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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 Director of Gare, registered staff, personal
support worker staff, and identified residents related to Complaint Logs #H-000519-12 and #H-000785-12,

During the course of the inspection, the inspector(s) conducted a tour and observed care on the unit where the
identified residents reside, reviewed the clinical records for three identified residents, reviewed investigation
notes completed by the home, conducted interviews with identified residents where possible and reviewed
relevant policies and procedures.

The Dietary Inspector completed a portion of Complaint Inspection # H-000519-12,

One area of non-compliance was found related to the licensee's failure to ensure that each resident has his or
her desired bedtime supported and individualized under Ontario Regulation 79/10.

This non-compliance [O.Reg. 79/10 s.41] was issued in inspection #2012_122156_0013 conducted
simultaneousiy with this inspection and is contained in the report of that inspection.

The following Inspection Protocols were used during this inspection:
Personal Support Services

Responsive Behaviours
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Findings of Non-Compliance were found during this inspection.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements
Specifically failed to comply with the following subsections;
s. 30. {2) The licensee shall ensure that any actions taken with respect to a resident under a program, including

assessments, reassessments, interventions and the resident’s responses to interventions are documented. O.
Reg. 79/10, s, 30 (2).

Findings/Faits saillants :

1. The licensee did not ensure that any actions taken with respect to a resident under a program, including interventions
and the resident’s responses to Interventions were documented for resident #002.

The documentation on the resident's health file does not include all actions taken or assessments completed by staif
related to the resident's urinary symptoms. Interviews with registered staff revealed that staff sent repeat specimens of
urine because a previous laboratory report indicated that there was isolated microflora suggestive of contamination,
another laboratory report indicated Haemolytic Streptococci group B, significance of which was questionable and a third
indicated Heamolytic Strepococci group B, significance of which was questionable. Two weeks later an order was
received from the physician for an antibiotic to treat the resident’s urinary tract infection.

A registered staff member interviewed indicated that the physician would not treat the resident without a laboratory report
confirming infection. Information related to actions taken and whether the physician was made aware of the results of the
laboratory reports or the resident's symptoms was not documented on the resident's heath file.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0, 2007, ¢.8, s.152(2} the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that all actions taken with
respect to a resident under a program, including interventions and resident's responses to interventions are
documented,, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 6. Plan of care
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Specifically failed to comply with the following subsections:

s. 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, ¢. 8, . 6 (7).

Findings/Faits saillants :

1. The licensee did not ensure that the care set out in the plan of care for resident #001 was provided as specified in the
plan.

a) The plan of care for the resident related to their responsive behaviours directs staff to document a summary of each
episode, note the cause and successful interventions, including frequency and duration, initiate behaviour charting for
the resident to identify why they become angry and agitated (note time of day, who was present and what preceded the
incident).

b} A review of the resident's health record revealed that staff are documenting the resident's responsive behaviours on a
data collection sheet provided by an outside agency. This sheet is a checklist and notes each incident when it ocours but
no specifics regarding the incidents, actions taken, duration etc.

Staff did not provide documentation on the resident's health record related to the resident's responsive behaviours as
specified in their plan of care,

Additional Required Actions:
VPG - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance to ensure that the care set out in the
plan of care is provided to the resident as specified in the plan., to be implemented voluntarily.

WN #3: 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 triggers that may result in responsive behaviours, whether cognitive, physical, emotional, social,
environmental or other.

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

3. Resident monitoring and internal reporting protocols.

4. Protocols for the referral of residents to specialized resources where required. 0. Reg. 79/10, s. 53 (1).

Findings/Faits saiilants :

1. The plan of care for resident #003 does not include written strategies including techniques and interventions to
prevent, minimize or respond to their responsive behaviocurs.

a) The progress notes for resident #003 and documentation related to a care conference that was held indicate that the
resident has responsive behaviours.

b) The Resident Assessment Protocol for resident #003 confirms that the resident displays these behaviours.

The plan of care for resident #003 does not include written techniques or interventions to prevent, minimize or respond to
alt of the resident's identified behaviours,

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 17. Communication and response system
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Specifically failoed to comply with the following subsections:

s. 17. (1) Every licensee of a long-term care home shall ensure that the home is equipped with a resident-staff
communication and response system that,

{a) can be easily seen, accessed and used by residents, staff and visitors at all times;

(b} is on at all times;

{c) allows calls to be cancelled only at the point of activation;

(d) is available at each bed, toilet, bath and shower location used by residents;

(e) is available in every area accessible by residents;

(f) clearly indicates when activated where the signal is coming from; and

(g) in the case of a system that uses sound to alert staff, is properly calibrated so that the level of sound is
audible to staff. O. Reg. 79/10, s. 17 (1).

Findings/Faits sailiants :

1. The licensee has not ensured that the home is equipped with a resident-staff communication and response system
that, (a) can be easily seen, accessed and used by residents, staff and visitors at all times.

a) It was noted during a tour of Cedar Home Area that 16 oul of 26 rooms reviewed had call bells that were not equipped
with a clip to hold the call bells in place. Consequently in four of the rooms reviewed, the residents' call bells were noted
to be laying on the floor and not easily accessed for use.

b) The call bells that were not equipped with a clip were noted to be in rooms 203, 206, 208, 211, 212, 213, 215, 218,
218, 219, 220, 221, 222, 224, 226 and 230.

¢) The call bells that were noted to be on the floor were in rooms 218, 219, 222 and 230.

Issued on this 16th day of July, 2012

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