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The purpose of this inspection was to conduct a Follow up inspection. 

This inspection was conducted on the following date(s): November 19, 21, 22, 
December 4 & 5, 2012 

During the course of the inspection, the inspector(s) spoke with residents, 
registered and unregulated nursing staff, the Minimum Data Set Coordinator, the 
Director of Care and the Administrator in relation to Log #H-002161-12 

During the course of the inspection, the inspector(s) conducted a tour of the 
home, observed residents, reviewed clinical records as well as the home's 
policies and procedures. 

The following Inspection Protocols were used during this inspection: 
Pain 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES 
Legend • 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral • 
CO - Compliance Order. 
WAO - Work and Activity Order 

Legencte 

WN- Avi,,; ecrit 
VPC -- Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres: travaux et activit6s 
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Non-compliance wlth requirements under 
the Long-Term Care Homes Act, 2007 _ • 
(L TCHA) was fo.und. (A requirement 
under the L TCHA lnclud8s the_ 
·requirements .contained iri ·the items listed 
in the.defini!iori o("reqllirem8nt under this 
Act".in subsection 2(1) ot'the L TCHA.) 

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 
dure"e (LFSLD) a EltEl constate." (Une 
exigence de la loi ccimprend les exigences 
qui font partie des EllElmenls Elnumeres 
dans la dElfinition de « exigence pr8vue 
par la prBsente loi », au paragrar:ihe 2(1) . . 
de la LFSLD. -

Ce ·qui suit constitue· un avls ecrit de non­
respect·aux termes du paragraphe 1 de 
!'article 152 d.e la LFSLD.· 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. 
Plan of care 

Specifically failed to comply with the following: 

s. 6. (2) The licensee shall ensure that the care set out in the plan of care is 
based on an assessment of the resident and the needs and preferences of that 
resident. 2007, c. 8, s. 6 (2). 

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan 
of care reviewed and revised at least every six months and at any other time 
when, 
(a) a goal in the plan is met; 2007, c. 8, s. 6 (10). 
(b) the resident's care needs change or care set out in the plan is no longer 
necessary; or 2007, c. 8, s. 6 (10). 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 
Findings!Faits saillants : 
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1. The licensee did not ensure that the care set out in the plan of care is based on an 
assessment of the resident and the needs and preferences of that resident, in relation 
to the following: [6(2)] 

a) Resident #2 was not assessed and the plan of care was not based on the resident's 
needs related lo pain and pain management. Documentation in resident #2's clinical 
record indicated that the resident complained of pain from two sources. Staff 
documented that as necessary medication was provided lo the resident 8 times in July 
2012 and 8 times in August 2012 in order to respond to·the resident's complaints of 
pain. Data collected during Minimum Data Set (MOS} review completed in July 2012 
indicated that the resident has mild pain less than daily from joint and other sources 
and the following review completed in October 2012 indicated that the resident's pain 
had increased to a moderate level. Staff and the clinical record confirmed that an 
assessment of the resident's pain was not completed. 
b) Resident# 6 was not assessed and the plan of care was not based on the needs 
of the resident related to a medical disorder. Documentation in the clinical record 
indicated that the resident experienced medical events related to this disorder in June 
2012, October 2012 and in November 2012. A family contacted staff in October 2012 
to express concern for the resident's health related these medical events. Staff and 
the clinical record confirmed that an assessment of the risks to the resident related lo 
these medical events was not completed. 
c} Resident# 4 was not assessed and the plan of care was not based on the 
resident's need for safety related to the use of side rails. Documentation in the clinical 
record indicated that the resident was at risk for falling and interventions in place 
included the use of two bed side rails whenever the resident was in bed as well as the 
use of bed and chair alarms. II was noted that in July 2012 the resident was found 
standing on one leg al the side of the bed with the other leg wedged in one side rail 
that was in the up position. Staff and the clinical record confirmed that the resident 
was not assessed in relation to the safe use of side rails either prior to or following this 
incident and the care set out in the plan of care continued to contain directions that 2 
side rails were to be used when the resident was in bed, as a falls prevention strategy 
following this incident. 
d) Resident #3 was not assessed and the plan ot'care was not based on the residents 
needs related lo pain and pain management. Documentation in the c!lnical record 
indicated that over a 46 day period in October and November 2012 lhe resident 
complained of pain 18 limes for which both regularly scheduled narcotic analgesics 
and non narcotic analgesics were administered. The sources of the pain identified in 

Paga 4 o&d• 11 
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the clinical record were the abdomen and unspecified sources. Staff and the clinical 
record confirmed that there was not an assessment of pain completed. [s. 6. (2)] 

2. The licensee did not ensure that all residents were reassessed and the plan of care 
reviewed and revised when care set out in the plan of care has not been effective, in 
relation to the following: [6{10)(c)) 
a)Minimum Data Set (MDS} assessments completed in April, July, and October 2012 
for resident# 3 indlcated that ten identified indicators of poor mood had not changed 
over the course of this 12 month period of time. Registered staff confirmed that the 
data collected on these assessments would indicate that the care goals established 
for this resident were not being met and the care set out in the plan had not been 
effective. Clinical documentation confirmed that the plan of care was not reviewed or 
revised over this period of time when the care set out was not effective. 
Behavioural data collected on the same assessments for this resident indicated that 4 
identified behaviours had also not changed over the 12 month period of lime. 
Registered staff confirmed that care goals established for this resident were not being 
met and the care set out in the plan was not effective, Clinical documentation 
confirmed that the plan of care was not reviewed or revised over this period of lime 
when the care set out was not effective. 
b} MOS assessments completed in July and October 2012 for resident #6 indicated 
that 4 identified expressions of poor mood being demonstrated by the resident had not 
changed over the course of this 9 month period of time. Registered staff confirmed 
Iha! the data collected on these assessments would indicate that care goals 
established for this resident were not being met and the care set out in the plan had 
not been effective. Clinical documentation confirmed that the plan of care was not 
reviewed or revised over this period of time when care set out in the plan was not 
effective. 
Behavioural data collected on the same assessments for this resident indicated that 4 
identified responsive behaviours being demonstrated by this resident had not changed 
over this 9 month period of time. Registered staff confirmed that the data collected 
would indicate that the care goals established for this resident where not being met 
and the care set out in the plan was not effective. Clinical documentation confirmed 
that the plan of care was not reviewed or revised over this period of time when care 
set out in the plan was not effective. 
c) MOS assessments completed in April, July and October 2012 for resident #5 
indicated that 4 identified expressions of poor mood being demonstrated by the 
resident had not changed over the course of this 12 month period of tlme. Registered 
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staff confirmed that the data collected on these ,assessments would indicate that care 
goals established for this resident were not being met and the care set out in the plan 
had not been effective. Clinical documentation confirmed that the plan of care was not 
reviewed or revised over this period of time when care set out in the plan was not 
effective. 
Behavioural data collected on the same assessments for this resident indicated that 
4 responsive behaviours being demonstrated by the resident had not changed over 
this 12 month period. Registered staff confirmed that data collected on these 
assessments would indicated that care goals established for this resident were not 
being met and the care set out in the plan had not been effective. Clinical 
documentation confirmed that the plan of care was not reviewed or revised over this 
period of time when the care set out in the plan was not effective. [s. 6. (10) (c)] 

Additional Required Actions: 

CO # - 001, 003 will be setved on the licensee. Refer to the "Order(s) of the 
Inspector''. 
WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care 
Specifically failed to comply with the following: 

s. 26. (3) A plan of care must be based on, at a minimum, interdisciplinary 
assessment of the following with respect to the resident: 
5. Mood and behaviour patterns, including wandering, any identified responsive 
behaviours, any potential behavioural triggers and variations in resident 
functioning at different times of the day. 0. Reg. 79/10, s. 26 {3). 
Findings/Faits saiflants : 
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1. The licensee did not ensure the plan of care was based on, at a minimum, 
interdisciplinary assessment of mood and behaviour patterns, including wandering, 
any identified responsive behaviours , any potential behavioural triggers and 
variations in resident function at different times of the day in relation to the following: 
[26(3)5] 
a) The plan of care for resident #2 indicated the resident suffers from alterations in 
mood state. At the time of this inspection there was no indication in the documented 
clinical record that an interdisciplinary assessment was conducted in relation lo this 
resident's mood. Regis_tered staff confirmed that they had not participated in an 
interdisciplinary assessment of issues related to mood for this resident. It is identified 
on the care plan that this resident also demonstrated responsive behaviours; however 
there was no evidence in the resident's clinical record that an assessment of these 
behaviours had occurred and registered staff confirmed that there had not been an 
interdisciplinary assessment related to the potential triggers for the responsive 
behaviours being demonstrated by this resident. 
b) The clinical record for resident #6 indicated the resident demonstrated responsive 
behaviours towards co-residents: however there was no evidence in the resident's 
clinical record that an assessment of these behaviours had occurred and registered 
staff confirmed that there had not been an interdisciplinary assessment related to the 
potential triggers for the responsive behaviours being demonstrated by this resident. 
c) The clinical record for resident #5 indicated the resident demonstrated responsive 
behaviours towards co-residents; however there was no evidence ln the resident's 
clinical record that an assessment of these behaviours had occurred and registered 
staff confirmed that there had not been an interdisciplinary assessment related to 
potential triggers for the responsive behaviours being demonstrated by this resident. 
[s. 26. (3) 5.] 

Additional Required Actions: 

CO#- 002 will be setved on the licensee. Refer to the "Order(s) of the 
Inspector". 
WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., 
to be followed, and records 

,_/of/0011 
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s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term 
care home to have, institute or otherwise put in place any plan, policy, protocol, 
procedure, strategy or system, the licensee is required to ensure that the plan, 
policy, protocol, procedure, strategy or system, 
(a) is in compliance with and is implemented in accordance with applicable 
requirements under the Act; and 0. Reg. 79/10, s. 8 (1 ). 
(b) is complied with. 0. Reg. 79/10, s. 8 (1). 
Findings/Faits saillants : 
1. The licensee did not ensure that where the Act or this Regulation requires the 
licensee of a long-term care home to have, institute or otherwise put in place any plan, 
policy, protocol or procedure, that the plan, policy, protocol or procedure was complied 
with, in relation lo the following: [8{1 ){b)] 
Staff in the home did not comply with the home's policy [Restraints-Overview #L TC­
AA-20 dated July 2010] for resident #4. This policy defines restraint as a device that 
restricts a residents freedom to act, move or access an area and directs that a 
restraint' may be used only when a formal written assessment of a resident's needs 
has been completed and all other alternate modes of treatment and/or interventions 
have been explored, tried and have failed. 
The care plan for resident #4 identified the resident as a high risk for falls because the 
resident attempts to gel out of bed and one of the inierventions to manage this risk 
directs staff to ensure two side rails are up when in bed for safety. Staff identified that 
the side rails are being used to prevent the resident from leaving the bed and also 
confirmed that a formal written assessment of the need for the restraint and the 
effective and safe implementation of the side rails was not completed. [s. 8. (1) (b)] 

Additional Required Actions: 

VPC « pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) 
the licensee is hereby requested to prepare a written plan of correction for 
achieving compliance and ensuring that were the Act or this Regulation 
requires the licensee to a long-term care home to have, institute or otherwise 
put in place any plan, policy, protocol or procedure, that the plan, policy, 
protocol or procedure is complied with, to be implemented voluntarily. 
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WN #4: The Licensee has failed to comply with a.Reg 79/10, s. 53. Responsive 
behaviours 

Specifically failed to comply with the following: 

s. 53. {1) Every licensee of a long-term care home shall ensure that the 
following are developed to meet the needs of residents with responsive 
behaviours: 
1. Written approaches to care, including screening protocols, assessment, 
reassessment and identification of behavioural triggers that may result in 
responsive behaviours, whether cognitive, physical, emotional, social, 
environmental or other. 0. Reg. 79!10, s. 53 (1). 
2. Written strategies, including techniques and interventions, to prevent, 
minimize or respond to the responsive behaviours. 0. Reg. 79{10, s. 53 (1). 
3. Resident monitoring and internal reporting protocols. 0. Reg. 79/10, s. 53 (1). 
4. Protocols for the referral of residents to specialized resources where 
required. 0. Reg. 79/10, s. 53 (1). 
Findings/Faits saillants: 

1. The licensee did not ensure that written approaches to care, including screening 
protocols, assessment, reassessment and identification of behavioural triggers that 
may result in responsive behaviours, whether cognitive, emotional, social, 
environmental or others where developed to meet the needs of residents with 
responsive behaviours, in relation to the following: [53(1)1] 
!n response to a request to provide policies, procedures and practises related to the 
management of responsive behaviours, the home provided the following docuffients: 

• [Management of Aggressive Resident Behaviour# L TC-P-110 dated September 2001, 
Dementia and Behavioural Guidelines - Assessing Delirium - no reference number or 
date and Workplace Violence and Aggression Management# HS18-0-1 O revised date 
June 2012], A review of these documents indicated that they did not contain written 
approaches to care, sCreening protocols, assessment, reassessment and 
identification of behavioural triggers that may result in responsive behaviours. At the 
time of this inspection the Administrator was unable to provide any documents that 
contained these requirements. [s. 53. (1) 1.] 
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VPC- pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) 
the licensee is hereby requested to prepare a written plan of correction for 
achieving compliance and ensuring that there are written approaches to care, 
including screening protocols, assessment, reassessment and identification of 
behavioural triggers that may result in responsive behaviours to meet the needs 
of the residents with responsive behaviours, to be implemented voluntarily. 

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 129. Safe 
storage of drugs 

Specifically failed to comply with the following: 

s. 129. (1) Every licensee of a long-term care home shall ensure that, 
(a) drugs are stored in an area or a medication cart, 
(i) that is used exclusively for drugs and drug-related supplies, 
{ii) that is secure and locked, 
{iii) that protects the drugs from heat, light, humidity or other environmental 

conditions in order to maintain efficacy, and 
(iv) that complies with manufacturer's instructions for the storage of the 

drugs; and 0. Reg. 79/10, s. 129 (1). 
(b) controlled substances are stored in a separate, double-locked stationary 
cupboard in the locked area or stored in a separate locked area within the 
locked medication cart. 0. Reg. 79/10, s. 129 (1). 
Findings/Faits saillants : 

1. The licensee did not ensure that drugs were stored in an area or medication cart 
that is secure and locked, 1n relation to the following: [129(1 )(a)(ii)] 
It was noted during a tour of a resident home area on November 22, 2012 at 1414hrs. 
that the medication room door was open, an unlocked medication cart was in the 
medication room and there were no registered staff in the area. This medication room 
is visible to residents, visitors and others walking in the main hall of this home area 
and could have been accessed by persons other than registered staff. [s. 129. (1) (a) 
(ii)] 



~ 

t > r- Ontario 

Ministry of Health and 
Long-Term Care 

Inspection Report under 
the Long-Term Care 

. Homes Act, 2007 

Issued on this 21st day of February, 2013 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

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

?ag•11ol/do11 



Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to soction ltiS and/or 
section 154 of tlm Long-Term \..are 
Homos Act, 2001, S.O. 20n7, r..8 

Ministere de la Sante et 
des Solns de !ongue duree 

Ordre{s) de l'inspecteur 
Aux !ermes de l'mticlc 153 otlou 
lie l'm!icle 154 de le Loi do 2007 sur!ostoyors 
de soitJS de iorijue dur&e, LO. 2007, cmlj) 8 

Health System Accountability and Performance Division 
Performance Improvement and Compliance Branch 

Division de la responsabilisation et de la performance du systeme de sante 
Direction de l'ame!ioratlon de la performance et de !a conformite 

Name of Inspector (ID#) I 
Norn de l'inspecteur (No) : 

Inspection No. I 
No de !'inspection : 
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PHYLLIS HIL TZ-BONT JE (129) 
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H-002161-12 

Follow up 

Feb 19, 2013 

REVERA LONG TERM CARE INC. 
55 STAND!SH COURT, 8TH FLOOR, MISSISSAUGA, 
ON, L5R-4B2 

RIDGEVIEW 
385 HIGHLAND ROAD WEST, STONEY CREEK, ON, 
L8J-3X9 

ANNE D'AMBROSIO 

To REVERA LONG TERM CARE INC., you are hereby required to comply with the 
following order(s) by the date(s) set out below: 
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Order Type I 

Ministere de la Sante et 
des Soins de longue duree 

Ordre{s) de l'inspecteur 
Aux lormcs do l'arbcle 1b3 evou 
de l'articio 154 do la Loi dP. 200! sur!rr~ to1ers 
de sains do longue dunie, l.O. /007, ch~P- 8 

Ordre no: 001 Genre d'ordre: Compliance Orders, s. 153. (1) (a)lb) 

Pursuant to / Aux termes de : 

LTCHA, 2007 S.O. 2007, c.8, s. 6. (10) The licensee shall ensure that the 
resident is reassessed and the plan of care reviewed and revised at least every 
six months and at any other time when, 
(a) a goal in the plan is met; 
(b) the resident's care needs change or care set out in the plan is no longer 

necessary; or 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 

Order I Ordre : 

The licensee shall reassess the effectiveness of care related to responsive 
behaviours for residents #2, #6 and #5 and review and/or revise the plan of 
care for these residents based on that reassessment. The licensee shall also 
prepare, submit and implement a plan to ensure that whenever a reassessment 
of a resident indicates that the care set out in the plan has not been effective in 
meeting the needs of the residents, that the plan of care is reviewed and/or 
revised as necessary. The plan is to be submitted on or before March 13, 2013 
to Phyllis Hiltz-Bontje by mail at Hamilton Service Area Office, 119 King Street 
West, 11th Floor, Hamilton, Ontario LSP 4Y7 or by email at 
Phyllis. Hl!lzBonlje@Ontario.ca. 

Grounds / Motifs : 

1. Three of three residents demonstrating responsive behaviours did not have 
the plan of care reviewed or revised when a reassessment of the resident 
indicated that the care set out in the plan of care was not effective. 
a) Minimum Data Set (MOS) assessments conducted in April, July and October 
2012 for resident# 2 indicated that ten identified indicators of poor mood had 
not changed over the course of a 12 month period. Registered staff confirmed 
that the data collected on these assessments would indicate that the care goals 
established for this resident were not being met and the care set out in the plan 
had not been effective. Clinical documentation confirmed that the plan of care 
was not reviewed or revised over this period of time when the care set out was 

Page 2 of/de 14 
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Behavioural data collected on the same assessments for this resident indicated 
that 4 identified behaviours had also not changed over this 12 month period of 
lime. Registered staff confirmed that care goals established for this resident 
were not being met and the care set out in the plan had not effective. Clinical 
documentation confirmed that the plan of care was not reviewed or revised over 
this period of time when the care set out was not effective. 
b) MOS assessments completed in July and October 2012 for resident #6 
indicated that 4 identified expressions of poor mood being demonstrated by the 
resident had not changed over the course of a 9 month period of time. 
Registered staff confirmed that the data collected on these assessments would 
indicate that care goals established for this resident were not being met and the 
care set out in the plan had not been effective. Clinical documentation 
confirmed that the plan of care was not reviewed or revised over this period of 
time when care set out in the plan was not effective. 
Behavioural data collected on the same assessments for this resident indicated 
that 4 identified responsive behaviours being demonstrated by this resident had 
-not changed over this 9 month period of lime. Registered staff confirmed that 
the data collected would indicate that the care goals established for this resident 
were not being met and !he care set out in the plan was not effective. Clinical 
documentation confirmed that the plan of care was not reviewed or revised over 
this period of time when care set out in the plan was not effective. 
Over this period of time the resident continued to demonstrate responsive 
behaviours that caused injury lo and frightened co-residents. 
c) MOS assessments completed in April, July and October 2012 for resident #5 
indicated that 4 identified expressions of poor mood being demonstrated by the 
resident had not changed over the course of this 12 month period of time. 
Registered staff confirmed that the data collected on these assessments would 
indicate that care goals established for this resident were not being met and the 
care set out in the plan had not been effective. Clinical documentation confirmed 
that the plan of care was not reviewed or revised over this period of time when 
care set out in the plan was not effective. 
Behavioural data collected on the same assessments for this resident indicated 
that 4 responsive behaviours being demonstrated by the resident had not 
changed over this 12 month period. Registered staff confirmed that data 
collected on these assessments would indicated that care goals established for 
this resident were not being met and the care set out in the plan had not been 
effective. Clinical documentation confirmed that the plan of care was not 
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Order(s) of the Inspector 
Pursuant to section 153 and/or 
~ec1ion 154 of !he (ony-Term C~m 
Hame.~ Ar.I, ?O!Jl, s.o. ?{]07, r..8 

Ministere de la Sante et 
des Soins de longue dun2'e 

Ordre(s) de l'inspecteur 
Aux te1117'-!S de l'a1 licli; 153 el/()lJ 
lie I'm licle 154 {le la Loi de 2007 sw /es foym s 
rle soins ae lonuu~ du1ti~. Lo. 2007, d,aµ_ 8 

reviewed or revised over this period of time when the care set out in the plan 
was not effective. Over this period of time the resident continued to demonstrate 
responsive behaviours that caused injury to and frightened co-residents. (129) 

This order must be complied with by/ 
Vous devez vous conformer a cet ordre d'ici le: Mar 20, 2013 
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Order# I 
Ordre no : 002 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 m1tl/01 
section 1fi4 ol tlie I 0/)[J-Term Ca1e 
Homes Ar:/, ?007, S.O. ~007, c.8 

Order Type I 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux. lermes do l'art1clo 1b3 o~ou 
de l'mticie 154 do ID Loi do 2007 surles fa1r,rs 
de soins de lorguc durOO, LO. 200/, chap. 8 

Genre d'ordre: Compliance Orders, s. 153. (1) (a)lb) 

Pursuant to/ Aux termes de : 
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Ministry of Health and 
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Order(s) of the Inspector 
Pursuant to section 1b3 e!){!lor 
section 154 of tho Lnng-Term Gere 
I lomes Act, 2007, S.O. 200'f, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aw. !ermes de l'mt1clo 153 dlou 
dB l'<ulicle 154 de la Loi do 2007 sur /es foyer.; 
ti~ Soi/IS de IO!~Ue dur6o, L.O. 2001, cliap, 8 

O.Reg 79/10, s. 26. (3) A plan of care must be based on, al a minimum, 
interdisciplinary assessment of the following with respect to the resident: 
1. Customary routines. 
2. Cognition ability. 
3. Communication abilities, including hearing and language. 
4. Vision. ' 
5. Mood and behaviour patterns, including wandering, any identified responsive 

behaviours, any potential behavioural triggers and variations ln resident 
functioning al different limes of the day. 
6. Psychological well-being. 
7. Physical functioning, and the type and level of assistance that is required 

relating lo activities of daily living, including hygiene and grooming. 
8. Continence, including bladder and bowel elimination. 
9. Disease diagnosis. 
10. Health conditions, including allergies, pain, risk of falls and other special 

needs. 
11. Seasonal risk relating to hot weather. 
12. Dental and oral status, including oral hygiene. 
13. Nutritional status, including height, weight and any risks relating to nutrition 

care. 
14. Hydration status and any risks relating to hydration. 
15. Skin condition, including altered skin integrity and foot conditions. 
16. Activity patterns and pursuits. 
17. Drugs and treatments. 
18. Special treatments and interventions. 
19. Safely risks. 
20. Nausea and vomiting. 
21. Sleep patterns and preferences. 
22. Cultural, spiritual and religious preferences and age-related needs and 

preferences. 
23. Potential for discharge. 0. Reg. 79/10, s. 26 (3). 

Order I Ordre : 
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Ministere de !a Sante et 
des Soins de tongue dun~e 

Ordre(s) de !'inspecteur 
Aux lermcs do l'arfolo 1b3 eVou 
de l'ruticie 154 do /11 Lm do 2007 sur!ostoycm 
de sains do longuo durOe, L.O. 200"1, chap. s 

The licensee shall conduct and document interdisciplinary assessments for 
resident #2, #6 and #5 in relation to mood and behaviour patterns, including 
wandering, any identified responsive behaviours and any potential behavioural 
triggers and variations in the residents function at different limes of the day. The 
licensee shall also prepare, submit and implement a plan to ensure that all 
residents who are demonstrating responsive behaviours have a documented 
interdisciplinary assessment related to mood ;:md behaviour patterns. The plan 
is to be submitted on or before March 13, 2013 to, Phyllis Hiltz-Bonlje by mail at 
Ha_milton Services Area Office, 119 King Street West, 11th Floor, Hamilton, 
Ontario LSP 4Y7 or by email al Phyllis.HiltzBonlje@OntariO.ca. 

Grounds / Motifs : 
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Order{s) of the Inspector 
Pursuant to sec~on 153 and/or 
~ecUrn1 154 of !Ile /..JJ1:g-Tenn Care 
I lames Ac/, 2007, S.O. 2007, c.0 

Ministere de la Sante et 
des Soins de tongue duree 

Ordre(s) de !'inspecteur 
Aux tormcs do forbcle 103 eVou 
de l'articlo 154 do la Loi do 2007 sur/osfoyer,; 
do soms do longue dur0e, LO 2001, chap 8 

1. Previously issued non compliant as a compliance order on March 7, 2011. 
2. Three of three residents reviewed who where demonstrating alterations in 
mood and responsive behaviours did not have interdisciplinary assessment 
related to these identified needs. 
a) The plan of care for resident #2 indicated the resident demonstrated 

alterations in mood state. At the time of this inspection there was no indication in 
the documented clinical record that an interdisciplinary assessment had been 
conducted in relation lo this resident's mood. Registered staff confirmed that 
they had not participated in an interdisciplinary assessment of issues related lo 
mood for this resident. II is identified on the care plan that this resident also 
demonstrates responsive behaviours including, verbal aggression and social 
inappropriate behaviours. There was no evidence in the resident's clinical record 
that an interdisciplinary assessment of these behaviours had been completed 
and registered staff confirmed that they did not participate in an interdisciplinary 
assessment related to the potential triggers for the responsive behaviours being 
demonstrated by this resident. 
b) The clinical record for resident #6 indicated the resident demonstrated 
responsive behaviours towards co-residents; however there was no evidence in 
the resident's clinical record that an interdisciplinary assessment of these 
behaviours had occurred and registered staff confirmed that they have not 
participated in an interdisciplinary assessment related lo the potential triggers for 
the responsive behaviours being demonstrated by this resident. 
c) The clinical record for resident #5 indicated the resident demonstrated 
responsive behaviours towards co-residents; however there was no evidence in 
the resident's clinical record that an assessment of these behaviours had 
occurred and registered staff confirmed that they have not participated in an 
interdisciplinary assessment related to potential triggers for the responsive 
behaviours being demonstrated by this resident. (129) 

This order must be complied with by/ 
Vous devez vous conformer a cet ordre d'ici le: Mar 20, 2013 
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Long-Term Care des Soins de !ongue dun~e 

Order(s) of the Inspector Ordre{s) de l'inspecteur 
Pursuant to section 153 and/or Aux termes de !'article 153 etlou 
sedioo 154 of the Long-Term Care de l'mticle 154 de le Loi de 2007 suriesfoyers 
Homes Act, 2f)(J7, S.O. 2007, c..0 de sains de long ire ,:Junie, LO_ 2007, chap_ (l 

Order# I Order Type/ 
Ordre no : 003 Genre d'ordre: Compliance Orders, s. 153. (1) (a)lb) 

Pursuant to/ Aux termes de : 

L TCHA, 2007 S.O. 2007, c.8, s. 6. (2) The licensee shall ensure that the care set 
out in the plan of care is based on an assessment of the resident and the needs 
and preferences of that resident. 2007, c. 8, s. 6 (2). 

Order I Ordre : 

The licensee shall assess resident #2 in relation lo pain and pain management, 
resident #6 in relation to safety related to a seizure disorder, resident #4 in 
relation to the safe use of side rails and resident #3 in relation to pain and pain 
management. The licensee shall also prepare, submit and implement a plan to 
ensure the care set out in the plan of care for each resident is based on an 
assessment of the resident and the identified needs and preferences of the 
resident. The plan is to be submitted on or before March 13, 2013 lo Phyllis 
Hiltz-Bontje by mail at Hamilton Service Area Office, 119 King Street West, 11th 
Floor, Hamilton, Ontario L8P 4Y7 or by email al Phyllis.HiltzBonlje@Ontario.ca 

Grounds / Motifs : 

1. Previously identified non compliant as a compliance order on March 7, 2011. 
2. Four of four residents reviewed were not assessed and the plan of care was 
not based on the resident's needs, in relation to the following: 
a) Resident #2 was not assessed and the plan of care was not based on the 
resident's needs related to pain management. Documentation in resident #2's 
clinical record indicated that the resident complained of pain from two sources. 
Staff documented that as necessary medication was provided lo the resident 8 
times in July 2012 and 8 times in August 2012 in order to respond to the 
resident's complaints of pain. Data collected during Minimum Data Set review 
completed in July 2012 indicated that the resident had mild pain less than daily 
from joint and other sources and the following review completed in October 
2012 indicated that the resident's pain had increased to a moderate level. Staff 
and the clinical record confirmed that an assessment of the resident's pain was 
not completed. 
b) Resident# 6 was no! assessed and the plan of care was not based on the 
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Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'!nspecfeur 
Aux tcrmos de l'arlicle 153 el/ou 
do l'mlicle 154 de la Loi de JOO/ sur!os foyers 
de soins do lo1~ue tlwtie. 1.0 :1001, chap. a 

needs of the resident related to a medical disorder. Documentation in the clinical 
record indicated that the resident experienced medical events related to this 
disorder in June, October and November 2012. A family member contacted staff 
in the home lo express her concern for the resident's health related to these 
medical events in October 2012. Slaff and the clinical record confirmed that an 
assessment of the risks to the resident related to this medical condition was not 
completed. 
c) Resident# 4 was not assessed and the plan of care was not based on the 
resident's needs for safety related to the use of side rails. Documentation in the 
clinical record indicated that the resident was at risk for falling and interventions 
had been put in place that included the use of two side rails whenever the 
resident was in bed as well as alarms, while both in bed and sitting in the chair. 
It was noted that in July 2012 the resident was found standing on one leg at the 
side of the bed with the other !eg wedged in one of the side rails that was in the 
up position. Staff and clinical documentation confirmed that the resident was not 
assessed in relation to the safe use of side rails either prior to or following this 
incident and that the plan of care continued to contained directions for staff that 
2 side rails were to be used when the resident was in bed as a falls prevention 
strategy following this incident. 
d) Resident #3 was not assessed and the plan of was not based on the need for 
pain management identified by the resident. Documentation in the clinical record 
indicated that over a 46 day period between October and November 2012 the 
resident complained of pain 18 times for which both regularly scheduled narcotic 
analgesic and non narcotic analgesics were administered. The sources of pain 
identified in the clinical record were the abdomen and unspecified sources. Staff 
and the clinical documentation indicated there was not an assessment of pain 
for this resident and the plan of care dld not identify a need for pain 
management for this residents. (129) 

This order must be complied.with by l 
Vous devez vous conformer a cet ordre d'ici le: Mar 20, 2013 
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Ministere de !a Sante et 
des Soins de longue duree 

Ordre(s) de !'inspecteur 
Aux lcrme5 do fmticlo 153 ollou 

soclion 154 oftlm Lnng form Coro do l'art1cio 154 do la Loi do 2007 suries fryJars 
Homes Act, 2007, S.O. 2007, c.B do soins do lo,guo dur6o, LO. 2007, chop. 8 

REVIEWfAPPEAL INFORMATION 
TAKE NOTICE: 

The Licensee has the right to request a review by the Director of this (these) Order(s) 
and to request that the Director stay this (these) Order(s) in accordance with section 
163 of the Long-Term Care Homes Act, 2007. 

The request for review by the Director must be made in writing and be served on the 
Director within 28 days from the day the order was served on the Licensee. 

The written request for review must include, 

(a) the portions of the order in respect of which the review is requested; 
(b) any submissions that the Licensee wishes the Director lo consider; and 
(c) an address for services for the Licensee. 

The written request for review must be served personally, by registered mail or by fax 
upon: 
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Order(s) of the Inspector 
Pursl!illll to section 153 aml/01 
sectiOll 154 of the I ong-Teun Ca1e 
/-famas Act, 2001, s.o. :>007, c.8 

Ministere de la Sante et 
des Soins de tongue dun2'e 

Ordre(s) de !'inspecteur 
Aux tormos de rarticle 153 Bl/ou 
de l'articla 154 r/e /a I 01 r/e 2007 surles fu/Dm 
de soms rle lor,itm <lure~. L.O. 2007, chap. 8 

When service is made by registered mail, it is deemed to be made on the fifth day 
after the day of mailing and when seivice is made by fax, ii is deemed to be made on 
the first business day after the day the fax is sent. lf the Licensee is not served with 
written notice of the Director's decision within 28 days of receipt of the Licensee's 
request for review, this(these) Order(s) is(are) deemed lo be confirmed by the Director 
and the Licensee is deemed lo have been served with a copy of that decision on the 
expiry of the 28 day period. 

The Licensee has the righi lo appeal the Director's decision on a request for review of 
an Inspector's Order(s} lo the Health Services Appeal and Review Board (HSARB} in 
accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is 
an independent tribunal not connected with the Ministry, They are established by 
legislation to review matters concerning health care services. If the Licensee decides 
to request a hearing, the Licensee must, within 28 days of being served with the 
notice of the Director's decision, give a written notice of appeal to both: 

Health Services Appeal and Review Board and the Director 

Attention Registrar 
151 Bioor Street West 
9th Floor 
Toronto, ON MSS 2T5 

Director 
c/o Appeals Coordinator 
Performance Improvement and Compliance 
Branch 
Ministry of Health and Long-Term Care 
1075 Bay Street, 11th Floor 
TORONTO, ON 
MSS-281 
Fax: 416-327-7603 

Upon receipt, the HSARB will acknowledge your notice of appeal and will provide 
instructions regarding the appeal process. The Licensee may learn 
more about the HSARB on the website www.hsarb.on.ca. 
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des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux terms tie railicle 153 dlou 
de l'mticle 154 I.le la Loi do 200( sur !t1s foyers 
do soins df! lmyue dur6o, LO. ?0()7, clIBp. 8 

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL 

PRENDREAV!S 

En vertu de l'article 163 de la Loi de 2007 sur les foyers de soins de /ongue duree, le 
titulaire de permis peut demander au directeur de reexaminer l'ordre ou les ordres 
qu'il a donne et d'en suspendre !'execution. 

La demande de reexamen doit etre prElsentee par ecrit et est signifi8e au directeur 
dans les 28 jours qui suivent la signification de l'ordre au titulaire de permis. 

La demande de r8examen dolt contenir ce qui suit : 

a) les parties de l'ordre qui font J'objet de la demande de reexamen; 
b) les observations que le litulaire de perm is souhaite que le directeur examine; 
c) l'adresse du titulaire de permis aux fins de signification. 

La demande 8crite est signifi8e en personne ou envoyee par courrier recommande ou 
par t8!8copieur au: 

Directeur 
a/s Coordinaleur des appels 
Direction de l'amBlioration de la performance et de la conformite 
Ministere de la Sante et des Soins de longue duree 
1075, rue Bay, 11 e etage 
Ontario, ON 
MSS-2B1 
Fax:416-327-7603 

Les demandes envoyees par courrier recommande sont reputees avoir ete signifi8es 
le cinqui8me jour suivant l'envoi et, en cas de transmission par t818copieur, la 
signification est reputee faite le jour ouvrable suivant l'envoi. Si le titulaire de permis 
ne rei;oit pas d'avis Bcrit de la decision du directeur dans les 28 jours suivant la 
signification de la demande de reexamen, l'ordre ou les ordres son! reputes confirmes 
par le directeur. Dans ce cas, le titulaire de permis est repute avoir re~u une copie de 
la d8cision avant !'expiration dude/aide 28 jours. 
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Ordre(s) de !'inspecteur 
Aux torrnes de l'articlo 153 o~ou 
de l'm1lcle 154 tJe la Loi do 20/)( srn /!is foyers 
de soins de IOl!(Jue durOO, LO 2007, cl1ap_ 8 

En vertu de !'article 164 de la Loi de 2007 sur les foyers de soins de longue dun~e. le 
litulaire de permis a le droil d'interjeter appel, aupres de la Commission d'appel et de 
revision des services de sante, de la decision rendue par le directeur au sujet d'une 
demande de reexamen d'un ordre ou d'ordres donnes par un inspecteur. La 
Commission est un tribunal indElpendant du ministere. II a ete etabli en vertu de la loi 
et ii a pour mandat de !rancher des litiges concemant les services de sanl8. Le 
titulaire de permis qui d8cide de demander une audience doit, dans /es 28 jours qui 
suivent celui oll lui a 818 signifi0 l'avis de decision du directeur, faire parvenir un avis 
d'appel ecrit aux deux endroits suivants: 

A l'atlention du reg1straire 
Commission d'appel et de revision 
des services de sante 
151, rue Bloor Ouest, 9e etage 
Toronto (Ontario) M5S 2T5 

Directeur 
als Coordinateur des appels 
Direction de l'am81ioration de la performance et de la 
conform it€! 
Ministere de la Sante et des Soins de iongue duree 
1075, rue Bay, 11e etage 
Ontario, ON 
MSS-281 
Fax: 416-327-7603 

La Commission accusera reception des avis d'appel et lransmettra des instructions 
sur la fa9on de procE.!der pour interjeler appel. Les titulaires de permis peuvent se 
renseigner sur la Commission d'appel et de revision des services de sante en 
consultant son site Web, au www.hsarb.on.ca. 

Issued on this 19th day of February, 2013 

Signature of Inspector/ /J 
11 

J 
Signature de l'inspecteur : r '4 IJ/5 /771/ /2 - £flh7'(_,,e 
Name of Inspector/ 
Norn de l'inspecteur: PHYLLIS H!L TZ-BONTJE 

Service Area Office / 
Bureau regional de services : Hamilton Seivice Area Office 
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