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zf’ 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

The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): January 29, 2014.

During the course of the inspection, the inspector(s) spoke with Acting
Administrator, Resident Care Coordinator, Registered Nurse, Registered
Practical Nurse, Behaviourial Supports Ontario Team Lead and Personal Care
Provider.

‘During the course of the inspection, the inspector(s) reviewed residents clinical
records, critical incident investigation and policies and procedures for
Responsive Behaviours. Observation of residents took place on resident home
area.

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

Findings of Non-Compliance were found during this inspection.
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-RESPECT. DES EXlGENCES

NON COMPLIANCE / NON -
Legend R

.WN = ertten Notlflcatlon i
VPC — Voluntary Plan of Correctton
DR —j— “Director Referral - B
CO = Compliance Order o
'WAO Work and Actlwty Order

e

_ __:_:_;___,j DR—-
3[_'3-';-7'_ CO-
L WAO

.u_i,;Legende

Avas ecrlt : , o
VPC - Plan de redressement voiontalre 5

~Aiguillage au directeur
“Ordre de conformité =00

Ordres trevaux et actNIteS

-Non comphance W|th requ:rements under
the Long—Term Care Homes Act, 2007
(LTCHA) was found. (A reqwrement
under the LTCHA includes the e
:requwements contained in the |tems Issted
in the definition of "requirement under thls
Act.in subsectfon,,_2(1)__of the L_TQH_A__) :

The foltow:ng constttutee wntten
notification of non- comphance under
'paragraph 1 of sectlon 152 of the LTCHA

Le non- respect des emgences de la L0| de
-|2007 sur les foyers de soins de Iongue
“|durée (LFSLD) a éte constaté, (Une -

‘|exigence de [a loi comprend les emgences_f

lqui font partie des éléments énumérés .
dans la définition de « exigence prévue j;-}'-;
“Ipar la presente lo: », au paragraphe 2(1)

: '”':.: de la LFSLD

':'7;3 Ce qu: su1t constltue un avis ecr:t de non-
|respect aux termes du paragraphe 1 de :

iart:cle 152 de Ea LFSLD

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,
responsive behaviours,

for each resident demonstrating

(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).
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Findings/Faits saillants :

1. The Licensee failed to ensure for each resident that demonstrates responsive
behaviours that the behaviour triggers for the resident are identified when the
following occurred:

In 2013, resident #02 was physically attacked by resident #01 and was injured.

Record review January 29, 2014, revealed that resident #01 had been experiencing
increasing aggressive behaviours towards other residents and staff.

During an interview January 29, 2014, a staff member stated she was unaware of any
interventions to deal with resident’s aggressive behaviours.

During an interview the Behaviourial Supports Ontario(BSO) Team Lead agreed the
resident’s behaviourial triggers had not been identified in the plan of care and it was
her expectation that residents that demonstrates responsive behaviours have their
triggers identified in the plan of care. [s. 53. (4) (a)]

2. The Licensee failed to ensure for each resident that demonstrates responsive
behaviours that strategies are developed and implemented to respond to the resident
demonstrating responsive behaviours, where possible when the following occurred:

Record review revealed that resident #01, had been experiencing increasing
aggressive behaviours towards other residents and staff.

In 2013, resident #02 was physically attacked by resident #01 and was injured.

The following interventions were recommended by the home’s BSO Team Lead to
deal with resident’s aggressive behaviours:

» Repeat pain assessment in dementia and trial giving PRN analgesics
* DOS chart x 4 days

» Request social history assessment from Social Worker

+ Monitor closely for signs of increased agitation

» Trial PRN seroquel to decrease sundowning

In a record review January 29, 2014, with the BSO Team Lead it was confirmed that
the only intervention that had been implemented was the trial of seroquel to decrease
sundowing.
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During an interview the BSO Team Lead confirmed her expectation that residents that
demonstrates responsive behaviours have strategies implemented in response to the
resident's responsive behaviours. [s. 53. (4) (b)]

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 ensuring for each resident that demonstrates responsive
behaviours that the behaviour triggers are identified and strategies are
developed and implemented for the resident, to be implemented voluntarily.

issued on this 19th day of February, 2014

igatur lperintr de l'inspecteur ou des inspcturs

Bﬂ Nie mCu,DOUQ I
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