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Report Date(s) / Inspection No / Log #/ Type of Inspection /
Date(s) du Rapport No de I'inspection Registre no Genre d’inspection
Sep 5, 2013 2013 _102116_0040 T-278-13 Complaint

Licensee/Titulaire de permis

SOUTHLAKE RESIDENTIAL CARE VILLAGE
640 GRACE STREET, NEWMARKET, ON, L3Y-2L1

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

SOUTHLAKE RESIDENTIAL CARE VILLAGE
640 GRACE STREET, NEWMARKET, ON, L3Y-2L1

Name of Inspector(s)/Nom de l'inspecteur ou des inspecteurs
SARAN DANIEL DODD (1 16)

The purpose of thls mspectlon was to conduct a Compiamt inspection.
This inspection was conducted on the following date(s): August 19, 20, 22, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, Assistant Director of Care, Registered staff,
personal support workers and residents.

During the course of the inspection, the inspector(s) reviewed the health record
of residents, observed staff to resident interactions and the homes responsive

behaviour policy (#09-05-01).

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

Eegend
WN—- ertten Notlfscation S WN— Av;s ecrlt e g
VPC Voluntary Plan of Correctl_o_n ~ |VPC- Pland de redressement volontalre -

W/-\O Work and Actlwty O.rder.

NODQ‘sCOmpllance with r.equwements under

the Long-Term Care Homes Act, 2007 2007 Sur: Ies foyers de soms de Iongue ]
(LTCHA) was found. (A requirement - E duree (LFSLD) a été constate. (Une _
under the LTCHA'includes the =~ é j . |exigence de la Iorcomprend ies eXIQences

reqwrements contained in the items listed
in the definition of "requirement under thls
Ac subsect:on 2(1) of the LTCHA )

_The'; follow;ng const:tutes wrltten

WN #1: 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 :
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1. The licensee failed to ensure that the written plan of care for Resident #1 was
based on an interdisciplinary assessment of the resident that includes wandering and
identified responsive behaviours.

- Resident # 1 was admitted to the home with identified responsive behaviours due to
a medical condition.

- Interviews held with staff members confirmed the resident wanders and displays
verbal, physical and sexual aggression towards identified residents and staff members
of the home [s. 26. (3) 5.].

2. - Resident #2 expressed concerns to the Inspector regarding Resident #1's
wandering behaviour. On two occasions, Resident #1 has wandered into Resident
#2's room and rummaged through his/her belongings which is upsetting to Resident
#1.

- There are no identified triggers or interventions in place to manage sexual
aggression and wandering for Resident #1 [s. 26. (3) 5.]

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 to ensure that the written plan of care for Resident #1 is
based on an interdisciplinary assessment of the resident that includes
wandering and identified responsive behaviours, to be implemented voluntarily.

Issued on this 5th day of September, 2013

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

C’/{/@@g/
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