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Licensee/Titulaire

Grace Villa Limited

284 Central Ave, London, Ontaric N6B 2C8

Long-Term Care Home/Foyer de soins de longue durée
Grace Villa Nursing Home

45 Lockton Crescent, Hamilton, Ontario L8V 4V5

Name of Inspector(s)/Nom de I'inspecteur(s)

Lesa Wulff — # 173 - Compliance Inspector — Nursing

Inspection Sum

The purpose of this inspection was to conduct a critical incident inspection related to responsive behaviours.

During the course of the inspection, the inspector spoke with: The Administrator, Assistant Director of Care,
Corporate Consultant, Registered Staff, Residents, and Personal Support Workers.

During the course of the inspection, the inspector; observed residents, reviewed the clinical records, shift
reports, plan of care.

The following Inspection Protocols were used during this inspection:
Responsive Behaviors Inspection Protocol.

Findings of Non-Compliance were found during this inspection. The following action was taken:

HIWN

Pape 1 0f 3 IR —(8/23/10




Ministry of Health and Inspection Report  Rapport

Long-Term Care under the Long- d’inspection prévue

lf Ontario Term Care Homes le Loi de 2007 les
Ministére de la Santé et Act, 2007 foyers de soins de
des Soins de longue durée longue durée

'Deﬁnitions/[}éﬁmtions'". R

;WN Wntten NoilﬂcauonslAws orit -
‘VPC - Voluntary Plar of Correction/Plan d_e df
Z “ Dlrector Refelral/Régisseur anvoys
:CO = Compliance Order/Ordres de conformkté R
{WAO -Work a Actiwty OrderiOrdres travaux et a

E

1 Lo 'stilvant constituier un avls d'écrit de 'exigence hrév_'ue_'a' _'pafégfaﬁbé'i_

.-'The fol Iowmg consmutes wnﬁen notlf:catlon of non»compliance under :
: : de sectlon 1 52 de Ies foyers de soins de iongue du

_{_ fﬂgfaph1ofsect[on1520fth LTCHA

Non comp!nance with requnrements under the Long—Term Care Homes '_'_Non respect avec [es exlgences sur ie Loi de 2007 Ies foyers de soins da f- :
JAct, 2007 {LTGHA) was found, {A requirerent under the LTCHA inciudes +longue durde & trouvé. (Une exigance dans e lol comprend les ex]gences :
-the requirements contaited in the'items listéd in the definltion cf __'_contanues dans les polnts énumérés dans la définition de exlgence

requirement under ﬂus Act“ n subsectton 2(1) of, the LTCHA) ‘ 'prévue par Ia présente Iol" ‘au paragrapha 2(1) de la Io] R

WN #1: The Licensee has failed to comply with Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s6(1){(c)

Every licensee of a long-term care home shall ensure that there is a written plan of care for each resident that
sets out, clear directions to staff and others who provide direct care fo the resident. 2007, c. 8, s. 6 (1).

Findings:

1. Critical incident report submitted to Hamilton Service Area Office indicates that an identified resident
was involved in an incident. Resident assessment protocol (RAP) dated May 2010, noted the
resident's behaviour. This behaviour was observed in August, 2010 during inspection at the home.
The home indicated that they have a plan with the psychogeriatric resource person (PRC) related to
behaviors. This method has been successful in reducing the number of outbursts in the home. The
information related {o this mesting with the PRC and the slrategies developed as a result were not
found on the resident’s plan of care.

2. The resident was observed by the compliance inspector to demonstrate behaviours on the home area,
These behaviors and interventions to manage the behaviour were not captured on the plan of care for
this resident.

3. The CIS incident investigated was detailed in progress notes dated on the day of the incident. The
resident got very upset and reacted before staff could intervene. It was noted after the incident that
staff approached the resident and negotiated that the resident ignore this co-resident when the co-
resident is upset. The resident agreed to do this. There is no plan of care for specified behaviors
currently for this resident that includes this intervention for staff to follow.
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