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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): March 11, 12, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Assistant Director of Care, Registered Nurses(RN), Registered
Practical Nurses(RPN), Food Service Manager, Personal Support Workers and

residents.

During the course of the inspection, the inspector(s) Observed noon meal
service on fourth floor dining room, reviewed residents' health records, policy

and procedures.

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

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.0. 2007, c.8, s. 6.

Plan of care
Specifically failed to comply with the following:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a
written plan of care for each resident that sets out,

(a) the planned care for the resident; 2007, ¢. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007, c. 8, s. 6 (1).

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is
provided to the resident as specified in the plan.- 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The plan of care for Resident # 6 did not set out clear directions to staff and others
who provide direct care to the resident in relation to bowel and bladder incontinence.
The plan of care did not address resident’s voiding/elimination patterns, changing
routines, interventions and continence care requirements. The plan of care under
toileting indicates the need for Personal Support Worker assistance i.e. transfers onto
and off to toilet, but does not include a routine toileting schedule. Resident
Assessment Protocol assessment completed December 2012 had identified that
resident is incontinent both bladder and bowels, however, the plan of care specified
resident needs assistance with transferring onto and off to toilet. The plan of care for
resident #6 did not set out clear directions to staff and others who provide direct care
to the resident in relation to bowel and bladder program. [s. 6. (1) (c)]

2. The plan of care for resident #1 specified that Personal Support Worker (PSW) to
check every 2 hours, change as needed and provide peri- care, however,
observations and interviewed staff confirmed this was not done.

Resident # 1 was observed in wheel chair outside the dining room on two occasions
between 0945 and 1145 hours was not checked and changed as required. [s. 6. (7)]

3. The plan of care for resident #4 identified that Personal Support Worker (PSW) to
check every 2 hours, change as needed and provide peri- care, however,
observations on March 12, 2013 and interviewed staff confirmed this was not done.
Resident # 4 was observed in bed in room on two occasions, and confirmed resident
was not checked for change needed. [s. 6. (7)]

4. The plan of care for resident # 1 required fo provide and serve modified therapeutic
diet, pureed texture with thickened fluids. It was observed by the inspector during the
lunch meal that resident was provided with regular tea that was found to be not
thickened. When brought to the personal support workers’ attention, the staff person
was not aware of the consistency of thickened fluids resident required. The inspector
prevented the regular consistency tea being fed to the resident. The personal support
worker,registered nurse and the assistant director of care confirmed that directions for
preparing thickened fluids were not available to staff, and that staff needed education.
The plan of care for resident #1 identified that resident dislike honey thick water, staff
to provide 125 ml thick juice in addition to standard milk portions. Resident was
served thickened water for lunch meal and did not receive additional 125ml.thickened
juice. The care set out in the plan of care was not provided, as specified in the plan.
[s. 6. (7)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the plan of care for resident set out clear
directions to staff and others who provide direct care to the resident, and that
care set out in the plan of care is provided to the residents, as specified in the
plan., to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 51. Continence
care and bowel management

Specifically failed to comply with the following:

s. 91. (2) Every licensee of a long-term care home shall ensure that,
(g) residents who require continence care products have sufficient changes to
remain clean, dry and comfortable; and O. Reg. 79/10, s. 51 (2).

Findings/Faits saillants :

1. The licensee did not ensure that resident # 6 who required continence care product
was provided sufficient changes to remain clean and comfortable. On a specified date
March 2013 the inspector noted resident # 6 lying in bed in night clothes,incontinent,
not having been changed and cleaned. The resident was noted to have strong urine
odours during obsetrvation. The inspector brought this to the attention of the
Registered Nurse, who later entered the room and witnessed that the resident had not
been changed and cleaned. Resident Assessment Protocol assessment completed
December 2012 had identified that resident is incontinent bladder and bowels, peri
area and skin prone to irritation and infection. On a specified date March 2013
resident # 6 was not provided sufficient changes to remain clean, dry and comfortable.

[s. 51.(2)(@)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that those residents who require continence
product have sufficient change to remain clean, dry and comfortable., to be
implemented voluntarily.

Issued on this 2nd day of April, 2013

inturf ns(itr e E’inpcteur ou des nspec S

R Selgeur
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