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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care,
registered staff and personal support worker staff who had knowledge of the incident involving the identified
resident related to Complaint Log # H-001127-12

During the course of the inspection, the inspector(s) reviewed the health records for the identified resident,
reviewed the home's policy and procedure related to responsive behaviours, staff training records and any
investigation notes completed by the home into the incident.

The following Inspection Protocols were used during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

_ NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive bahaviours
Specifically failed to comply with the following subsections: '

s. 53. {4} The licensee shall ensure that, for each resident demonstrating responsive behaviours,

{a} the behavioural friggers for the resident are identified, where possible;

{b) strategies are developed and implemented to respond to these behaviours, where possible; and

{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).

Findihgs/Faliis saillants :

1. 8.53(4)b The licensee did not ensure that for each resident demonstrating responsive behaviours that strategies were
developed and implemented to respond to these behaviours.

a) When Resident # 001 was admitted to the home, the information provided on the Community Care Access Centre
Minimum Data Set documentation indicated that the resident demonstrated a number of responsive behaviours prior to
admission. .

b} The resident's plan of care did not identify any strategies or interventions to respond to or manage these potential
behaviours until after the resident demonstrated an incident responsive behaviour that resulted in an injury.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c.8, 5.152(2} the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that for residents who have
displayed responsive behaviours that strategies are developed and implemented to respond to these
behaviours, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with 0.Reg 79/10, s. 24. 24-hour admission care plan
Specifically failed to comply with the following subsections:

s. 24. {4) The licensee shall ensure that the care set out in the care plan is based on an assessment of the
resident and the needs and preferences of that resident and on the assessment, reassessments and information
provided by the placement co-ordinator under section 44 of the Act. 0. Reg. 79/10, 5. 24 {4).

Findings/Faits saillants :
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1. 1. 24, (4) The licensee did not ensure that the care set out in the care plan for resident # 001 related to responsive

behaviours was based on assessments and information provided by the placement co-ordinator under section 44 of the
Act.

a) Resident # 001 was noted on the Community Care Access Centre {CCAG), Minimum Data Set (MDS) documentation
to have a history of responsive behaviours prior to admission to the home.

b) It was also noted on the CCAC MDS documentation that Resident # 001 had a dislike.

c) These potential behavioural triggers were not identified on the plan of care for the resident until after the resident had
an incident of responsive behaviour.

Issued on this 29th day of August, 2012

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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