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Inspection Summary/Resume del'inspection 

The purpose of this inspection was to conduct a Critical Incident inspection. 

During the course of the inspection, the inspector(s) spoke with the Director of Care, Nurse Manager, Registered 
Nurse, Registered Practical Nurse,Personal Support Worker and residents related to H-000716-12. 

During the course of the inspection, the inspector(s) reviewed medical records, and staffing schedules. 

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. 

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES 
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Legend 

WN ~ . Written Notification 
VPC~ VofuntaryPlanofCorrection 
0DR~. DirectoiReferral 
. CO~ Compliance Order 
WAo.,-·workand.AdivityOrder 
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WN ~ Avis ecri! 
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VPC - Plan de redressementvolontaire 
DR - Aiguillage"aU dir.ec!e.ur 
CO - Ordre de conforrni!e 
WA◊ - Ordres :Jravaux etadivites 

Non,compllance wi!hfoquiremerits under the Long-Term Care Le. hon'respec! des exigences de la. Loi de 2007 surles foyers de. 
'Hoines Act, 2007 (LTgHA) wasJound. (A requirement undecthe soins de.long us duree (LFSLD) a eta constate. (Une exigence de la 
LTCHAiilcludes the requirements contained in the items listed in loi comprend !es exigences qui font partie des elements enumeres 
the definition of "requirement under this Act" in subsection 2(1) dans.la definition de « exigence prevue par la presente loi >>, au 
of!he LTCHA.) • • ._ paragraphs 2(1)de la LFSLD. 

The following constitutes written notification ofnon'.compliance 
unde.r paragraph 1 of section 152 of.the LTCHA. 

Ce qui suit constitue-un avis 8Crit de·non~fesp8ct-aux termes du 
paragraphe 1 de !'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

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. 2007, c. 8, s. 6 (7). 

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/Fails saillants : 

1. Previously issued as a WN August 2011. 

The licensee failed to ensure that care set out in the plan of care is provided to the resident as specified in the plan. [s. 
6. (7)] 

The plan of care for resident 001 indicates that 1 :1 staffing is to be provided during the day time. Interview and a review 
of the schedule indicate that 1 :1 staffing has not been provided to resident 001 since a specified date in 2012. Record 
review indicates that the resident continues to exhibit responsive behaviours and resident 001 was observed 
demonstrating behaviours during the course of this inspection. There is no documentation indicating the assessment 
process to validate the discontinuation of interventions that had been effective. Staff interviewed were unable to identify 
an assessment process related to the behaviours of the resident and completed prior to changing the interventions. 

2. 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 the resident's care needs change or care set out in the plan is no longer 
necessary. [s. 6. (10) (b)] 

a) The plan of care for resident 001 indicates that there is to be monitoring of the resident every 15 minutes due to an 
identified risk. Interview and documentation review indicate that concerns related to the identified risk have resolved. 
The resident no longer requires monitoring every 15 minutes, however the plan of care has not been updated to reflect 
this change. 

b} The Nurse Manager of the home indicated that a plan was currently in place to transition resident 001 into a different 
room. The plan of care does not include the process for transition or assessment to determine the safety of this resident 
residing in a different room. 
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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 care set out in the plan 
of care is provided to the resident as specified in the plan., to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79110, s. 98. Every licensee of a long-term care home 
shall ensure that the appropriate police force is immediately notified of any alleged, suspected or witnessed 
incident of abuse or neglect of a resident that the licensee suspects may constitute a criminal offence. 0. Reg. 
79/10, s. 98. 

Findings/Fails saillants : 

1. The licensee failed to ensure that the appropriate police force was immediately notified of any alleged, suspected, or 
witnessed incident of abuse or neglect of a resident that the licensee suspects may constitute a criminal offense. [r. 98] 

a) In 2012 resident 001 abused resident 002. 

b) Interview and record review confirm that the home did not immediately notify the Police of this incidence of abuse. 

c) When asked if the incident had been reported to police the Director of Care indicated that it had not, but the home had 
notified a third party that the police would be contacted at their discretion, indicating the licensee suspected resident 
001's actions may have constituted a criminal offense. 

WN #3: The Licensee has failed to comply with O.Reg 79110, s. 54. Altercations and other interactions between 
residents 
Every licensee of a long-term care home shall ensure that steps are taken to minimize the risk of altercations 
and potentially harmful interactions between and among residents, including, 
(a) identifying factors, based on an interdisciplinary assessment and on information provided to the licensee or 

staff or through observation, that could potentially trigger such altercations; and 
(b) identifying and implementing interventions. 0. Reg. 79110, s. 54. 

Findings/Fails saillants : 

1. The licensee failed to ensure that steps are taken to minimize the risk of altercations and potentially harmful 
interactions between residents by implementing interventions. [r. 54. (b) ] 

a) Resident 001 has a history, since admission, of responsive behaviours. In 2012, resident 001 abused resident 002. 
Interventions were put in place due to the incident. These interventions have been gradually withdrawn yet resident 001 
continues to exhibit behaviours. 

b) In 2012 resident 001 was observed demonstrating responsive behavours towards another resident. There was no 
interaction between the two residents to provoke the incident. 

c) Record review indicates that resident 001 has exhibited escalating behaviours since 1 :1 monitoring has stopped and 
with recent changes in medication. Through a one month period in 2012 there are almost daily documented incidents of 
behaviour directed toward other residents. 
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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 steps are taken to 
minimize the risk of altercations and potentially harmful interactions between residents by implementing 
interventions, to be implemented voluntarily. 

Issued on this .7th day of September, 2012 

Signature of lnspector(s)1Signature de l'inspecteur ou des inspecteurs 
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