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conformilé

Public Copy/Cople du public

Date(s) of InspectlonlDate(s) de Inspection No/ No de I'inspection  Type of Inspection/Genre d'Inspection
r lnspectlo&lq - 30
Aug 24, 26, 72011 2011_038197_0005 Critical Incident

Licensee/Titulalre deo permis

Glen Hill Terrace Christlan Homes Inc.

200 Glen Hill Drive South, WHITBY, ON, L1N- 9W2

Long-Term Care Home/Foyer de soins de longue durée
STRATHAVEN LIFECARE CENTRE

264 King Street East, Bowmanville, ON, L1C-1P9

Name of Inspector(s)/Nom de I'ingpecteur ou des Inspecteurs

JESSICA PATTISON (197) . L.YNI DDA RBROWN (iil
Inspection Summary/Résumé de 'inspection

The purpose of this inapection was to canduect a Critical Incident inspection.

During the course of the ingpection, the inspector(s) spoke with the Administrator, the Director of Care, two residents
and two Personal Support Workers.

Durlng the course of the Inspection, the Inspector(s) revlewed resldent health records and observed residents.

The following Inspection Protocols were used in part or In whole during this inspsection:

Critical Incident Response

Responslive Behaviours

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES

Definilions Déflnitions

WN —  Written Notificalion WN - Avls é&crit

VPC - Voluntary Plan of Correclion . VPC - Plan de redressement voloniaire
DR~ Direclor Referral © |DR - Aiguillage au directeur

CO - Compliance Order : CO - Ordre de conformilé

WAO — Waorl and Aclivity Order WAQ — Ordres : lravauX el aclivilés
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Homes Act, 2007 -foyers de soins de longue
Non-compllance with requlremenis under the Long-Term Care Homes |Le non-respect des exigences de Ja Loi de 2007 sur les foyers de
Acl, 2007 (LTCHA) was found. (A requiremenl under the LTCHA soins de longue durée (LFSLD) a 4té conslaté. {Une exigence de Ia
includes lhe requiremants contained in Ihe lems fisied in the definition |loi comprend les exigences qui font partle des éléments énumérés
of "requirement under this Acl" In subsection 2(1) of the LTCHA.) dans la définliion de « exigence prévue par la présente loi », au

paragraphe 2(1) de la LFSLD.

The lollowing constilules wrillen nofification of non-compliance under  {Ce qul sull constitue un avls écril de non—raépect aux termes du
paragraph 1 of secllon 152 of the LTCHA, paragraphe 1 de I'arlicle 152 de la LFSLD,

WN #1: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, ¢.8, s. 6. Plan of care
Speclifically falled to comply with the following subsections:

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 oul,

(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 sayants :
1. The plan of care completed August 24, 2011 states lhat the resident frequently exhibits responsive behaviours towards staff

and residents. ]
2. Interventions in the plan of care for this resident, completed August 24, 2011, do not provide clear directions o.alafi on how

to deal with the resident's responsive behaviours.
3. Dunng an interview on August 24, 2011, two [ull-time Personal Support Workers conﬂrmed that ihls resident exhlblts

responsive behaviours lowards staff and resndents
4. Both Personal Support Workers stated that there was nothing in the resident’s plan of care to direct them on how to manage

the responsive behaviours.
5. The plan of care for the resident does not provide clear directions to ataff and others who provide direct care to the resident.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S,0, 2007, ¢.8, 5.152(2) the llcensee Is hereby requested fo
prepare a written plan of correction for achisving compliance o ensure that the plan of care sets out clear directions
to staff and others who provide direct care to the resident., to be Implemented voluntarily.

WN #2: The Licenses has failed to comply with O,Reg 79/10, s. 107. Reports re critical incidents
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Spacifically falled to comply with the following subsections:

s, 107. (4) A licensee who is required to inform the Director of an Incldent under subsection (1) or (3) shall, within 10
days of becoming aware of the incident, or sconer If required by the Director, make a report in writing to the Director
setting out the following with respact to the Incldent:

1. A description of the incident, Including the type of Incldent, the area or location of the Incldant, the date and time of
the Incident and the events leading up to the Incldent.

2. A description of the Individuals Involved In the incident, including,

i. names of any resldents Involved In the incident,

ii. names of any staff members or other persons who were present at or discovered the Incldent, and

ill, names of staff members who responded or are responding to the Incldent.

3, Actions taken in response to the incident, including,

I. what care was given or aclion taken as a result of the Incldent, and by whom,

il. whether a physician or registered nurse In the extended class was contacted,

ili. what other authorities were contacted about the Incldent, if any,

Iv. for incidents involving a resldent, whether a family member, person of importance or a substitute declslon-maker
of the resident was contacted and the name of such person or persons, and

v. the outcome or current status of the individual or individuals who were Involved In the incldent.

4. Analysls and follow-up action, Including,

i. the Immedlate actlons that have been taken {o prevent recurrence, and

il the long-term actlons planned to correct the situation and prevent recurrence.

5. The name and title of the person who made the inltial report to the Director under subsection (1) or (3), the date of
the report and whether an inspactor has been contacted and, If so, the date of the contact and the nams of the
Inspector. O. Reg. 79/10, s. 107 (4).

Findings/Falts sayants :

1. During an interview on August 24, 2011 with the Administrator, Patrick Brown, and the Director of Care, Mary Ann Denard,
the Director of Care acknowledged that she was late in sending the Critical Incident Report.

2. The critical Incident occurred on March 6, 2011 and lhe report was submitted on March 22,2011.

3. The home did not submit a written report to the Director within 10 days of becoming aware of the critical incident.

Issued on this 30th day of August, 2011

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