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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): April 1, 2, 3, 2014

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care (DOC), Assistant Director of Care (ADOC),
Registered Nursing Staff, Personal Support Workers (PSW), and residents.

During the course of the inspection, the inspector(s) conducted a walk-through
of resident home areas, observed staff and resident interactions, the provision
of care to residents, reviewed resident health care records and various policies
and procedures.

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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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 énumérés
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.

Page 3 of/de 5



Ministry of Health and Ministére de la Santé et des

M- Long-Term Care Soins de longue durée

P Ot

[,ﬁ' Ontarlo 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

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 563. Responsive
behaviours

Specifically failed to comply with the following:

s. 53. (3) The licensee shall ensure that,

(a) the matters referred to in subsection (1) are developed and implemented in
accordance with evidence-based practices and, if there are none, in accordance
with prevailing practices; O. Reg. 79/10, s. 53 (3).

(b) at least annually, the matters referred to in subsection (1) are evaluated and
updated in accordance with evidence-based practices and, if there are none, in
accordance with prevailing practices; and O. Reg. 79/10, s. 53 (3).

(c) a written record is kept relating to each evaluation under clause (b) that
includes the date of the evaluation, the names of the persons who participated
in the evaluation, a summary of the changes made and the date that those
changes were implemented. O. Reg. 79/10, s. 53 (3).

Findings/Faits saillants :

1. The inspector reviewed a Critical Incident involving responsive and alleged
inappropriate behaviours. On April 2, 2014 inspector #575 interviewed staff member
#100 regarding the process for monitoring and reporting a responsive behaviour. The
staff member stated that if a resident exhibits a responsive behaviour the PSW is to
document on the resident's flow sheet and tell a registered staff member who then
creates a progress note explaining the details of the incident. The progress note is
then communicated to the registered staff on the next shift via the shift report created
on Point Click Care. The registered staff is required to provide a verbal report to staff
before the next shift. On April 2, 2014 the inspector interviewed two additional staff
members (#200 and #300) who confirmed that any behaviours that are documented
on the flow sheet are to be communicated to the registered staff who would then
create a progress note. On April 4, 2014 the inspector reviewed the resident's flow
sheets over an approximately 2 month period and it was identified that behaviours
were exhibited by the resident on multiple occasions, however only one of the
responsive behaviours incidents was documented in the progress notes.

The licensee did not ensure that the matters referred to in subsection (1), specifically
regarding internal reporting prototcols for responsive behaviours, are implemented in
accordance with evidence-based practice and, if there are none, in accordance with
prevailing practices. [s. 53. (3) (a)]
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Issued on this 10th day of April, 2014

L a‘k‘cg Dyrala
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