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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): December 4, 5, 6, 9, 10,
11, 12, 16, 2013.

During the course of the inspection, the inspector(s) spoke with Administrator,
Acting Director of Nursing(DON), Nurse Managers, Behaviour Support Nurse,
Counsellor, Registered Nurses(RN), Registered Practical Nurses(RPN), Personal
Care Aides(PCA), Resident Assessment Instrument Co-Ordinator(RAl), Support
Assistant and Residents.

During the course of the inspection, the inspector(s) reviewed resident clinical
records, staff schedules, staff training records, home policies and procedures
related to Prevention of Abuse, Responsive Behaviours, Altercations and
Potentially Harmful Interactions Between and Among Residents and 24 Hour
Admission Care Plan,

PLEASE NOTE: A non-compliance was found related to the Licensee's failure to
ensure there is a written plan of care for each resident that sets out clear
directions to staff and others who provide direct care to the resident under the
Long Term Care Homes Act.

This non-compliance [LTCHA s.6(1)c] was issued in Inspection #
2013_109153_0027, conducted on November 14, 2013 and is contained in the

Report of that Inspection.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.
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Non -complianc
the Long—Ter_r_n

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

s. 3.(1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:

4. Every resident has the right to be properly sheltered, fed, clothed, groomed
and cared for in a manner consistent with his or her needs. 2007, c. 8, s. 3 (1).

Findings/Faits saillants :
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1. Every resident has the right to be properly groomed and cared for in a manner
consistent with his or her needs.

The written plan of care for resident #52 and the staff interviews confirmed the
resident requires extensive assistance from one staff member for dressing and
grooming.

On an identified date resident # 52 was transported back to the resident's room
following a shower and directed to dress self without any assistance from staff.
Another staff found the resident very upset and frustrated at not being able to dress
self without assistance from a staff member.

The second staff member assisted the resident to dress and transported the resident
to the nurses station to report the concern at not receiving care consistent with the
resient's needs. [s. 3. (1) 4.]

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 every resident is properly groomed and cared
for in a manner consistent with his or her needs, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 24. 24-hour
admission care plan

Specifically failed to comply with the following:

$. 24. (2) The care plan must identify the resident and must include, at a
minimum, the following with respect to the resident:

2. Any risks the resident may pose to others, including any potential
behavioural triggers, and safety measures to mitigate those risks. O. Reg. 79/10,
s. 24 (2).

Findings/Faits saillants :
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1. The licensee did not ensure the admission care plan includes at a minimum any
risks the resident may pose to others, including any potential behavioural triggers and
safety measures to mitigate those risks.

A review of the Long Term Care Application Assessment completed by the
Community Care Access Centre indicated that resident #51 exhibited the following
behaviours which required frequent monitoring: pacing, restiessness, confusion and
agitation on days and nights.

The 24 hour admission care plan for Resident # 51 did not identify these behaviours
or safety measures to mitigate the risks these behaviours presented.

An altercation occurred when Resident #51 wandered into another resident's room
and frightened the other resident who was sleeping.

The intrusion resulted in an altercation between the two residents with minor injuries.
A review of the 24 hour plan of care failed to identify any documentation related to the
behaviours exhibited by Resident #51.

The acting nurse manager confirmed the 24 hour admission care plan did not address
the exhibited behaviours. [s. 24. (2) 2.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.1562(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure the admission care plan includes at a minimum
any risks the resident may pose to others, including any potential behavioural
triggers and safety measures to mitigate those risks, to be implemented
voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 104. Licensees
who report investigations under s. 23 (2) of Act

Specifically failed to comply with the following:

s. 104. (1) In making a report to the Director under subsection 23 (2) of the Act,
the licensee shall include the following material in writing with respect to the
alleged, suspected or witnessed incident of abuse of a resident by anyone or
neglect of a resident by the licensee or staff that led to the report:

5. The name and title of the person making the report to the Director, the date of
the report and whether an inspector has been contacted and, if so, the date of
the contact and the name of the inspector. O. Reg. 79/10, s. 104 (1).
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Findings/Faits saillants :

1. The licensee failed to ensure that the report to the Director under the Long Term
Care Homes Act regarding an allegation of staff to resident abuse included whether
an inspector had been contacted, and if so the date of the contact and the name of the
inspector.

The nurse manager confirmed the Critical Incident Report submitted to the Ministry did
not indicate whether an inspector had been contacted regarding the allegation of staff
to resident abuse on the identified date. [s. 104. (1) 5]

Issued on this 27th day of February, 2014
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