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The purpose of this inspection was to conduct a critical incident inspection related to responsive behaviours. 

During the course of the inspection, the inspector spoke with: The Administrator, Assistant Director of Care, 
Corporate Consultant, Registered Staff, Residents, and Personal Support Workers. 

During the course of the inspection, the inspector: observed residents, reviewed the clinical records, shift 
reports, plan of care. 

The following Inspection Protocols were used during this inspection: 
Responsive Behaviors Inspection Protocol. 

[gJ Findings of Non-Compliance were found during this inspection. The following action was taken: 

[1] WN 

NON- COMPLIANCE/ (Non-respectes) 
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WN - Written Notifications/Avis ecrit 
VPC - Voluntary Plan of Correction/Plan de redressement volontalre 
DR- Director Referral/Reglsseur envoye 
CO- Compliance Order/Ordres de conforrnlte 
WAO - Work and Activity Order/Ordres: travaux et actlvltes 

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

Non-compliance with requirements under the Long-Term Care Homes 
Act, 2007 (LTCHA) was found. (A requirement u.nder the LTCHA includes 
the requirements contained In the items listed In the definition of 
"requirement under this Act" in subsection 2(1) of the LTCHA.) 

Inspection Report 
under the Long­
Term Care Homes 
Act, 2007 
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d'inspection prevue 
le Loi de 2007 /es 
foyers de soins de 
tongue duree 

Le sulvant constituer un avis d'ecrit de !'exigence prevue le paragraphs 1 
de section 152 de !es foyers de solns de longue duree. 

Non-respect avec les exigences sur le Loi de 2007 les foyers de solns de 
tongue duree a trouve. (Une exigence dans le lot comprend les exigences 
contenues dans les points enumeres dans la definition de "exigence 
prevue par la presente Joi" au paragraphe 2(1) de la Joi. 

WN #1: The Licensee has failed to comply with Long-Term Care Homes Act, 2007, S.O. 2007, 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, clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

Findings: 

1. Critical incident report submitted to Hamilton Service Area Office indicates that an identified resident 
was involved in an altercation in the dining room resulting in an outburst of verbal and physical 
aggression. Resident assessment protocol (RAP) dated May 2010, states that this resident's 
behaviour is known to escalate quickly with little provocation. This behaviour was observed in August, 
201 O during inspection at the home. The home indicated that they have developed a contract in 
conjunction with the psychogeriatric resource person (PRC) related to behaviors and a copy is kept in 
the residents room for the resident to review. The intent is for staff to remind the resident of the 
contract when the resident starts to escalate, go to the residents room, re-read the contract and try 
and self soothe. This method has been successful in reducing the number of outbursts in the home. 
The information related to this meeting with the PRC and the strategies developed as a result were not 
found on the resident's plan of care. 

2. The resident was observed by the compliance inspector to be very suspicious and paranoid of people 
on the home area. The resident's agitation escalated several times while being observed by inspector. 
These behaviors and interventions to manage the behaviour were not captured on the plan of care for 
this resident. 

3. The CIS incident investigated was detailed in progress notes dated on the day of the incident. The 
progress notes completed by registered staff on that day indicate that the resident got angry with the 
co-resident because the co-resident thought that the co-resident was making fun ... The resident got 
very upset and reacted before staff could intervene. It was noted after the incident that staff 
approached the resident and negotiated that the resident ignore this co-resident when the co-resident 
is upset. The resident agreed to do this, and staff are to remind the resident of this agreement if the 
resident starts to react. There is no plan of care for paranoid/suspicious behaviors currently for this 
resident that includes this intervention for staff to follow. 

Inspector ID #: j 173 
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