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Licensee/Titulaire de permis

488491 ONTARIO INC
689 YONGE STREET, MIDLAND, ON, L4R-2E1

Long-Term Care Home/Foyer de soins de longue durée

AVALON RETIREMENT CENTRE
355 BROADWAY AVENUE, ORANGEVILLE, ON, LOW-3Y3

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
' SHARLEE MCNALLY (141}

. lnspectlon Summa yiRé

The purpose of this inspection was to conduct a Cr|t|ca| IncIdent mspectlon

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care, Assistant
Director of Care, Education Coordinator, registered staff and Personal Support Workers

During the course of the inspection, the inspector(s) reviewed resident's records, homes investigation notes,
home’s policies and procedures on abuse, education calendar for 2011 and staff attendance records for
education related to abuse and aggression of residents.

Reference to Log# H-001642-11

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.

Page10f3



Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

Inspection Report under Rapport d’inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

legonds =

_ZNon-compIJance with requ:rement 1
Homes Act 2007 (LTCHA) was foun
TCHAT the'requi

WN #1 The Licensee has falled to comply WIth LTCHA, 2007 S.0. 2007 c.8, s. 6 Pian of care
Specifically failed to comply with the following subsections:

's. 6. (1) Every licensee of a Iong-term care home shall ensure that there is a written plan of care for each
resident that sets out,

(a) the planned care for the resident;

(b) the goals the care is intended to achieve; and

(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1).

Findings/Faits saillants :

1. The plan of care for an identified resident did not set out clear directions to staff and others who provide direct care to
the resident. The resident's progress notes identified that the resident had ongoing respensive behaviour. Staff
confirmed that the behaviour was ongoing and current. The resident's most recent quarterly assessment in 2011 did
state the resident demonstrated this responsive behaviour. The resident's written plan of care did not include a focus
related to this behaviour and dld hot provide Interventions for staff when the resident exhibited this behaviour. s.6.{1)(c)

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance fo ensure that the resident's written
plan of care sets out clear direction to staff and others who provide direct care to the resident,, to be
implemented voluntarily.

WN #2: The Licensee has failed to compiy with LTCHA, 2007 S$.0. 2007, ¢.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 shail
ensure that residents are not neglected by the licensee or staff. 2007, c. 8, s. 19 (1).

Findings/Faits saillants ;

1. The licensee did not protect an identified resident from abuse by staff that resulted in injury. An identified resident was
being aggressive at the time of an incident. A staff member intervened, using a motion that was not usual for this
situation, which caused injury to the resident. The home's policy for "Abuse” includes rough handling of residents in the
definition of physical abuse. s.18(1)
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WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours
Specifically fa;led to comply with the following subsections: -

8. 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,

2, Written strategies, including techniques and interventions, to prevent minimize or respond to the responsive
behaviours.

3. Resident monitoring and internal reporting protocols.

4. Protocols for the referral of residents to speciallzed resources where reqmred 0. Reg. 79/10, s. 53 {1).

Findings/Faits saillants :

1.An identified resident was not referred to specialized resource for an exhibited responsive behaviour. The resident had
exhibited responsive behaviour to both residents and staff throughout 2011, of which some had negatively impacted
others. The resident had not been seen by a specialist for the responsive behaviour for an extended per[od of time,
s.53.(1)4

Issued on this 30th day of January, 2012

Sigare fpctorlSiure de I’inspeteuro nsceurs
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