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~ Inspection Summary/Sommaire d’inspection

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

During the course of the inspection, the inspector spoke with the director of administration, the director of care,
registered practical nurse, personal support workers, and complainant.

During the course of the inspection, the inspector reviewed residents’ health records, interviewed staff,
observed residents.

The following Inspection Protocols were used in part or in whole during this inspection:

Prevention Abuse, Neglect, and Retaliation
Responsive Behaviours

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

8 WN
6 VPC
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* NON- COMPLIANCE /{Non-respectés) . . .~ ..
| ﬁéfiﬁiti}snslnéfinitidnsf.'_ L DI FE

| WN — Written Notifications/Avis éorit <

- DR - Dirsctor Referral/Régisseur envoyé :
. 0O~ . Compliance Order/Ordres de conformité

| VRC ~ Voluntary Plan of Correction/Plan de redressément volontaire | -

- WAL Work and Activity Order/Qrdres: travaux et activités

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

Non-compliance with requirements under the Long-Term Care Homes
" Act, 2007 (LTCHA) was found. (A requirement under the L TCHA ineludes
' the requirements contained in the items listed in the definition of

Le suivant constituer un avis d'écrit de I'exigence prévue le paragraphe 1
de section 152 de les foyers de soins de longue durée.

Non-respect avec les exigences sur le Loi de 2007 les foyers de seins de -
longue durée a trouvé. {Une exigence dans le loi comprend Ies exigences
contenues dans les points énumérés dans la défirition de "exigence

prévue par la présente loi” au paragraphe 2(1) de'la loi.

“requirement under this Act* in subsaction 2(1) of the LTCHA}

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007 c. 8 s. 6(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 to the resident. 2007, c. 8, s. 6 (1).

Findings:

The responsive behaviour plan of care for an identified resident does not set out clear instructions to guide
the provision of care related to identified resident's demonstrated agitation and aggressive behaviours
including all identified responsive behaviours, behaviour triggers, variations in resident functioning at different
times of day, and interventions, to prevent, minimize or respond to the responsive behaviours. This was
further confirmed through interviews with Personal Support Workers (PSW) and a Registered Practical Nurse
(RPN) on March 14, 2011.

i‘;;péctor 1D #: 152

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, $.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that there is a writfen -
plan of care related to the identified resident’s responsive behaviours that sets out clear directions to staff and
others who provide direct care to the resident, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007 c. 8 s. 6(10) (b) The licensee
shall ensure that the resident is reassessed and the plan of care reviewed and revised at least every
six months and at any other time when, the resident's care needs change or care set out in the plan is
no longer necessary.

Findings:
Identified resident's plan of care was not revised when his/her care needs changed.

Inspector ID #: 162

-Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that the identified
“resident is reassessed and the plan of care reviewed when the resident's care needs change, to be
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implemented voluntarily.

WN #3: The Licensee has failed to comply with O. Reg. 79/10 s. 134(a) Every licensee of a long-term
care home shall ensure that, when a resident is taking any drug or combination of drugs, including
psychotropic drugs, there is monitoring and documentation of the resident’s response and the
effectiveness of the drugs appropriate to the risk level of the drugs.

Findings:
Registered staff are not consistently documenting an identified resident's response to and effectiveness of
prescribed drugs.

Inspector ID #: 152

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance ensure that, when the identified
resident is taking any drug or combination of drugs, including psychotropic drugs, there is monitoring and
documentation of the resident’s response and the effectiveness of the drugs appropriate 1o the risk level of the
drugs, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O. Reg. 79/10 s. 53(1)1, 53(1)2 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 hehavioural triggers that may result in responsive behaviours,
whether cognitive, physical, emotional, social, environmental or other. 2. Written strategies, mcludmg 7
techniques and interventions, to prevent, minimize or respond to the responsive behaviours.

Findings:

The written plan of care related to an identified resident’s agitated and aggressive behaviours does not
include all behaviour triggers and written technigues and interventions to prevent, minimize, and respond to
the responsive behaviours. This was further confirmed through interviews with PSW's and a RPN on March
14, 2011.

Inspector ID #: 152

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 8.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that the following are
developed to meet the needs of identified resident 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. 2.
Written strategies, including techniques and interventions, to prevent, minimize or respond to the responsive
behaviours, to be implemented voluntarily.

L

WN #5: The Licensee has failed to comply with O. Reg. 79/10 s. 53{4)(c) The licensee shall ensure
that, for each resident demonstrating responsive behaviours, 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.
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Findings:

Registered staff are not consistently documenting an identified resident's response to and effectiveness of
prescribed drugs.

InspectorID#: | 152

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Acl, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure the response to
interventions are documented for the identified resident demonstrating responsive behaviours, to be
implemented voluntarily.

WN #6: The Licensee has failed to comply with O. Reg. 79/10 s. 54(b)Every licensee of a long-term
care home shall ensure that steps are taken to minimize the risk of altercations and potentially
harmful interactions between and among residents, including, identifying and implementing
interventions.

Findings:

The licensee has not ensured that steps have been taken to minimize risk of altercations and potentially
harmful interactions between and among an identified resident and other residents. This was confirmed
through interviews with PSW's and a RPN on March 14, 2011.

Inspector ID #: 152

Additional Required Actions:

VPG - 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 steps are taken to
minimize the risk of altercations and potentially harmful interactions between and among residents, including,
identifying and implementing interventions.

R
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