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

During the course of the inspection, the inspector(s} spoke with Interviewed the Administrator, Director of Care, 
registered staff and personal support workers. 

During the course of the inspection, the inspector(s) Interviewed staff and reviewed clinical records. 

The following Inspection Protocols were used during this inspection: 

Dignity, Choice and Privacy 

Prevention of Abuse, Neglect and Retaliation 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

NON~COMPLIAN_CE/ NOl'J-RESPECTDES EXIGENCES 
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WN ,,.. WriltenNotification 
VPC - . Voluntary Plan of Correction 
: DR - Director Referral • 
CO-,- Compliance Order 
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WN .- Avi.s.e<;rit .... ·.· ·.. . ... · .. 
VP.C. c.- Pl.an de[edress~ment volontaire 
DH.,- • Aigujllage audlrecteuf. 
co ,_ Ordre. d~ confor(Tlite 
WAO."- Ordres: travaux et activites 

Non-compli,,.nce \Yiltl requlrementgunderthe[-org-T<,rm Care . Lenon°iespectdesexigences <:!eJa Loi de 2007 sur lesfoyers de 
Homes Act, ?007 (LTCf-lA) was. fo~nd:. (Arequirepent under th~ soins de longue cJure~ (½F§LD)a ete.constate. (Une exigence de la 
L TCHAJndudes the requirements contained inJ!le items I.istedin. Joi comprendJes exigences quifontpartie des elements enumeres 
the definition of''requirementundef this Act''Jn subsection 2(1) • da.nsJa defin.itlon de 5' ~xigence prewe par la presente Joi ». au 
of theLTCHA:) • • • • • • paragraphe 2(1) de la LFSLD, 

• The foUowing•constitutes written qotifiCfltionofrion-co(!lpliance· . Ce q~Lsuit C()!lstitue.uri ~vi""ecrit.de non'respectaux termes du 
under paragrapl) Joi secUon1!5:1 of the l:.TCHAi •· •• • • • paragraphetd~Ta_rticle152d~la LFSLD. 

WN #1: 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/Fails saillants : 

The licensee did not ensure that strategies were developed and implemented to respond to the resident demonstrating 
behaviours. In 2011 staff witnessed an identified resident push a co-resident, which resulted in a fall with injury. Staff 
interviewed and the plan of care indicate the resident had known responsive behaviours and prior episodes of 
aggression towards co-residents documented in progress notes, however there were no interventions identified on the 
plan of care to manage aggressive behaviours. 

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/Fails saillants : 

The Licensee did not ensure that all residents are protected from abuse. In 2011 an identified resident sustained a fall 
with injury after being pushed to the floor by a co-resident. Documentation and staff statements verify that the aggressor 
had known responsive behaviours and prior incidents of aggressive episodes to co-residents for which there were no 
planned interventions. 

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 to ensure that all residents are 
protected from abuse, to be implemented voluntarily. 
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Issued on this 7th day of February, 2012 
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Signature of lnspector(s)/Signature de l'lnspecteur ou des inspecteurs 
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