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COLUMBIA FOREST
650 MOUNTAIN MAPLE AVENUE, WATERLOO, ON, N2V-2P7

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
SHERRI GROULX (519)

Inspection Summary/Résumé de I'inspection

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

This inspection was conducted on the following date(s): September 3, 2014
During the course of the inspection, the inspector(s) spoke with the Director of
Care, the Assistant Director of Care, a Nurse Manager/Resident Assessment
Inventory (RAI) Coordinator, a Registered Nurse, a Personal Support Worker,
and a Resident.

During the course of the inspection, the inspector(s) reviewed clinical records,
Policy and Procedures, and other relevant documents. Observed the general
environment of the home.

The following Inspection Protocols were used during this inspection:
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during this inspection.

NON-COMPLIANCE / NON -

RESPECT DES EXIGENCES

Legend

WN —  Written Notification

VPC — Voluntary Plan of Correction
DR — Director Referral

CO - Compliance Order

WAOQO — Work and Activity Order

Legendé

WN — Auvis 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 été constaté. (Une
exigence de la loi comprend les exigences
qui font partie des éléments énumeéres
dans la définition de « exigence prévue
par la présente 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 O.Reg 79/10, s. 53. Responsive

behaviours
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Specifically failed to comply with the following:

s.53. (1) Every licensee of along-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 :

Page 3 of/de 6



Ministry of Health and Ministere de la Santé et des
Long-Term Care Soins de longue durée

eI

,(/F— Ohtario 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

1. The licensee has failed to ensure that there written approaches to care developed
to meet the needs of the residents with responsive behaviours that include:

* screening protocols

* assessment

* reassessment, and

* identification of behavioural triggers that may result in responsive behaviours,
whether cognitive, physical, emotional, social, environmental or other.

A Resident had a dementia related behaviour. This had been documented in the
progress notes. The physician ordered a treatment to assist with this behaviour.
Consent for this treatment to commence was not obtained.

Upon interview with a Registered Nurse it was confirmed that there has not been a
formal responsive behavioural assessment done on this Resident . There has not
been referral to the Behavioural Supports Ontario (BSO) program at the home. The
Registered Nurse confirmed there has not been a formal plan created, including
interventions for when these responsive behaviours occur, to guide the staff in dealing
with these behaviours.

Upon interview with the Director of Care it was confirmed that there has not been a
BSO referral for this Resident even though this behaviour has been occurring for
awhile. The Director of Care confirmed by nodding that it would be expected that a
BSO referral would have been done for these behaviours. [s. 53. (1) 1.]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0O. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that there written approaches to care
developed to meet the needs of the residents with responsive behaviours that
include:

* screening protocols

*assessment

* reassessment, and

* identification of behavioural triggers that may result in responsive
behaviours, whether cognitive, physical, emotional, social, environmental or
other, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

s. 3. (1) Every licensee of along-term care home shall ensure that the following
rights of residents are fully respected and promoted:
11. Every resident has the right to,

I. participate fully in the development, implementation, review and revision of
his or her plan of care,

ii. give or refuse consent to any treatment, care or services for which his or her
consent is required by law and to be informed of the consequences of giving or
refusing consent,

lii. participate fully in making any decision concerning any aspect of his or her
care, including any decision concerning his or her admission, discharge or
transfer to or from along-term care home or a secure unit and to obtain an
independent opinion with regard to any of those matters, and

iv. have his or her personal health information within the meaning of the
Personal Health Information Protection Act, 2004 kept confidential in
accordance with that Act, and to have access to his or her records of personal
health information, including his or her plan of care, in accordance with that
Act. 2007, c. 8,s. 3 (2).
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Findings/Faits saillants :

1. The licensee has failed to ensure that the following rights of residents are fully
respected and promoted:

Every resident has the right to, (ii) give or refuse consent to any treatment, care or
services for which his or her consent is required by law and to be informed of the
consequences of giving or refusing consent.

A Resident had behaviours related to dementia.
The physician ordered a treatment to assist with these behaviours. Consent was not
obtained to commence this treatment. The treatment was administered without

consent.

Upon interview with the Director of Care it was confirmed that the treatment had been
given, in error, without consent. [s. 3. (1) 11. ii.]

Issued on this 5th day of September, 2014

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