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

This inspection was conducted on the following date(s): November 26, 27, 28,
2013

During the course of the inspection, the inspector(s) spoke with the Executive
Director, the Assistant Executive Director, the Director of Care, two Care
Coordinators, the Environmental Manager, several Registered Nurses, several
Registered Practical nurses, several Personal Support Workers, family
members and several residents.

During the course of the inspection, the inspector(s) reviewed several health
care records, the temperature chart on the unit, observed care and services
given to residents.

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy

Responsive Behaviours
Safe and Secure Home

Findings of Non-CompIiance were found during this inspection.

NONV-COMPLIANCE / NON/;‘f‘f RESPECT DES EXIt WEENCES
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requnremenis contamed in th/é ttems hs :
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive
behaviours

Specifically failed to comply with the following:

s. 53. (4) The licensee shall ensure that, for each resident demonstrating
responsive behaviours,

(a) the behavioural triggers for the resident are identified, where possible; O.
Reg. 79/10, s. 53 (4).

(b) strategies are developed and implemented to respond to these behaviours,
where possible; and O. Reg. 79/10, s. 53 (4).

(c) actions are taken to respond to the needs of the resident, including
assessments, reassessments and interventions and that the resident’s
responses to interventions are documented. O. Reg. 79/10, s. 53 (4).

Findings/Faits saillants :
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1. The licensee failed to comply with O.Reg s.53. (4) (a) in that the home did not
ensure that the behavioural triggers are identified for Resident #2's responsive
behavior.

Resident #2 health care record was reviewed. Resident #2 exhibited several
responsive behaviors on specified day in October and November 2013. No
interventions are documented in the plan of care to manage these responsive
behaviors.

Discussion with Day Shift Registered Practical Nurse and with the Evening Shift
Registered Nurse who indicated that Resident #2 does have responsive behaviors.
They also indicated that Resident #2 is on anxiolitic medication if needed but they
have not been administering this medication.

Discussion with two Personal Support Workers (PSW) who indicated that Resident #2
does have responsive behaviors at time when care is provided. Care is provided to
Resident #2 with two PSWs at a time.

Resident #1 and Resident #2 are sharing a room. Resident #1 indicated that often he
cannot sleep because of Resident #2 behaviors.

No behavioral triggers interventions are documented in the plan of care to effectively
manage Resident #2 responsive behaviors. [s. 53. (4) (a)]

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 to ensure the behavioral triggers are identified to
effectively manage Resident #2 behaviors., to be implemented voluntarily.
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Issued on this 10th day of December, 2013

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