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The purpose of this inspection was to conduct a Resident Quality Inspection
inspection.

This inspection was conducted on the following date(s): November 26, 27, 28,
December 1, 2 and 3, 2014.

During the course of the inspection, the inspector(s) spoke with registered nurses
(RN), registered practical nurses (RPN), Resident Assessment Instrument (RAI)
Coordinator, director of care (DOC)/Administrator, registered dietitian (RD), food
services supervisor (FSS), personal support workers (PSW),restorative care
assistant (RCA), environmental services manager (ESM), dietary aides, volunteers,
residents and family members.

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management
Dining Observation

Family Council

Infection Prevention and Control
Medication

Minimizing of Restraining

Nutrition and Hydration

Personal Support Services

Residents’ Council

Responsive Behaviours

Snack Observation

During the course of this inspection, Non-Compliances were issued.
8 WN(s)
7 VPC(s)
0 CO(s)
0 DR(s)
0 WAO(s)

Page 2 abide 16



Ministry of Health and

Long-Term Care

E; “Ontario

Homes Act, 2007

Inspection Report under
the Long-Term Care

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la
Loi de 2007 sur les foyers de
soins de longue durée

NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legend

WN — Written Notification

VPC — Voluntary Plan of Correction
DR — Director Referral

CO - Compliance Order

WAO — Work and Activity Order

Legendé

WN — Avis écrit

VVPC — Plan de redressement volontaire
DR — Aiguillage au directeur

CO -~ Ordre de conformité

WAOQO — Ordres : travaux et activités

Non-compliance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (a requirement under
the LTCHA includes the requirements
contained in the items listed in the definition
of "requirement under this Act" in
subsection 2(1) of the LTCHA).

The following constitutes written notification
of non-compliance under paragraph 1 of
section 152 of the LTCHA.

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
durée (LFSLD) a été constaté. (une
exigence de la loi comprend les exigences
qui font partie des eéléments énumérés dans
la définition de « exigence prévue par la
presente loi », au paragraphe 2(1) de la
LFSLD.

Ce qui suit constitue un avis écrit de non-
respect aux termes du paragraphe 1 de
I'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.

Plan of care
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Specifically failed to comply with the following:

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,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

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

s. 6. (4) The licensee shall ensure that the staff and others involved in the different
aspects of care of the resident collaborate with each other,

(a) in the assessment of the resident so that their assessments are integrated and
are consistent with and complement each other; and 2007, c. 8, s. 6 (4).

(b) in the development and implementation of the plan of care so that the different
aspects of care are integrated and are consistent with and complement each other.
2007, c. 8, s. 6 (4).

s. 6. (11) When a resident is reassessed and the plan of care reviewed and revised,
(a) subsections (4) and (5) apply, with necessary modifications, with respect to the
reassessment and revision; and 2007, c. 8, s. 6 (11).

(b) if the plan of care is being revised because care set out in the plan has not
been effective, the licensee shall ensure that different approaches are considered
in the revision of the plan of care. 2007, c. 8, s. 6 (11).

Findings/Faits saillants :
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1. The licensee has failed to ensure that the plan of care provides clear directions to the
staff and others who provide direct care to the resident.

Record review of resident #3’s plan of care directs the staff to ensure that his/her
dentures are in his/her mouth and cleaned before meals. Interview with the staff revealed
that the resident has not worn dentures for several weeks. [s. 6. (1) (c)]

2. The licensee has failed to ensure that staff and others involved in the different aspects
of care collaborate with each other in the assessment of the resident so that their
assessments are integrated, consistent with and complement each other.

Record review of resident #19 and resident #24's plan of care and interview with an
identified registered staff confirmed that staff did not collaborate with each other, and an
assessment was not completed prior to applying the full siderail on both residents' beds.
[s. 6. (4) ()]

3. The licensee has failed to ensure that if the resident is being reassessed and the plan
of care is being revised because care set out in the plan has not been effective, different
approaches are considered in the revision of the plan of care.

Record review and staff interview revealed that resident #28 was reassessed quarterly
on the Minimum Data Set (MDS) assessment as exhibiting progressively worsening
responsive behaviours for the past 6 months. The plan of care was not revised to
include any different approaches when providing care to the resident. As a result, the
resident has consistently not received care in the evening because of resisting and
refusing care. [s. 6. (11) (b)] -
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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:

(1) the plan of care provides clear directions to the staff and others who provide
direct care to the resident,

(2) staff and others involved in the different aspects of care collaborate with each
other in the assessment of the resident so that their assessments are integrated,
consistent with and complement each other, and

(3)if the resident is being reassessed and the plan of care is being revised because
care set out in the plan has not been effective, that different approaches be
considered in the revision of the plan of care,, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to
be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term care
home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The licensee has failed to ensure that any plan, policy, protocol, procedure, strategy or
system instituted or otherwise put in place is complied with.

Record review of the home's residents with responsive behaviours policy dated
December 2012, directs the staff to conduct dementia observation system (DOS)
documentation to track and monitor responsive behaviours. Record review and interview
with staff revealed that resident#28 was exhibiting daily responsive behaviours from April
untit December 2014. The staff did not implement the home's monitoring and internal
reporting protocols to track and respond to the behaviours. [s. 8. (1) (b)]

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 any plan, policy, protocol, procedure,
strategy or system instituted or otherwise put in place is complied with, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 9. Doors in a home
Specifically failed to comply with the following:

s. 9. (1) Every licensee of a long-term care home shall ensure that the following
rules are complied with:

2. All doors leading to non-residential areas must be equipped with locks to
restrict unsupervised access to those areas by residents, and those doors must
be kept closed and locked when they are not being supervised by staff. O. Reg.
79/10, s. 9; O. Reg. 363/11,s.1 (1, 2).

Findings/Faits saillants :
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1. The licensee has failed to ensure that all doors leading to non-residential areas are
locked when they are not being supervised by staff.

On two identified dates, the inspector observed the doors in the hallway and in the main
dining room, both leading to the servery, unlocked while the servery was unsupervised.

There were containers of chemicals including bleach and ware-washing detergents
observed in the servery. The inspector brought the concern to the attention of an
identified staff and the FSS, and they confirmed that the door should be locked at all
times, then proceeded to lock both doors. [s. 9. (1) 2.]

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 doors leading to non-residential areas are
locked when they are not being supervised by staff, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 15. Bed rails
Specifically failed to comply with the following:

s. 15. (1) Every licensee of a long-term care home shall ensure that where bed
rails are used,

(a) the resident is assessed and his or her bed system is evaluated in accordance
with evidence-based practices and, if there are none, in accordance with prevailing
practices, to minimize risk to the resident; O. Reg. 79/10, s. 15 (1).

(b) steps are taken to prevent resident entrapment, taking into consideration all
potential zones of entrapment; and O. Reg. 79/10, s. 15 (1).

(c) other safety issues related to the use of bed rails are addressed, including
height and latch reliability. O. Reg. 79/10, s. 15 (1).

Findings/Faits saillants :
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1. The licensee has failed to ensure that where bed rails are used, the bed system has
been evaluated in accordance with evidence-based practices, and if there are none, in
accordance with prevailing practices to minimize risk to the resident.

The inspector and director of care (DOC)/Administrator observed that resident #18's bed
system was different than what was reflected on the home's bed system evaluation audit
dated October 17, 2012. Interview with the DOC/Administrator confirmed that resident
#18's current bed system had not been evaluated. [s. 15. (1) (a)]

2. The licensee has failed to ensure that where bed rails are used, steps are taken to
prevent resident entrapment, taking into consideration all potential zones of entrapment.

Record review of the home's bed system evaluation audit dated October 17, 2012,
indicated that resident #19's bed system had zones of entrapment; specifically the
mattress was too short for the bed frame. On an identified date the inspector and
DOC/Administrator observed that there was no filler being used for resident #19's bed
system. The filler was noted to be stored on top of the resident's wardrobe in the room,
and the mattress was noticeably too short for the bed system leaving a gap at the foot of
the bed of approximately 4 inches. Interview with the DOC/Administrator confirmed that
the filler should be used on the bed system and tried to apply it, but it didn't fit in the gap.
The DOC/Administrator immediately instructed an identified registered staff to place
rolled up towels in the gap temporarily, until the bed system can be evaluated. [s. 15. (1)

(b)]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.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:

(1) where bed rails are used, the bed system has been evaluated in accordance
with evidence-based practices, and if there are none, in accordance with prevailing
practices to minimize risk to the resident, and

(2) where bed rails are used, steps are taken to prevent resident enfrapment,
taking into consideration all potential zones of entrapment, to be implemented
voluntarily.
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WN #5: 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 :

1. The licensee has failed to ensure that the responsive behaviour plan of care is based
on an interdisciplinary assessment of the resident that includes: any mood and behaviour
patterns, any identified responsive behaviours, and any potential behavioural triggers
and variations in resident functioning at different times of the day.

Record review and interview with the RAI Coordinator confirmed that a responsive
behavior plan of care has not been developed and implemented for resident #24, who
has had recently documented incidents of aggressive behaviors in October and
November 2014, as documented in the resident's progress notes. [s. 26. (3) 5.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.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 the responsive behaviour plan of care is
based on an interdisciplinary assessment of the resident that includes: any mood
and behaviour patterns, any identified responsive behaviours, and any potential
behavioural triggers and variations in resident functioning at different times of the
day, to be implemented voluntarily.

WN #6: 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. Reg. 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.
0. Reg. 7910, s. 53 (1).

s. 53. (3) The licensee shall ensure that,

(a) the matters referred to in subsection (1) are developed and implemented in
accordance with evidence-based practices and, if there are none, in accordance
with prevailing practices; O. Reg. 79/10, s. 53 (3).

(b) at least annually, the matters referred to in subsection (1) are evaluated and
updated in accordance with evidence-based practices and, if there are none, in
accordance with prevailing practices; and O. Reg. 79/10, s. 53 (3).

(c) a written record is kept relating to each evaluation under clause (b) that
includes the date of the evaluation, the names of the persons who participated in
the evaluation, a summary of the changes made and the date that those changes
were implemented. O. Reg. 79/10, s. 53 (3).

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

(a) the behavioural triggers for the resident are identified, 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 has failed to ensure that resident monitoring and internal reporting
protocols were developed to meet the needs of residents with responsive behaviours.

Record review of resident #24's progress notes on three identified days indicated
episodes of aggressive behavior towards another resident and staff members. Record
review and interview with identified staff and the RAI Coordinator confirmed that since
resident #24's first documented episode of aggressive behaviour, his/her behaviours
were not being tracked and monitored consistently; also an assessment and referral to
the home's psychogeriatric resources was not completed. [s. 53. (1) 3.]

2. The licensee has failed to ensure that the responsive behaviour program is being
evaluated annually and updated in accordance with evidence-based practices or
prevailing practices.

Record review and interview with the RAI Coordinator confirmed that the home did not
complete an evaluation of the home's responsive behavior program in 2013. [s. 53. (3)

(b)]

3. The licensee failed to ensure that strategies have been developed and implemented to
respond to residents demonstrating responsive behaviours.

Record review of the MDS assessments revealed resident #28's responsive behaviours
became progressively worse over a period of months resulting in the resident not
receiving care at bedtime. Review of the progress notes and plan of care indicate that
there were no strategies developed and implemented to respond to resident #28's
resistive behaviours and that the resistive care was not being managed. The resident
consistently refused and has not received care in the evening for several months. [s. 53.

(4) (b)]
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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:

(1) resident monitoring and internal reporting protocols were developed fo meet
the needs of residents with responsive behaviours,

(2) the responsive behaviour program is being evaluated annually and updated in
accordance with evidence-based practices or prevailing practices, and

(3) strategies have been developed and implemented to respond to residents
demonstrating responsive behaviours, to be implemented voluntarily.

WN #7: The Licensee has failed to comply with O.Reg 79/10, s. 221. Additional
training — direct care staff

Specifically failed to comply with the following:

s. 221. (1) For the purposes of paragraph 6 of subsection 76 (7) of the Act, the
following are other areas in which training shall be provided to all staff who
provide direct care to residents:

5. For staff who apply physical devices or who monitor residents restrained by
physical devices, training in the application, use and potential dangers of these
physical devices. O. Reg. 79/10, s. 221 (1).

s. 221. (2) The licensee shall ensure that all staff who provide direct care to
residents receive the training provided for in subsection 76 (7) of the Act based on
the following:

1. Subject to paragraph 2, the staff must receive annual training in all the areas
required under subsection 76 (7) of the Act. O. Reg. 79/10, s. 221 (2).

2. If the licensee assesses the individual training needs of a staff member, the staff
member is only required to receive training based on his or her assessed needs.
0. Reg. 7910, s. 221 (2).

Findings/Faits saillants :
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1. The licensee has failed to ensure that training has been provided for all staff who apply
physical devices or who monitor residents restrained by a physical device, including
application of these physical devices, use of these physical devices, and potential
dangers of these physical devices.

Record review of the above mentioned training for staff and interview with the RAI
Coordinator confirmed that 50 per cent of staff did not receive the training in 2013. [s.
221.(1)35.]

2. The licensee has failed to ensure that all direct care staff annually receive the required
training under subsection 76(7)of the Act, specifically in behaviour management.

Record review of behaviour management training records for staff and interview with RAI
Coordinator confirmed that 30 per cent of staff did not receive the training in 2013. [s.
221. (2)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance fo ensure that:

(1) training has been provided for all staff who apply physical devices or who
monitor residents restrained by a physical device, including application of these
physical devices, use of these physical devices, and potential dangers of these
physical devices,

(2) all direct care staff receive the required training annually, to be implemented
voluntarily.

WN #8: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 78.
Information for residents, etc.

Specifically failed to comply with the following:

s. 78. (2) The package of information shall include, at a minimum,

(a) the Residents’ Bill of Rights; 2007, c. 8, s. 78 (2)

(b) the long-term care home’s mission statement; 2007, c. 8, s. 78 (2)

(c) the long-term care home’s policy to promote zero tolerance of abuse and
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neglect of residents; 2007,c. 8, s. 78 (2)

(d) an explanation of the duty under section 24 to make mandatory reports; 2007,
c.8,s5.78(2)

(e) the long-term care home’s procedure for initiating complaints to the licensee;
2007,¢c.8,s.78 (2)

(f) the written procedure, provided by the Director, for making complaints to the
Director, together with the name and telephone number of the Director, or the
name and telephone number of a person designated by the Director to receive
complaints; 2007, c. 8,s. 78 (2)

(g) notification of the long-term care home’s policy to minimize the restraining of
residents and how a copy of the policy can be obtained; 2007,c.8,s.78 (2)

(h) the name and telephone number of the licensee; 2007, c. 8, s. 78 (2)

(i) a statement of the maximum amount that a resident can be charged under
paragraph 1 or 2 of subsection 91 (1) for each type of accommodation offered in
the long-term care home; 2007, c. 8, s. 78 (2)

(j) a statement of the reductions, available under the regulations, in the amount
that qualified residents can be charged for each type of accommodation offered in
the long-term care home; 2007, c. 8,s. 78 (2)

(k) information about what is paid for by funding under this Act or the Local Health
System Integration Act, 2006 or the payments that residents make for
accommodation and for which residents do not have to pay additional charges;
2007,c. 8,s.78 (2)

(1) a list of what is available in the long-term care home for an extra charge, and the
amount of the extra charge; 2007, c. 8,s.78 (2)

(m) a statement that residents are not required to purchase care, services,
programs or goods from the licensee and may purchase such things from other
providers, subject to any restrictions by the licensee, under the regulations, with
respect to the supply of drugs; 2007, c. 8,s. 78 (2)

(n) a disclosure of any non-arm’s length relationships that exist between the
licensee and other providers who may offer care, services, programs or goods to
residents; 2007,c. 8,s.78 (2)

(o) information about the Residents’ Council, including any information that may
be provided by the Residents’ Council for inclusion in the package; 2007, c. 8, s.
78 (2)

(p) information about the Family Council, if any, including any information that
may be provided by the Family Council for inclusion in the package, or, if there is
no Family Council, any information provided for in the regulations; 2007, c. 8, s.
78 (2)
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(a) an explanation of the protections afforded by section 26; 2007, c. 8, s. 78 (2)
(r) any other information provided for in the regulations. 2007, c. 8, s. 78 (2)

Findings/Faits saillants :

1. The licensee has failed to ensure that the package of information that is given to
residents upon admission includes, at a minimum, a statement that residents are not
required to purchase care, services, programs or goods from the licensee and may
purchase such things from other providers, subject to any restrictions by the licensee,
under the regulations, with respect to the supply of drugs.

Record review and interview with the DOC/administrator revealed that the home does not
include in the admission package all of the required information. There is no statement
which advises residents that they are not required to purchase care, services, programs
or goods from the home, and that they may purchase such things from other providers,
subject to any restrictions by the licensee with respect to the supply of drugs. [s. 78. (2)

(m)]

Issued on this 13th day of January, 2015

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

Original report signed by the inspecfor.
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