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Inspection Summarleesume de Pinspection

The purpose of this inspection was to conduct a Complaint inspection.
During the course of the inspection, the inspector{s) spoke with the Residents, Administrator, Assistant
Directors of Care, Registered Nurses, Registered Practical Nurses, Resident Support Services Manager and
Personal Care Providers.

During the course of the inspection, the inspector(s) observed staff-resident interactions, reviewed resident
health records and the Policy and Procedure regarding Responsive Behaviours.

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

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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1. The licensee failed to comply with LTCHA 2007, s. 6. (11) (b) in that the care set out in the plan of care has not been
effective and different approaches have not been considered in the revision of the plan of care.

Resident #1 has a history of dementia and responsive behaviour. Resident #1 has had a medication prescribed on an as
needed basis. As demonstrated by the findings below, Resident #1's medications were adjusted during the time period
April 1, 2012-September 30, 2012 but other approaches were not considered in the revision of the plan of care.

During April 2012, Resident #1 had three progress note entries regarding responsive behaviour. Resident #1 received a
number of doses of as needed medication and some of these doses were assessed as being ineffective.

During May 2012, the number of progress notes regarding responsive behaviour increased. Resident #1 received a
greater number of doses of as needed medication with one third of these doses assessed as being ineffective. The
Administrator reported to the inspector that Resident #1's plan of care review was completed on May 12, 2012. There
were no changes to Resident #1's plan of care despite the increase in Resident #1's responsive behaviour.

During June 2012, Resident #1 had a greater number of documented entries in the progress notes related to responsive
behaviour. Resident #1 received a number of doses of as needed medication with over half the doses being assessed
as ineffective.

During July 2012, the progress notes regarding Resident #1's responsive behaviour were less than June 2012. Resident
#1 received a smaller number of doses of as needed medication than in June 2012. One fifth of these doses were
assessed as being ineffective. There is no clinical documentation to indicate that the factors contributing to the decrease
in Resident #1's responsive behaviour were identified or included in the resident's plan of care. On July 31, 2012
Resident #1's as needed medication was increased.

During August 2012, Resident #1 had a greater number of entries in his progress notes related to responsive behaviour
than in July 2012. Resident #1 received a higher number of doses of as needed medication with one quarter of the
doses being assessed as ineffective. On a specific date there were changes to Resident #1's medication regime. The
Administrator reported to the inspector that Resident #1's plan of care review was completed on August 13, 2012. There
was no documented clinical evidence to indicate that there was a change in strategies or approaches to support
Resident #1 with the behaviours.

During September 2012, there were an increased number of entries in Resident #1's progress notes related to
responsive behaviour. Resident #1 received a higher number of doses of as needed medication and over half of these
doses were assessed as being ineffective.

Throughout the time period of April 1, 2012-September 30, 2012, Resident #1's family expressed their concerns
regarding the amount of medication Resident #1 was taking and the effect this medication was having on Resident #1.

S#100, S#101 and S#102 reported that redirection is used when Resident #1 has responsive behaviour. S#102 reported
that when that doesn't work, the registered staff is notified and she knows what to do. One registered nurse, S$#101
reported to the inspector that medication would be used if the resident had an as needed medication available. The
interventions of redirection and as needed medication have been identified in Resident #1's plan of care since April
2011.

2. The licensee failed to comply with LTCHA 2007, ¢.8, s. 6. (7) in that the resident did not receive care as specified in
the plan of care.

Resident #1's plan of care stated that if Resident #1 refuses care, staff are to leave and return in 5-10 minutes.

S#102 reported that Resident #1 has responsive behaviour when care is delivered. S#102 recalled an instance when the
resident was incontinent of bowel and three staff were required in order to provide care and staff would not leave the
resident like that.
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1. The licensee failed to comply with O. Reg. 26. (3) 5. in that the resident's behaviour plan of care was not based on an
interdisciplinary assessment of identified potential behavioural triggers and the variation in the resident's functioning at
different times of the day.

S#100 and S#101 reported to the inspector that Resident #1 has responsive behaviours after the resident's visitors
leave. Resident #1's plan of care did not identify the leaving of visitors as a potential trigger for behaviour and did not
include strategies to address this trigger.

S#100, S#101 and S#102 reported that Resident #1's behaviours increase in the late afternoon-early evening. Resident
#1's plan of care did not identify the variation in the resident’s functioning at different times of the day and did not include
interventions to address this.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that a resident's behaviour

plan of care is based on an interdisciplinary assessment of identified potential behavioural triggers and
variation in the resident’s functioning at different times of day, to be implemented voluntarily.

Issued on this 18th day of October, 2012

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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