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INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): September 26 - 28, 2023 
The inspection occurred offsite on the following date(s): September 29, 2023 
 
The following intake(s) were inspected: 

• Two intakes related to falls; and 
• One intake related to alleged abuse of resident. 

 
 

 

The following Inspection Protocols were used during this inspection: 

Infection Prevention and Control 
Prevention of Abuse and Neglect 
Falls Prevention and Management 
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INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Responsive Behaviours 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 58 (4) (c) 
 
The licensee has failed to ensure that for a resident demonstrating responsive behaviours, the resident's 
responses to interventions were documented. 
 
Rationale and Summary 
A registered staff member submitted a late entry progress note for an incident that had occurred 
previously, where staff implemented interventions to ensure the safety of both the resident and staff 
during the provision of care. The resident was observed to have altered skin integrity following this 
interaction with staff. 
 
The Director of Care (DOC) confirmed that the registered staff wrote a progress note that was 
considered late documentation. At the time of the incident, the resident's care plan listed interventions 
that required staff to monitor and document the resident's moods and behaviours. 
 
With the failure to document in a timely manner, communication related to this interaction, including 
interventions used to manage the resident's responsive behaviours, was unavailable. 
 
Sources: Critical incident report; resident health records; the home's investigation file; and interviews 
with DOC and staff. [721027] 
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