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The purpose of this inspection was to conduct a Critical Incident inspection regarding two Critical Incidents.
During the course of the inspection, the inspector spoke with the Administrator, Director of Care for
Extendicare Tendercare, registered nurses and Personal Support Workers (PSW) on one unit of the home and
the spouse of one resident.

During the course of the inspection, the inspector:

-reviewed files of residents who were involved in reported Critical Incidents

- reviewed home’s Responsive Behaviour Policy

-walked throughout one unit in the morning and afternoon September 21/10, morning and evening September
22/10 and morning of September 23/10

-observed resident care specific to two residents at various times during the inspection

-observed some meal services on a resident care unit including breakfast, lunch and dinner

The following Inspection Protocol was used during this inspection:
-Responsive Behaviours

Findings of Non-Compliance were found during this inspection. The following action was taken:

4 WN

NON- COMPLIANCE / (Non-respectés)

Definitions/Définitions

WN - Wiritten Notifications/Avis écrit

VPC — Voluntary Plan of Correction/Plan de redressement volontaire
DR - Director Referral/Régisseur envoyé

CO - Compliance Order/Ordres de conformité

WAO - Work and Activity Order/Ordres: travaux et activités

The following constitutes written notification of non-compliance under Le suivant constituer un avis d'écrit de 'exigence prévue e paragraphe 1
paragraph 1 of section 152 of the LTCHA. de section 152 de les foyers de soins de iongue durée.

Non-compliance with requirements under the Long-Tenm Care Homes Non-respect avec.les exigences sur le Loi de 2007 les foyers de soins de
Act, 2007 (LTCHA) was found. (A requirement-under the LTCHA includes | Jongue durée atrouvé. (Une exigence dans le loi comprend les exigences
the requirements contained in the items listed in the definition of contenues dans les points énumérés dans la définition de "exigence
“"requirement under this Act” in subsection 2(1) of the LTCHA.) prévue par la présente loi* au paragraphe 2(1) de la loi.

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, ¢.8, s.6(1). Every licensee of a
long-term care home shall ensure that there is a written plan of care for each resident that sets out,
(c) clear directions to staff and others who provide direct care to the resident.

Findings:
1. The plan of care for a resident, states to toilet “pc (after) meals and at 1830 hrs”. PSW working on
evening shift Sept. 21/10 was interviewed and told the inspector that staff do not toilet the resident on
evening shift and the resident wears a brief and staff change it. PSW told the inspector that the
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resident is too resistive and aggressive on evening shift to toilet.

2. There is no direction in a resident’s plan of care to indicate that staff are to provide a specific liquid at
meals, although the inspector observed this being provided at breakfast September 23, 2010. One
PSW told the inspector that this liquid is kept in the resident’s room.

3. The plan of care for a resident does not indicate how to manage wandering on day shift and evening
shift, when wandering is worse. The resident was observed by the inspector wandering in the hall and
in and out of other residents’ rooms during the inspection and according to interviews with 2 different
PSW, this resident wanders when out of bed.

4. The plan of care for a resident does not include interventions to manage aggression. Documentation
in the health care record since August 1/10 indicates that the resident has had aggressive episodes
with staff and other residents. Staff report that the resident is physically aggressive with staff and
residents.

5. The plan of care for the resident does not include interventions to manage the risk for falls.
Documentation in the health care record indicates that the resident has had nine falls when out of bed,
since July1/10.

6. 2 PSW interviewed indicated that one of the residents involved in the Critical Incident is resistive and
aggressive during the provision of care and evening staff provide care with 2 staff at all times. This is
not identified in the resident’s plan of care.

InspectorID#: | 154

WN #2: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, c.8, 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,

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

Finding:

1. The plan of care for a resident admitted approximately 3 months ago, has not been revised to address
changes in their care needs. Subsequent to admission, the resident has had nine documented falls
between July 1/10 to date of this inspection. The plan of care does not address this problem when
resident is out of bed. ‘

2. The plan of care for a resident has not been revised to address interventions to manage responsive
behaviours related to wandering and provision of care. PSW staff reported to inspector during
inspection that the resident wanders into other residents’ rooms and is physically aggressive with staff
and residents and exhibits other inappropriate behaviours.

3. The plan of care for a resident has not been revised to include the need for 2 staff to provide care on
evening shift. PSW staff reported during interviews|that, on evening shift, the resident requires 2 staff to
provide care due to responsive behaviour/aggression.

Inspector ID #: 154

WN #3: The Licensee has failed to comply with LTCHA, 2007, S.0.2007, c.8, 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 pian.

Finding: :
1. During the inspection, the inspector observed that care, related to adaptive devices, identified in a resident’s
plan of care was not provided during one meal on September 22/10.
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. During the inspection, the inspector observed that care, related to meal service, identified in a resident’s

plan of care was not provided on September 22/10

3. During the inspection, the inspector observed that care, related to staff assistance, was not provided

throughout a meal on September 22/10.

Inspector ID #: 154

WN #4: The Licensee has failed to comply with O.Reg. 79/10, 5.26(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 pattemns, including wandering, any identified responsive behaviours, any potential
behavioural triggers and variations in resident functioning at different times of the day.

Finding:

1. The plan of care for a resident does not address
responsive behaviors when staff perfo

the following:
personal care

resident’s resistance to care, especially on evening shift
2 staff frequently required on evening shift to provide care due to resistive behaviour as

reported by two PSW on evening shift
o risk for injury from other residents due t

behavioural triggers

#wandering into other residents’ rooms and potential

variations in resident functioning on day thlft versus evening shift

interventions to address wandering on u

during meal service

it, into other residents' rooms and in dining room

Inspector ID #: 154
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