident. 
The licensee failed to ensure that, for each resident demonstrating responsive behaviours, (b) strategies are developed 
and implemented to respond to these behaviours, where possible; [O.Reg.79/10,s.53(4)(b).] 

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 that ensures that for each resident 
demonstrating responsive behaviours, strategies are developed and implemented to respond to these 
behaviours, to be implemented voluntarily. 

Issued on this 23rd day of May, 2012 
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