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MANDATORY TRAINING & NEW IN PRACTICE – CORE TOPICS 

AGENDA

1. Welcome and introductions. 20 minutes. 8:45 AM
• Session is interactive and will include five case discussions. Attendees are welcome to bring 

their own cases for discussion.
• Flip chart for “parking lot”, i.e. questions and concerns to discuss at the conclusion of the 

session.

2. Case discussion 1: 20 minutes 9:05
• 88 woman admitted to LTC three weeks before. She develops an apparent delirium. The 

RPN calls you for an antibiotic because she likely has a UTI. This is what they always did 
when she became agitated in the alternative level of care (ALC) unit. How do you respond.

• After discussion, introduce relevant resources such as CWC, dobugsneeddrugs, etc.

3. Antibiotic stewardship following the case study. Introduce the MyPractice LTC application. 10 
minutes 9:25

4. Fixing LTC Term Care Act (10 minutes) 9:35
• Background. 
• Relevant sections for physicians and nurse practitioners.
• Palliative philosophy of care.

5. Mandatory training 9:45
• Training requirements for all staff, FLTCA 82 (2)
• Additional training direct care staff. FLTCA 82(7), O Reg 246/22 s.261

6. Summary of session so far, 15 minute break. 10:15



MANDATORY TRAINING & NEW IN PRACTICE – CORE TOPICS 

AGENDA

7. Mandatory training continued 10:30

8. Case discussion 2: Abuse recognition and prevention 10:45

9. Case discussion 3: Restraint use and reduction. 11:00

10.Case discussion 4: Antipsychotic deprescribing. 11:15

11.Case discussion 5: Consent and capacity in LTC. 11:30

12.Parking lot and LTC resources. 11:45

13.Adjournment for lunch 12:00



Carrie Heer obtained her Bachelor of Science in Nursing from 

University of Windsor & Master of Nursing & Advanced Graduate 

Diploma: Advanced Nursing Practice from Athabasca University. Carrie 

currently holds the position of Nurse Practitioner, Brant Community 

Healthcare Systems, Emergency Department/Nurse Led Outreach Team 

(NLOT) where she works collaboratively with LTC homes to reduce 

unnecessary ED transfers. Carrie has held roles that included acute 

care, education, public health and advanced nursing practice.

Dr. Fred Mather served both as president of OLTCC and the 

prior Ontario Long Term Care Physicians. He is the Medical 

Director of Sunnyside Home, the municipal home for the Region of 

Waterloo, and attending physician for two Extendicare homes. 

He presently serves as Vice Chair for the Ontario Association of 

Resident Councils.
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88 woman was admitted to LTC 

three weeks before. She 

develops an apparent delirium. 

The RPN calls you for an 

antibiotic because she likely has 

a UTI. Her daughter states that 

this is what they always did when 

she became agitated in the 

alternative level of care (ALC) 

unit. How do you respond?









• Using Antibiotics Wisely

• Time To Talk



Resident Label

Measure and record vital signs
Record all values, even if normal.  Record additional information in chart.

Respiratory rate Chest auscultation & exam

(measure for 60 sec)

Temperature Level of consciousness

Blood pressure

Pulse Hemodynamically stable (relative to baseline) Yes   No

Oxygenation Hydration  <1L/day   Yes   No

Nursing Home Acquired Pneumonia Checklist

Reassess for possible 
transfer to acute care

Assess for transfer to acute care
 Goals of Care are consistent with transfer to acute care

AND resident meets one or more of the following criteria 
(check all that apply)

 Hydration < 1L/day (4)

 O2Sat <92% with available supplemental oxygen

 O2Sat <90% with available supplemental oxygen & COPD

 Respiratory rate >40 bpm or significantly increased over 
baseline

 Systolic blood pressure <90 mmHg or decreased 20mmHg 
under baseline

 Hemodynamically unstable or deteriorating rapidly

Initials Date Time

YES Transfer to acute 
care

Initials Date Time

YES

Chest X-Ray Obtain if 

possible but do not delay 
treatment (3)

 Chest x-ray obtained

Initials Date Time

THEN

Consider other 
diagnosis (2)

NO

Assess for symptoms of NHAP (1)
Indications (check all that apply):

 Tachypnea (respiratry rate≥25 bpm or increased over baseline)
AND 1 or more of the following:

 New or increased cough
 New or increased sputum production
 Temp ≥37.8° C or increase of 1.1° C over baseline
 Pleuritic chest pain
 New or increased abnormal findings on chest examination
 New delirium or decreased level of consciousness
 Dyspnea
 Tachycardia
 New or worsening hypoxemia Initials Date Time

YES

Discuss options 
with resident or 

alternate 
decision maker

NOGoals of Care Designation
Further treatment is aligned with Goals of Care Designation

Initials Date Time

Initials Date Time

Antimicrobial therapy
Antibiotic Dose Frequency Duration

 Check here if antibiotic not ordered

Initials Date Time                   Date and time therapy initiated

Additional clinical information
Drug allergies

 No drug allergies

Underlying pulmonary disease  Yes        No

Initials Date Time

NO
Reassess diagnosis and/or 
treatment if no 
improvement in 24-48 
hours

YES

IF NOT ALREADY DONE, FAX/COMMUNICATE ALL OF THE ABOVE INFORMATION TO THE PRESCRIBER.  
INDICATE URGENT ON FAX AND CALL.

(1) PRACTICE POINT

• Respiratry rate ≥25 bpm is highly 
specific and sensitive for NHAP

• Respiratry rate ≥40 bpm may be an 
indication for transfer to hospital 

• If resident has problems swallowing, 
consider aspiration pneumonia

(3) PRACTICE POINT

Transfer to acute care for chest x-ray alone 
is not required.

(4) PRACTICE POINT

Consider clysis if oral intake is less than 
1L/day

Prescriber Information
Initiate antibiotic therapy within 

4-8 hrs of symptom onset
First line
Amxicillin 1g PO tid x 7 days*

Alternative
Amoxicillin-Clavulanate 875mg PO bid x 
7 days* 

or
Levofloxacinalne 750mg PO daily x 7 

days

*Consider adding one of the following if 
underlying pulmonary disease:

Doxycycline 200mg PO once, then 100mg 
PO bid x 7 days

or

Azithromycin 500mg PO daily x 3 days

or

Clarithromycin 500mg PO bid r XL 1g 
PO daily x 7 days

If unable to administer PO, consider 
transfer to acute care for IV therapy

If aspiration pneumonia is suspected, 
consult Bugs & Drugs or pharmacist for 
choice of antibiotic

THIS FORM CANNOT BE USED TO ORDER LABORATORY TESTS OR MEDICATIONS

(2) PRACTICE POINT

• If cough and fever are present, consider 
viral respiratory tract infection, 
especially influenza during November to 
April.  Refer to Public Health Guidelines 
for case definitions.

• If chest pain and elevated temperature 
are absent, consider another diagnosis 
(for example CHF).

March 2015



MyPractice reports enable physicians working in long-term care to 
confidentially see their prescribing patterns (antipsychotics, 
benzodiazepines and antibiotics) in relation to peers across the 
province. The report also provides data on resident characteristics 
like the aggressive behavior scale, clinical indications, and 
percentage of new residents. 



. 



Fixing Long-Term Care Act, 2021 – Palliative Care 

Residents’ Bill of Rights 

25. Every resident has the right to be provided with care and services based 

on a palliative care philosophy.

Plan to cover all aspects of care 

6(3) The licensee shall ensure that the plan of care covers all aspects of care, 

including medical, nursing, personal support, mental health, nutritional, 

dietary, recreational, social, palliative, restorative, religious and spiritual 

care.

Palliative Care 

12 (1) Every licensee of a long-term care home shall ensure that, subject to 

section 7, residents are provided with care or services that integrate a 

palliative care philosophy. 

Matters in regulations 

(2) Without restricting the generality of subsection (1), every licensee shall 

comply with the regulations respecting palliative care and the palliative care 

philosophy. 





Fixing Long-Term Care Act, 2021 – Palliative Care 

Regulation 61 – Palliative care

• Every licensee of a long-term care home shall ensure that the resident, the 
resident’s substitute decision-maker, if any, and any other person or persons 
designated by the resident or their substitute decision-maker, are given an 
explanation of palliative care options that may be integrated into the care 
that is arranged, carried out or provided to a resident including, but not 
limited to, end-of-life care. 

• Every licensee of a long-term care home shall ensure the assessment that 
palliative care covered by a resident’s plan of care is based on includes a 
holistic and comprehensive assessment of a resident’s needs. 

• Where required to meet a resident’s assessed needs, every licensee shall also 
ensure that the care and services provided under subsection (2) include, at a 
minimum, 

a) quality of life improvements; 
b) symptom management;
c) psychosocial supports; and
d) end-of-life care.



A palliative philosophy, 

or approach, to care

Quality of Life

• A process that begins on admission or before.

• Affirming the palliative approach assures better 

quality of life.



PALLIATIVE CARE DEFINITION

Palliative care is an approach that improves the quality 

of life of patients and their families facing the problems 

associated with life-threatening illness, through the 

prevention and relief of suffering by means of early 

identification and impeccable assessment and treatment 

of pain and other problems, physical, psychosocial, and 

spiritual. 



A definition for the

PALLIATIVE PHILOSOPHY OF CARE

Response to Phase 1 draft regulation of FLTCA

A palliative philosophy supports individual quality of life through a continuum of care 

delivered alongside curative measures and throughout chronic illness. 

o A palliative philosophy acknowledges and responds to all aspects of humanity not just 

medical considerations but also physical, psychosocial, cultural, emotional, and 

spiritual needs. 

o A palliative philosophy is based on conversations with individuals to 

understand personal goals of care based on their values, culture and preferences.  

o The palliative approach understands the uniqueness of each individual, their personal 

history, experiences, spiritual identity, cultural norms, and the vital interpersonal 

relationships that bring meaning to the whole person. 



A definition for the

PALLIATIVE PHILOSOPHY OF CARE

Response to Phase 1 draft regulation of FLTCA

The palliative approach to care aims to maximize quality of life by 

mitigating  all aspects of suffering by identification and anticipation of 

problems including but not limited to natural aging, disease progression, 

pain, loneliness, interruption of familiar patterns of living and loss of 

identity that accompany moving into a long term care home.



A definition for the

PALLIATIVE PHILOSOPHY OF CARE

Response to Phase 1 draft regulation of FLTCA

The palliative approach to care requires the understanding of 

everyone involved in caring for long term care residents. The 

conversation ideally begins before admission. The palliative 

philosophy influences every opportunity for individuals to experience 

quality of life during their long term care journey.  When end of life 

approaches, the palliative approach assures individually 

appropriate, compassionate, and dignified end of life care.



END-OF-LIFE CARE

End-of-life is the final period of the individual’s illness trajectory when it 

becomes medically obvious that death is imminent, often measured in 

hours, days or weeks. As the systems of the body begin to shut down 

common symptoms include drowsiness, confusion, progressive weakness, 

and decreased level of consciousness. There is a loss of thirst and 

appetite and a reduced need for food and fluids. Late signs include 

mottling and cooling of the extremities and a change in the breathing 

pattern. Goals of care are for pain and symptom management rather 

than any life-sustaining treatments.



1. The Residents’ Bill of Rights.

2. Mission statement.

3. Policy to promote zero tolerance of abuse and neglect of residents.

4. The duty to make mandatory reports.

5. Whistle blower protections 

6. Policy to minimize the restraining of residents.

7. Fire prevention and safety.

8. Emergency and evacuation procedures.

9. Infection prevention and control.

10. All Acts, regulations, policies relevant to the person’s responsibilities.

11. Any other areas provided for in the regulations.

Training Requirements for all staff in the home
 FLTCA 82(2)



Additional Training, Direct Care 
Staff 
FLTCA 82(7), O Reg 246/22 s.261

FLTCA 82(7)

1. Abuse recognition and prevention.

2. Mental health issues, including 
caring for persons with dementia.

3. Behaviour management.

4. Restraints.

5. Palliative care.

6. Any other areas provided for in 
the regulations.

O REG 246.22 S.261

1.  Falls prevention and management.

2.  Skin and wound care.

3.  Continence care and bowel 
management.

4.  Pain management, including pain 
recognition of specific and non-specific 
signs of pain.

5.  Restraints

6.  PASD



261(2) The licensee shall ensure that all staff who provide direct care to residents 

receive the training provided for in subsection 82 (7) of the Act based on the 

following:

1.  ..the staff must receive annual training in all the areas required under subsection 82 

(7) of the Act.

◦ Abuse, mental health, restraint, dementia, palliative care, and areas in regulations

2.  If the licensee assesses the individual training needs of a staff member, the 

staff member is only required to receive training based on their assessed needs.

O Reg 261 (2) Training, Direct Care Staff



“staff”, in relation to a long-term care home, means persons who work at the home,

(a) as employees of the licensee,

(b) pursuant to a contract or agreement with the licensee, or

(c) pursuant to a contract or agreement between the licensee and an employment 

agency or other third party; (“personnel”)

Staff as defined by FLTCA Section 2(1)



MDs and NPs may use the Bill of Rights to advocate for their residents





Donning and Doffing PPE

You are going in to examine a resident on contact/droplet precautions. 

The RN is doing the mandatory audits for a home in outbreak and you 

are being observed. 

©OLTCC 2021



Donning: Place the following in the 
correct order

Put on eye protection

Put on gown, tied at neck and back

Perform hand hygiene

Put on gloves

Put on mask/respirator

©OLTCC 2021



Doffing PPE -place the following in 
the correct order

◦ Remove the gown

◦ Perform hand hygiene

◦ Remove gloves

◦ Remove eye protection

◦ Perform hand hygiene

◦ Remove mask

©OLTCC 2021
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OLTCC Community of Practice, May 20, 2023

https://worldfallsguidelines.com/





Key messages

1. The world’s population is ageing. Falls and related injuries are increasingly common, making their prevention and 
management a critical global challenge.

2. Many falls can be prevented. Fall and injury prevention needs multidisciplinary management.
3. Engaging older adults is essential for prevention of falls and injuries: understanding their beliefs, attitudes and 

priorities about falls and their management is crucial to successfully intervening.
4. Managing many of the risk factors for falls (e.g. gait and balance problems) have wider benefits beyond falls prevention 

such as improved intrinsic capacities (physical and mental health), functioning and quality of life.
5. Estimates of risk of future falls can be done by trained clinicians with simple resources.
6. Multidomain interventions (i.e., a combination of interventions tailored to the individual), when delivered, are 

effective for reducing the rate of falls in high-risk community-dwelling older adults.
7. In care homes and hospital settings all older adults should be considered as high risk and a standard comprehensive 

assessment followed by multidomain interventions should be considered.
8. Vitamin D supplementation to prevent falls should be reserved for those at risk of vitamin D deficiency.
9. Modification to the approaches for assessment and interventions may be needed for older adults with certain medical 

conditions associated with an increased likelihood of falling.
10. Application of some of these recommendations may need modification to meet the needs of older adults in settings 

and locations with limited resources.





PREVENTION OF ABUSE 

Mr. Stanley is 79 year old retired miner who has emphysema and needs supplemental 

oxygen.  On a weekly visit, you ask him how he is and he states he cannot sleep, then 

suddenly gets tearful.  Mr. Stanley shares with you that a night staff person is very 

mean to him and this is causing him great distress and trouble sleeping.  He has refused 

to name the person, but states that she scolds and belittles him if he asks for help to get 

to the washroom at night.  He is afraid to go to the bathroom alone for fear of falling 

as he needs manage his oxygen tubing as well. 

 You ask if he has made a formal complaint about this caregiver.  He says he has not 

because he knows this person is a single mother and needs the job to support her 

children. He says that the caregiver used to be very friendly but that things have 

changed.  He is afraid that if he says something, she will lose her job.  He is also afraid 

that if she doesn't lose her job things might get worse for him.

©OLTCC 2021









In general,

·  80 – 90% of residents have cognitive impairment.

·  Broader structural conditions in LTC that foster aggression are 

o  confinement, 

o  lack of privacy,

o  carer workload,

o  inconsistencies in staffing

o  fewer behavioural, recreational, and social care providers, 

o  reduced staff for basic physical tasks such as bathing.



policy for 
NOTIFYING 
police

pcdocs://DOCS_ADMIN/2069978/6


RESTRAINTS

At the Professional Advisory Committee meeting the 

Administrator informs the home the restraint use, as reported 

on the Canadian Institute for Health Information (CIHI), is 

much higher that homes in your area and the province. 

Restraints are 7%. More that half of the comparative homes 

have restraint use of 0%. She asks how the professional 

staff can address this discrepancy.



https://yourhealthsystem.cihi.ca/





Antipsychotics



SEVERE MENTAL ILLNESS:

• Schizophrenia

• Bipolar disorder

• Major depression
• With or without psychosis

Dementia more common among older adults with SMI.

20-30% of older adults with schizophrenia had 
dementia.

5-20% of old adults with BD have dementia.

Doses of antipsychotic medication used for SMI are much 
higher than is indicated for BPSD.



Potentially inappropriate use 
of antipsychotic:

CIHI exclusion data:

- Schizophrenia

- Huntington’s disease

- Hallucinations

- Delusions

- End-of-life

deprescribing.org







CAPACITY AND CONSENT

John is a 71-year-old gentleman admitted one month 

earlier. He has progressive amyotrophic lateral sclerosis 

(ALS). Weakness is increasing and respirations have 

become more of an effort.

In hospital, he had an initial assessment for MAID. He wants 

to get another assessment. The nurse points out to you that 

he cannot consent to MAID because his cognitive 

performance scale (CPS) is three.



©OLTCC 2023









Cognitive Performance Scale

≠

Capacity, consent

Every resident has the right to have their participation in decision-making respected. 





Cognitive Performance Scale & MMSE

CPS score Description MMSE equivalent average

0 Intact 26

1 Borderline Intact 22

2 Mild Impairment 19

3 Moderate impairment 15

4 Moderate/severe impairment 7

5 Severe impairment 5

6 Very severe impairment 1

©OLTCC 2023
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CPS Ontario SSH FHLTC

Relatively intact,

0-1/6

16.9% 16.3% 14.9%

Mild impairment 

2/6

14.9% 9.7% 27% *

Moderate impairment 

3/6

35.9% 42.8% 38% *

Severe impairment 

4-6/6

32.3% 31.1% 20%

* Estimate based on relative provincial percentages



17%

15%

36%

32%

CPS Scores

Intact

Mild

Moderate

Severe

68% of residents have moderate or severe impairment



Continuing professional development should be:

• Needs based

• Relative to practice

Ideally, it should also be:

o Interactive

o Reflective

o Accredited
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