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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): April 10-11, 2013

This complaint inspection was completed concurrently with the Resident Quality
Inspection.

During the course of tﬁe inspection, the inspector(s) spoke with the
Administrator, Registered Nurse, Registered Practical Nurse, Personal Support
Worker, and Resident Assessment Instrument (RAl) Coordinator.

During the course of the inspection, the inspector(s) reviewed the plan of care
for an identified resident.

The following Inspection Protocols were used during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

|[WN - Avis ecrlt A
— Volur |VPC = Plan de redressement vo[ontalre

DR o DlreCtOr Referral . IDR=" “Aiguillage au. directeur =

CO - Compliance Order ';-3 ; ~|CO= Ordre de conformité | Ej{ 5

WAO Work and Activity Order R WAO Ordrés travaux et actw;tes
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Non- compliance W|th requrrements under Le non respect des exagences de Ia L01 _d_e_gg

under the LTCHA lncludes the SZ:_ :
' requrrements contamed in the |tems llste_____

| Ac't' in subsectlon 2(1) of the LTCHA)

: de la LFSLD

':; Ce. qur swt constttue un avis ecnt de non-. -
|respect aux termes du paragraphe 1 de -
: I:article 152 de la LFSLD. - - :

The following constltutes wntten
notification of non-compliance: under
paragraph 1 of sectron 152 ::of the LTCH'

-

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

Specifically failed to comply with the following:

s. 53. (4) The licensee shall ensure that, for each resident demonstrating
responsive behaviours,

(a) the behavioural triggers for the resident are identified, where possible; O.
Reg. 79/10, s. 53 (4).

(b) strategies are developed and implemented to respond to these behaviours,
where possible; and O. Reg. 79/10, s. 53 (4).

(c) 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. O. Reg. 79/10, s. 53 (4).

Findings/Faits saillants :
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1. The licensee had not ensured the actions taken o respond to the needs of the
resident, including assessments, reassessments and mterventlons and the resident's
responses to tntervent[ons were documented.

a) Staff interviews confirmed a specific intervention was being used for a resident fo
alert staff to escalating responsive behaviours. This intervention was not documented
in the plan of care. There was no direction regarding when this intervention should be
used. There was no documentation regarding when this strategy started or whether it
was effective.

b) A review of progress notes for a resident indicated another intervention had started
in response to specific behaviours. There were no notes regarding when this
intervention was no longer needed. It happened on two occasions that the resident
required this intervention, however the documentation regarding when it started and
ended was incompiete.

Registered staff confirmed these interventions were expected to be documented in the
written plan of care. [s. 53. (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 the actions taken to respond to the needs of
the resident are documented, to be implemented voluntarily.
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Issued on this 15th day of April, 2013

Sigatr of Inpet(s)linaur de I’inspecteur u des ispecteurs
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