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The purpose of this inspection was to conduct two complaint inspectionsﬁ.' T

Puring the course of the inspection, the inspector spoke with: The Administrator, Director of Care (DOC), RAI
Coordinator, Registered Staff, Personal Support Workers, Residents, and Families.

During the course of the inspection, the inspector: Reviewed clinical health records, reviewed policy and
procedure, observed residents, conducted interviews.

The following Inspection Protocols were used in part or in whole during this inspection:
Prevention of Abuse and Neglect Inspection Protocol

Responsive Behaviours Inspection Protocol

Dignity, Choice and Privacy Inspection Protocol

Eﬂ Findings of Non-Compliance were found during this inspection. The following action was taken:

7WN
7 VPC
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WN #1: The Llcensee has failed to compiy with LTCHA 2007 S.0. 2007, c.8 s.3(1)1

Every Licensee of a long-term care home shall ensure that the following rights of residents are fully
respected and promoted:

(1) Every resident has the right to be treated with courtesy and respect and in a way that fully
recognizes the resident’s individuality and respects the resident’s dignity.

Findings:

1. The management of the home did treat an identified resident with respect and dignity in relation to a
personal choice voiced to the team. It was confirmed by the resident that the resident did not feel
treated with courtesy and respect and dignity during the interactions with the management team.

Inspector ID #: 173

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance related to ensuring that all
residents are treated with courtesy and respect at alt times, o be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA 2007, S.0. 2007, ¢.8 s.3(1)14

Every Licensee of a long-term care home shall ensure that the following rights of residents are fully
respected and promoted:

(14) Every resident has the right to communicate in confidence, receive visitors of his or her choice
and consult in private with any person without interference.
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Findings:

1. An identified resident’s rights were not respected and promoted during communication with a family
member. Details of this private conversation were shared with the management team by staff.

InspectoriD #: | 173

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested o prepare a written plan of correction for achieving compliance related to ensuring that all
residents are able to communicate in private without interference, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA 2007, S.0. 2007, c¢.8 s.8(1)(b)

Where the Act or this Regulation requires the licensee of a long-term care home 1o have, institute,
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 is

(b) complied with

Findings:

1. The home did not follow policy and procedure for an identified resident related to assessment post fall,
initiating and completing head injury routine as per policy and procedure.

Inspector ID#: | 173

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance related to ensuring all plans,
policies, protocols, procedures, strategies or systems are to be complied with, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with LTCHA 2007, S.0. 2007, ¢.8 s.6(1)(c)

Every licensee of a long term care home shall ensure that there is a written plan of care for each
resident that sets out

(c) Clear directions to staff and others who provide direct care to the resident.
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Findings:

1. An identified resident with aggressive behaviours resulting in several altercations with other residents
causing injury did not have a written plan of care in place that provided staff with clear direction to
prevent or mitigate these behaviours.

Inspector ID #: | 173

Additional Required Actions:

VPC - 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 related to ensuring that the written
plan of care sets out clear direction to staff who provide direct care to the resident to be implemented
voluntarily.

WN #5: The Licensee has failed to comply with O.Reg 79/10 s.26(3)5

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.

Findings:

1. The plan of care for an identified resident presenting with aggressive behaviours was not based on an
interdisciplinary assessment that included mood and behaviour patierns, potential triggers and/or
variations in resident function at different times of the day.

Inspector- 1D #: 173

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152 (2) the licensee is hereby
requested o prepare a written plan of correction for achieving compliance related to ensuring that the plan of
care includes 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, to be
implemented voluntarily.

WN #6: The Licensee has failed to comply with O.Reg 79/10 s.53(4)(c)

The licensee shall ensure that, for each resident demonstrating responsive behaviours

(c) actions are taken to respond to the needs of the resident, including assessments, reassessments
and interventions and that the resident’s response to interventions are documented.
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Findings:

1. Actions were not taken by the home in response to aggressive behaviours of an identified resident that
included assessments, reassessments, interventions and response to interventions. During this time,
several altercations took place between the identified resident and co-residents that resulted in injury.

Inspector ID #: | 173

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Aci, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance related to ensuring actions are
taken 1o respond to the resident demonstrating responsive behaviours, to be implemented voluntarily.

WN #7: The Licensee has failed to compiy with O.Reg 79/10 s.54(b})

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

(b) identifying and implementing interventions.

Findings:

1. Episodes of verbal and physical aggression from an indentitfied resident began on admission and
escalated to include several altercations between residents that resulted in injury. The home did not
ensure that steps were taken to minimize the risk of altercations and potentially harmfut interactions
between and among residents. Staff documented the incidents but did not communicate these
altercations until injury had occurred.

Inspector ID #: - | 173

Additional Requ'ired Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance related to ensuring that the home
takes steps to minimize the risk of altercations and potentially harmful interactions between and among
residents, to be implemented voluntarily.

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division
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