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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.
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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. O. 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 Acft, 2007, S.0. 2007, ¢.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 fo 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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Specifically failed to comply with the following:

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. O. Reqg. 79/10, s. 53 (1).

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

s.53.(4) The licensee shall ensure that, for each resuient demonstrating
responsive behaviours,

(a) the behavioural triggers for the resident are |dent|f|ed where possible; O.
Reg. 79/10, s. 53 (4).

(b) strategies are developed and implemented to respond to these behaviours,
where possible; and O. 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. O. 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 spec:lallzed 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
ohgoing, 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.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 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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Issued on this 12th day of December, 2012

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