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EXTENDICARE YORK 
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Name of lnspector{s)/Nom de l'inspecteur ou des inspecteurs 

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care {DOC), 
Assistant Director of Care {ADOC), Social Worker, Registered Nurses (RN), Registered Practical Nurses {RPN), 
Personal Support Workers {PSW), Janitor, and Residents 

During the course of the inspection, the inspector(s) Conducted a walk-through of resident home areas and 
various common areas, observed care provided to residents in the home and reviewed resident health care 
records 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Prevention of Abuse, Neglect and Retaliation • 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (4) The licensee shall ensure that the staff and others involved in the different aspects of care of the 
resident collaborate with each other, 
(a) in the assessment of the resident so that their assessments are integrated and are consistent with and 
complement each other; and 
(b) in the development and implementation of the plan of care so that the different aspects of care are integrated 
and are consistent with and complement each other. 2007, c. 8, s. 6 (4). 

Findings/Fails saillants : 

1. The RAI MDS assessment for a resident, under section •G" transfers, identifies that they require "limited assistance 
and the physical assistance of 2 staff persons". The "EO Resident Transfer/ Lift Assessment' identifies that the resident 
transfers with one person. The plan of care for the resident indicates that they are "a one person transfer" and PSWs 
interviewed also state that the resident requires the assistance of one staff person to transfer. The licensee failed to 
ensure that staff and others involved in the different aspects of care of the resident collaborated with each other in the 
assessment of the resident so that their assessments are integrated and are consistent with and complement each 
other. [ LTCHA, 2007, S. 0. 2007, c. 8, s. 6 (4) (a)J (106) 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours 

Specifically failed to comply with the following subsections: 

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

Findings/Fails saillants : 
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1. On April 4, 2012 during an interview with the DOC, they stated that a resident routinely becomes agitated if they do 
not want to take their medication and staff attempt to press the matter. The plan of care does not contain any strategies 
that direct staff on how to manage these behaviours, in regards to the resident becoming agitated and aggressive if 
pressed to take their medication. The licensee failed to ensure that strategies have been developed and implemented to 
respond to the resident demonstrating responsive behaviours, where possible. [O. Reg. 79/10, s. 53 (4) (b)] (106) 
2. On April 4, 2012 during an interview with the DOC, they stated that a resident routinely becomes more active, agitated 
and aggressive as the day progresses. The plan of care does not contain any strategies that direct staff on how to 
manage these behaviours, in regards to the escalation of behaviours and the time of day. The licensee failed to ensure 
that strategies have been developed and implemented to respond to the resident demonstrating responsive behaviours, 
where possible. [O. Reg. 79/10, s. 53 (4) (b)] (106) 
3. The "Behaviours of Daily Living" flow sheets were reviewed for a resident. In the last four months, there were 19 
documented incidents of aggressive behaviour by the resident, 13 of which were documented aggression towards other 
residents. In the plan of care for the resident, under the behaviour section, there is a focus of "aggression toward other 
residents and staff", but there are no strategies developed that address their aggression towards staff or other residents. 
The licensee failed to ensure that strategies are developed and implemented to respond to these behaviours. [O. Reg. 
79/10, s. 53 (4) (b)] (106) 

Issued on this 12th day of April, 2012 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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