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Feb 15, 16, 24, 28, Apr 3, 4, 2012 2012_064167_0002 Critical Incident

Licensee/Titulaire de permis

THE CENTRAL CANADIAN DISTRICT OF THE CHRISTIAN AND MISSIONARY ALLIANCE IN CANADA
155 PANIN ROAD, BURLINGTON, ON, L7P-5A8

Long-Term Care Home/Foyer de soins de longue durée

ST OLGA'S LIFECARE CENTRE
570 KING STREET WEST, HAMILTON. ON, L8P-1C2

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
MARILYN TONE (167)

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care and staff
on the unit where the incident took place related to inspection Log # H-002591-11.

During the course of the inspection, the inspector{s) reviewed the health file for the two residents involved in
the incident and the home's policy related to responsive hehaviours.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Refaliation

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to compiy with LTCHA, 2007 $.0. 2007, ¢.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

5. 24. (1} A person who has reasonable grounds to suspect that any of the following has occurred or may occur
shall immediately report the suspicion and the information upon which it is based to the Director;

1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the
resident.

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk
of harm to the resident.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident,

4. Misuse or misappropriation of a resident’s money,

5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System
Integration Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2).

Findings/Faits saillants :

1. The licensee did not ensure that an incident of witnessed sexual abuse between two residents was reported
immediately to the Director.

In 2011, the identified resident inappropriately touched and made sexually inappropriate remarks to a co-resident.
This sexual abuse was not reported o the Director until two days after the incident took place.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, $.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written pian of correction for achieving compliance to ensure that any person who has
reasonable grounds to suspect abuse of a resident by anyone shalfl inmediately report the suspicion fo the
Director., to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Req 79/10, s, 26. Plan of care
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Specifically failed to comply with the following subsections:

5. 26. {3) A plan of care must be based on, at 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 hehaviour patterns, including wandering, any identified responsive behaviours, any potential
behavioural triggers and variations in resident functioning at different times of the day.

6. Psychological weil-being.

7. Physical functioning, and the type and ievel of assistance that is required relating to 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. Safety 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. O. Reg. 79/10, s. 26 (3).

Findings/Faits saillants :

1. The licensee did not ensure that an assessment that was completed for a resident identified their responsive
behaviours or potential triggers to these behaviours.

- The Minimum Data Set Assessment completed for the identified resident did not identify the resident's potential to be
sexually aggressive or triggers that may pracipitate this behaviour despite documentation in the health record that
confirmed that these behaviours had occurred.

- The plan of care that was based on this assessment did not include the potential for sexual aggression, potential
triggers or interventions to manage the behaviour.

WHN #3: The Licensee has failed to comply with O.Reg 73/10, s. 53. Responsive behaviours
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Specifically failed o comply with the following subsections:

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 hehaviours:

1. Written approaches to care, including screening protocols, assessmend, reassessment and identification of
behavioural triggers that may result in responsive behaviours, whether cognitive, physical, emotional, social,
environmental or other.

2, Written strategies, including techniques and interventions, to prevent, minimize or respond to the responsive
behaviours.

3. Resident monitoring and internal reporting protocols.

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 there were written strategies, including techniques and interventions to prevent,
minimize or respond to a resident's sexually inappropriate behaviours.

- The progress notes for the identified resident indicated that they were sexually aggressive verbally towards staff on a
number of oceasions. They also were noted to have sexually abused two co-residents.

- The Critical Incident Report submitted to the Director indicates that after the identified incident occurred, the home did
take action and put interventions in place to minimize and respond (o the resident's behaviours. The Nurse Practitioner
was called and came to the home to discuss the incident and possible interventions, extensive blood work was ordered,
a chest x-ray and urine specimen were ordered to rule out infection, 24 hour one to one supervision by staff was initiated
and the Psycho-geriatric Consultant was contacted.

- During a review of the heatth file for the identified resident, it was noted that although the home did put strategies in
place to manage the resident's sexually aggressive hehaviours, these strategies were not identified/written on the
document that the home refers to as the care plan.

-The Director of Care confirmed that there were no written techniques or interventions identified on the resident's care
plan to address the resident's sexual aggression.

Issued on this 10th day of April, 2012

: ignature of Inspector(s}/Signature de I'inspecteur ou des inspecteurs
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