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Licensee/Titulaire de permis

MARYCREST HOME FOR THE AGED
659 Brealey Drive, PETERBOROUGH, ON, K9K-2R8

Long-Term Care Home/Foyer de soins de longue durée

ST JOSEPH'S AT FLEMING
659 Brealey Drive, PETERBOROUGH, ON, K9K-2R8

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

CHANTAL LAFRENIERE (194)
Inspection Summary/Résumé de l'inspection

The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): January 8, 9 & 10, 2014
During the course of the inspection, the inspector(s) spoke with Chief Executive
Office (CEO), Director of Care (DOC), Registered Nurse (RN), Registered
Practical Nurse (RPN), Activation Aide (AA), Personal Support Worker (PSW)
During the course of the inspection, the inspector(s) clinical health record of
identified residents, Internal incident reports and Medication Administration
Records

The following Inspection Protocols were used during this inspection:
Responsive Behaviours
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Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legend

WN —  Written Notification

VPC — Voluntary Plan of Correction
DR — Director Referral

CO - Compliance Order

WAOQO - Work and Activity Order

|Legendé

WN — Avis écrit
VPC — Plan de redressement volontaire
DR — Aiguillage au directeur

CO — Ordre de conformité

WAO — 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 élements énumérés
dans la définition de « exigence prévue
par la présente loi », au paragraphe 2(1)

de la LFSLD.

Ce qui suit constitue un avis écrit de

non-respect aux termes du paragraphe 1
de l'article 152 de la LFSLD.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 54. Altercations
and other interactions between residents

Every licensee of a long-term care home shall ensure that steps are taken to
minimize the risk of altercations and potentially harmful interactions between
and among residents, including,

(a) identifying factors, based on an interdisciplinary assessment and on
information provided to the licensee or staff or through observation, that could
potentially trigger such altercations; and

(b) identifying and implementing interventions. O. Reg. 79/10, s. 54.

Findings/Faits saillants :

1. The licensee failed to comply with O Reg 79/10 s.54(b) when interventions were not
developed and implemented for Resident #1 to minimize the risk of altercations and
potentially harmful interactions between residents.

Review of the clinical health record for Resident #1 confirms a change in treatment as
well as an increase in altercations with other residents over an identified time frame.

On an identified date during the supper meal Resident #1 was observed by staff to
grab the collar of Resident #2's shirt and would not let go until staff intervened. There
were no injuries to either residents.

The plan of care for Resident #1 at the time of the incident does not provide effective
interventions to minimize the risk of altercations between residents.

On November 20, 2013 a Compliance Order #2013_031194_0044 for O. Reg 79/10
s.54(b)was issued and remains outstanding at the time of this inspection. [s. 54. (b)]
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Issued on this 15th day of January, 2014

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

Chande | Lotrenere ( 19¢)
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