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. ,,' ,, ·-. ' ._· ·, .. .. 

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

During the course of the inspection, the inspector spoke with: Administrator, Director of Care, Finance 
Manager, Registered Staff, Personal Support Workers (PSW's), residents and resident families. 

During the course of the inspection, the inspector: Reviewed policy and procedure, reviewed clinical health 
records, observed care 

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

[8J Findings of Non-Compliance were found during this inspection. The following action was taken: 

2WN 
1 VPC 
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NON- COMPLIANCE/ (Non-respectes) 

Definitions/Definitions 

WN - Written Notifications/Avis ecrit 
VPC - Voluntary Plan of Correction/Plan de redressement volontalre 
DR- Director Referral/R6glsseur envoye 
CO- Compliance Order/Ordres de conforrnlte 
WAO - Work and Activity Order/Ordres: travaux et activltes 

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

Non-comp!!ance with requirements under the Long-Term Care Homes Non-respect avec Jes exigences sur le Loi de 2007 /es foyers de solns de 
Act, 2007 (L TCHA) was found. (A requirement under the L TCHA Includes tongue dufee a trouve. (Une exigence dans le lol comprend las exigences 
the requirements contained In the Items listed In the definition of contenues dans les points enumeres dans la d8flnltlon de "exigence 
·requirement under this Act'' In subsection 2(1) of the LTCHA.) prevue par la presente lol" au paragraphe 2(1) de la lol . 

. . . 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s8(1)(b) 
Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or 
otherwise put in place, any plan, policy, protocol, procedure, strategy or system, the licensee is 
required to ensure that the plan, policy, protocol, procedure, strategy or system 
(b) is complied with 

Findings: 

1. The Licensee failed to comply with internal policy called Aggressive Behaviour Prevention and 
Management in relation to the following: 

2. Policy indicates that staff are to assess the resident, develop a specific plan of care to reduce 
behaviours, call interdisciplinary conferences and include family to plan for care, provide support 
mechanisms for staff, and evaluate approaches/interventions for success. Assessments were not 
found in the clinical health record for an identified resident that identified possible causes/triggers for 
behaviours. Resident and family have not been involved in planning of care. Support and training have 
not been provided to staff in spite of clear communication concerns and distress of the staff when 
dealing with an identified resident. Specific interventions have not been developed for the plan of care 
that provide clear direction to staff who provide care. Evaluation of approaches/interventions for 
success have not been conducted to date. 

Inspector ID #: 1113 
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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. 

Findings: 

1. The licensee has failed to provide written approaches to care that include screening protocols, 
assessment, reassessment and identification of behavioural triggers in relation to the 
following: 

2. An identified resident has not been assessed for causes of responsive behaviours or had triggers for 
behaviours identified. Home has not developed interventions to reduce behaviours in the plan of care. 
The resident's family has not been called to participate in planning of care, and the plan of care has 
not been evaluated for effectiveness. 

3. An identified resident has expressed that certain staff are not responsive, which causes the resident 
anger. The home has not addressed this concern. An identified resident has expressed losses, anger, 
and frustration to both family and staff. This has not been taken into account in planning of care and 
supports implemented as required. Personality traits of an identified resident have not been 
considered in planning for successful care. 

4. An identified resident has expressed ongoing concerns related to pain control. Since admission to the 
home, this resident states that his pain has not been well controlled. This has not been identified as a 
trigger to responsive behaviour with interventions to reduce and control pain. 

Inspector ID#: I 
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 related to developing written 
approaches to care for responsive behaviors that include screening protocols, assessment, reassessment 
and identification of behavioural triggers, to be implemented voluntarily. 

Signature of Licensee or Representative of Licensee 
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Signature du Tltulalre du representant deslgne responsabilisation et de la performance du systeme de sante. 

~tJ~IJ 
Title: Date: Date of Report: (if different from 'ft s) of inspection). 
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