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

This inspection was conducted on the following date(s): November 20, 21 and 
22,2012 

H-000122-12 

During the course of the inspection, the inspector(s) spoke with Director of Care 
(DOC), Registered staff and personal support workers (PSW) 

During the course of the inspection, the inspector(s) reviewed resident clinical 
charts, home's policy and procedure related to Admissions, Abuse Prevention 
and Responsive Behaviours, observed care and toured the home. 

The following Inspection Protocols were used during this inspection: 
Accommodation Services - Housekeeping 

Admission Process 

Prevention of Abuse, Neglect and Retaliation 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

!Legend 

'WN - Written Notification 
VPC'-" ·•voluntary Pl1::m ofQorrection 
DR- DirectorReferral 
CO- Compliance Order 
WAO-Work.and·Activity Order 
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WN- Avis ec:rit 
VPC ~. Plan de redressement volontaire 
DR~ Aigujllage au directeur • 
co'-· Ordiede conformite 
WAO - Ord res : travaux et activites 
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-iN_o_n--c-o_m_p_l_i<1_n-.ce-... -w-.it_h_r_e-qu_j-re_m_e_n_J_s_u_n_d_er-. ~Le_>_n_o-n--re-. s_p_e_c_t-de_s_. •·••-ex-ii-ge-.n-e_e_s_d_e_l~icii\f;i 

itheLong-.Jerrn. C:c1rel-lomes.Act; 2007 2907s ur lesfoyers desoins .delongue • • 
:(LTCHJ\).wasfound. (Arequirement dL1ree.(LFSI.D)aeteeon~tate.(Ure .... •·.· .• 
·underthe LJCHAJncludesthEl· ..... . .. •. exigence del.aloJ c()r11pn~ndJes exigElnces' 
.requirementscontainedjnJhe ite.111s ... listed qui••f()ntpartieides.·•eJementsenu.meres. 
•in the definition of''rElquirement underthi§ • da11s lacl~finition de << exigence prevue ••• 
Act'\ in subsectipn2{1 )of the LTC HA.) pc1fla preserte loL », au pa rag rap he 2(1) 

• de laEFSLD. •• • • 
. ' - -, . ' -

The foUqwing·•cons.titutes wriuen Ce. qu(suitconstitu.e un/.avis· ~critde non-
notification ofnon-compliance under respectauxterrnes duparagraphe· t de 
paragraph 1 of section 152 ofthe LTCHA. · !'article 152 deJaLFSLD. • 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care 
Specifically failed to comply with the following: 

s. 26. (3) A plan of care must be based on, at a minimum, interdisciplinary 
assessment of the following with respect to the resident: 
5. Mood and behaviour patterns, including wandering, any identified responsive 
behaviours, any potential behavioural triggers and variations in resident 
functioning at different times of the day. 0. Reg. 79/10, s. 26 (3). 

Findings/Faits saillants : 
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1. The licensee failed to ensure that a plan of care was based on, at minimum, 
interdisciplinary assessment of the following with respect to resident #02: Mood and 
behaviour patterns, including wandering, any identified responsive behaviours, any 
potential behavioural triggers and variations in resident functioning at different times of 
the 
day. 

a. The responsive behaviour plan of care for resident #02 is not based on an 
interdisciplinary assessment of the resident. Interview with the Director of Care (DOC) 
and review of the documentation in the clinical health records indicate that the 
resident exhibited numerous responsive behaviours. There is no evidence that an 
interdisciplinary assessment related to these behaviours had been conducted. 
Triggers and variations in functioning at different times of the day have not been 
identified. The plan of care has not been developed and implemented to manage 
these responsive behaviours. [s. 26. (3) 5.] 

Additional Required Actions: 

VPC- pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) 
the licensee is hereby requested to prepare a written plan of correction for 
achieving compliance to ensure that a plan of care was based on, at minimum, 
interdisciplinary assessment of the following with respect to residents: Mood 
and behaviour patterns, including wandering, any identified responsive 
behaviours, any potential behavioural triggers and variations in resident 
functioning at different times of the 
day, to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive 
behaviours 
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s. 53. (1) 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. 0. Reg. 79/10, s. 53 (1). 
2. Written strategies, including techniques and interventions, to prevent, 
minimize or respond to the responsive behaviours. 0. Reg. 79/10, s. 53 (1). 
3. Resident monitoring and internal reporting protocols. 0. Reg. 79/10, s. 53 (1 ). 
4. Protocols for the referral of residents to specialized resources where 
required. 0. Reg. 79/10, s. 53 (1). 

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; 0. 
Reg. 79/10, s. 53 (4). 
(b) strategies are developed and implemented to respond to these behaviours, 
where possible; and 0. Reg. 79/10, s. 53 (4). 
(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/Faits saillants : 
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1. The licensee did not ensure resident #2 had a referral to specialized resources 
where required. 

The resident had demonstrated increasing responsive behaviours towards other 
residents and staff causing injury since admission to the home. DOC and the 
resident's clinical chart confirmed that the resident's responsive behaviours were 
ongoing, however there is no evidence that the home had initiated a referral to a 
specialized resources. [s. 53. (1) 4.] 

2. The licensee did not ensure that behavioural triggers were identified for residents 
demonstrating responsive behaviour, with respect to the following: 

Staff documented that on multiple episodes resident #02 demonstrated responsive 
behaviours towards residents, staff and visitors, having socially inappropriate 
behaviour, wandering and exit seeking. However, there is no documentation to 
support that staff had attempted to complete an assessment to determine the triggers 
for these behaviours. [s.53(4)(a)] 

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 have a referral to specialized 
resources where required and that behavioural triggers are identified for 
residents demonstrating responsive behaviour, to be implemented voluntarily. 
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