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. . 
Inspection Summary/Sommaire d'inspection . . .. 

The purpose of this inspection was to conduct a complaint inspection regarding responsive behaviours. 

During the course of the inspection, the inspector spoke with: Administrator, Registered Nurse, Social Worker, 
Personal Support Worker, and two residents. 

During the course of the inspection, the inspector: reviewed clinical records of two residents; and obseNed 
resident on Maple unit. 

The following Inspection Protocols were used during this inspection: 
Responsive Behaviours 
Dignity, Choice and Privacy 

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

3WN 
2VPC 
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NON- COMPLIANCE/ (Non-respectes} 

Definitions/Definitions 

WN - Written Notifications/Avis ecrit 
VPC - Voluntary Plan of Correction/Plan de redressement vo!ontalre 
DR- Director Referral/Regisseur envoye 
CO- Compliance Order/Ordres de conforrnlte 

• WAO - Work and Activity Order/Ordres: travaux et activites 

. 
The following constitutes written notification of non-compliance under Le suivant constituer un avis d'6Crit de !'exigence prevue 16 paragraphe 1 
paragraph 1 of section 152 of the LTCHA. de section 152 de !es foyers de soins de longue duree. 

Non-compliance with requirements under the Long-Term Care Homes Non-respect avec !es exigences sur le Loi de 2007 Jes foyers de soins de 
Act, 2007 (LTCHA) was found. (A requirement under the LTCHA Includes tongue duree a trouve. {Une exigence dans le loi comprend !es exigences 
the requirements contained in the items listed in the definition of contenues dans !es points enumeres dans la d€lfinition de Hexigence 
"requirement under this Act" in subsection 2(1) of the LTCHA.) prevue par la presents Joi" au paragraphs 2(1) de la lo!. 

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.O.2007, c.8, s.3(1)8 
Every licensee of a long-term care home shall ensure that the following rights of residents are fully 
respected and promoted: 
Every resident has the right to be afforded privacy in treatment and in caring for his or her personal 
needs. 

Findings: 
1. There are documented episodes of a resident wandering into another resident's room on 

October 16, 17, 18, 20, 22, 24, and 30, 2010. 
2. On October 22, 2010 in the evening a resident opened the door and entered the room of 

another resident while the Personal Support Worker was changing the resident's brief. The 
resident was naked at the time. 

WN #2: The Licensee has failed to comply with LTCHA, 2007, S.O. 2007, c.8, s.6(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. 

• Findings: 
1. The plan of care for resident states that Social Worker and staff will provide support while new 

resident settles in. Plan does not clarify as to how or when this is to happen. 
2. Plan of care for resident indicates that they are to be checked every 15 minutes for their 

whereabouts, Inspector observed resident on November 1 O, 201 O from 1055 to 1115 and no 
staff checked on resident. 

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 ensuring that clear directions are 
provided for staff providing direct care to residents, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with L TCHA, 2007, S.O. 2007, c.8, s.6(7) 
The licensee shall ensure that the care set out in the plan of care is provided to the resident as 
specified in the plan. 
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Findings: 
1. On November 6, 2010 care plan was updated to include social work as resident very anxious 

about another resident wandering into their room. Expected outcome is that resident will be 
less anxious in the next quarter. Interventions are social worker and staff will provide support 
to the resident while new resident settles in. As of November 1 0, 201 0 at 1500 hours there is 
no documentation to support that social work has offered any support to the resident. On 
November 10, 2010 inspector interviewed the resident. Resident denied that social worker has 
talked to them since the October 22, 201 O incident of being seen naked. Resident keeps a 
journal and has it noted in their journal that a nurse spoke with them on October 23, 2010. 

2. Social Worker says that she has seen the resident however there is not any documentation 
regarding visits or support given to resident. 

3. Plan of care for resident states to monitor tor safety/whereabouts every 15 minutes. On 
November 1 0, 201 0 inspector observed resident from 1055 to 1115 and no staff checked 
resident. Behaviour monitoring record indicates that staff checked resident at 1030 hours and 
again at 1100 hours. 

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 ensuring that the care set out in the 
plan is provided to the resident, to be implemented voluntarily. 

Signature of Licensee or Representative of Licensee 
Signature du Titulaire du representant designe 

Title: Date: 
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Signature of Health System Accountability and Performance Division 
representative/Signature du (de la) representant(e) de la Division de la 
responsablllsatlon et de la performance du systeme de sante. 
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