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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): November 14, 15,18, 19,
20, 21, 22, 25, 26, 27, 28, December 2, 3, 4, 5, 6, 9, 10, 11, 12, 13, 16, 27, 2013.

During the course of the inspection, the inspector(s) spoke with Residents,
Registered Nurses (RNs), Registered Practical Nurses (RPNs), Personal Care
Attendants (PCAs), acting Nurse Manager, recreation assistant, acting
Administrator, rehabilitation assistant.

During the course of the inspection, the inspector(s) toured the unit and resident
rooms; conducted: a review of resident care records, observation of residents,
observation of interactions between residents and residents, and between staff
and residents during a lunch-time meal, and reviewed home policies related to
medication administration and responsive behaviours.

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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RESPECT DES EXIGENCES

Legend

WN — Written Notification

VPC — Voluntary Pian of Correction
DR - Director Referral

CO - Compliance Order

WAO — Work and Activity Order

Legende

WN —  Avis écrit

VPC — Plan de redressement volontaire
DR — Aiguillage au directeur

CO - Ordre de conformité

WAO — Ordres : travaux et activités

Non-compliance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

The following constitutes written
notification of non-compliance under
paragraph 1 of section 152 of the LTCHA.

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
durée (LFSLD) a eté constaté. (Une
exigence de la loi comprend les exigences
qui font partie des éléments énumérés
dans la déefinition de « exigence prévue
par la presente loi », au paragraphe 2(1)
de la LFSLD.

Ce qui suit constitue un avis écrit de non-

respect aux termes du paragraphe 1 de
I'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with 0O.Reg 79/10, s. 53. Responsi#e

behaviours
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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 failed to ensure that written strategies, including techniques and
interventions, to prevent, minimize or respond to the responsive behaviours, were
deveioped to meet the needs of Resident #2 with responsive behaviours.

Staff interview identified that Resident #2 experienced responsive behaviours in the
dining room such as: sitting on Resident #1's chair, drinking from other resident's
cups/glasses, and placing food on Resident #1's plate.

Review of Resident #2 plan of care did not identify written strategies, including
technigues and interventions to prevent, minimize or respond to his/her responsive
behaviours. [s. 53. (1) 2.]

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 that written strategies, including technigues
and interventions, to prevent, minimize or respond to the responsive
behaviours are developed to meet the needs of residents with responsive
behaviours, to be implemented voluntarily.
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WN #2: 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. (9) The licensee shall ensure that the following are documented:

1. The provision of the care set out in the plan of care. 2007, c. 8, s. 6 (9).
2. The outcomes of the care set out in the plan of care. 2007, c. 8, s. 6 (9).
3. The effectiveness of the plan of care. 2007, c. 8, s. 6 (9).

Findings/Faits saillants :

1. The licensee did not ensure that the provision of care set out in the plan of care has
been documented.

A review of the Medication Administration Records for Resident #2 for March, April
and June 2013 identified that five medications had not been documented as
administered. Interviews with acting Manager and staff Registered Nurse stated that
the medications had been given and not documented as given. [s. 6. (9) 1.]

Issued on this 10th day of January, 2014

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