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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): April 9, 2013

During the course of the inspection, the inspector(s) spoke with two residents,
one visitor, the Administrator, Director of Nursing, two Registered Nurses, one
Nurse Aide, three Personal Support Workers and one Registered Nurse from the
Geriatric Mental Health Outreach Team.

During the course of the inspection, the inspector(s) reviewed three resident
health records and two critical incidents.

The following Inspection Protocols were used during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

Page 2 ofide 5




Ministry of Health and Ministére de la Santé et des

éy'_ Long-Term Care Soins de longue durée

> >

< Ontarlo Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

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

Specifically failed to comply with the following:

s. 6. (2) The licensee shall ensure that the care set out in the plan of care is
based on an assessment of the resident and the needs and preferences of that
resident. 2007, c. 8, s. 6 (2).

Findings/Faits saillants :

1. The licensee did not ensure that the care set out in the plan of care for one resident
was based on an assessment of the resident and the needs and preferences of that
resident. Review of one resident health record confirmed the resident has not been
permitted similar privileges as other residents despite a completed assessment with
recommendations addressing that privileges should not be taken away. Six staff
confirmed as of the date of inspection, the resident does not enjoy the same privileges
as other residents.[s. 6. (2)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.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 the care set out in the plan of care is
based on an assessment of the resident and the needs and preferences of that
resident,, to be implemented voluntarily.

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

Specifically failed to comply with the following:

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. O. Reg. 79/10, s. 53 (1).

2. Written strategies, including techniques and interventions, to prevent,
minimize or respond to the responsive behaviours. O. Reg. 79/10, s. 53 (1).
3. Resident monitoring and internal reporting protocols. O. Reg. 79/10, s. 53 (1).
4. Protocols for the referral of residents to specialized resources where
required. O. Reg. 79/10, s. 53 (1).

Findings/Faits saillants :

1. The licensee did not ensure the needs of one resident were met by internal
reporting protocols. Review of one resident health record revealed information that
was not reported to the Charge Nurse as required by the home protocol on four
identified dates in 2013. After review of specific records by registered personnel, late
entries were documented in the resident's health record related to the information not
initially reported. Seven staff confirmed the home protocol is to report this type of
information to nursing personnel. [s. 53. (1) 3.]
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Issued on this 16th day of April, 2013

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