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Date(s) of inspection/Date(s) de Inspection No/ No de I'inspection Type of Inspection/Genre d'inspection
l'inspection
May 10, 11, 2011 2011_022180_0001 Critical Incident

Licensee/Titulaire de permis

REVERA LONG TERM CARE INC.
55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, L5R-4B2

Leng-Term Care Home/Foyer de scins de longue durée

ILER LODGE
111 ILER AVENUE, ESSEX, ON, N8M-1T6

Name of Inspector(s}/Nom de I'inspecteur ou des inspecteurs
SANDRA FYSH {190)__ -

Inspect!on Summary'Résumé de I’mspection vEi

The purpose of this inspectlon was to conduct a Critical Incident inspection,

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care, Assistant Director
of Care, Activation Manager, Registered Nurse, Registered Practical Nurse, 3 Personal Support Workers and
Residents.

During the course of the inspection, the inspector(s) reviewed the clinical records of two residents, observed
residents on one unit, reviewed policies related to the inspection and observed the resident common areas.

The foilowing Inspection Protocols were used in part or in whole during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

~ NON-COMPLIANCE / NON-RESPECT DES' EXIGENCE" -

: Déﬁmtlons_

{WN Awsécrlt

WAO - Work and. Actl\nty Order: WAO - Ordres : fravaux et activités
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Non- compilance wrth reqwrements under the i_ong-Term Care Homas
Act, 2007 (LTCHA) was found.. (A requirement under the LTCHA -
includes the requirements contained in the items listed in the defi nllion
of "requrrernent under th[s Act" in subsectlon 2(1) of the LTCHA )

The foltowrng constltutes wrltten no’uf’ cat:on of non—comp!lance under
paragraph 1 of sectson 152 of tha LTCHA

“1Le non-respect des exigences de la Loi de 2007 sur les foyers de:
‘Jsoins, de fongue durée (LFSLD) a été constaté. (Une exigence dela .
“tloi comprend les ex[gences qui font partie des éléments énumérés
‘tdans |a définition de « _exigence prévua par ]a présente I01 » au

paragraphe 2(1) da Ia LFSLD

Ce qm surt constltua un avis écnt de non- respect aux termes du
paragraphe 1de i artrcia 152 de. Ia LFSLD. :

WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, . 6. Plan of care

Specifically failed to comply with the following subsections:

8. 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

plan. 2007, c. 8, s. 6 (7).

Findings/Faits sayants :

1. A resident's plan of care states that a wanderguard is to be used in the doorway to prevent other residents from wandering
in. May 10, 2011 from 1030 a.m., until 2:30 p.m. the wanderguard strip was not in place.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 53, Responsive behaviours

Specifically failed to comply with the following subsections:

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 friggers that may result in responsive behaviours, whether cognitive, physical, emotional, social,

environmental or other.

2. Written strategies, including technigues and interventions, to prevent, minimize or respond to the responsive

behaviours.
3. Resident monitoring and internal reporting protocols.

4. Protocols for the referral of residents to specialized resources where required. Q. Reg. 79/10, s. 53 (1).

8. 53. (2) The licensee shall ensure that, for all programs and services, the matters referred to in subsection (1) are,

{a) Integrated into the care that is provided to all residents;

{b) based on the assessed needs of residents with responsive behaviours; and
(c) co-ordinated and implemented on an interdisciplinary basis. O. Reg. 79/10, s. 53 (2).

Findings/Faits sayants :

1. There are very few Activation programs on this unit. May 20, 2011 the daily activity board indicated that there were no
activities on the unit until 3:30. At 3:30, a program was listed called "fun and games". At 6:30 p.m. there was a pub night

scheduled.

2. During the observation period from 11:00 to 14:00, residents were observed sitting in chairs, wandering or sleeping with no

activities present.

Issued on this 17th day of May, 2011
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