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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
VALERIE JOHNSTON_(202)

SRR e . immary/Résumé de l'inspection =
The purpose of th:s mspectlon was to conduct a Complaint mspectlon

This inspection was conducted on the following date(s): October 17, 18, 22, 23,
2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Resident Care, Activity Director, Registered Nursing Staff, Dietary
Aide, Personal Support Workers, Residents

During the course of the inspection, the inspector(s) observed the provision of
care to residents, reviewed clinical records, observed meal services, reviewed

the home's policies related to abuse and neglect

The following Inspection Protocols were used during this inspection:

Page 1 ofide 6



Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

/” OntarlO Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

Dining Observation
Nutrition and Hydration
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

CTDESEXIGENCES

it_!age au dlrecteur -
' re de conformlte '

,ra h 1 .of-'sechon 1:5'*

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. (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).
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Findings/Faits saillanis :
1. The licensee failed to ensure that the care set out in the written plan of care is
provided to the resident as specified in the plan. [s.6. (7)]

Resident #004's written plan of care directs staff {o provide assistance for all meals
and snacks, and to provide encouragement and feeding when he/she does not finish
the meal. During the course of this inspection, resident #004 was observed fo be
sitting in the dining room at a table with two full glasses of drinks and one plate with a
half portion of foods remaining and not eating. Resident #004 was observed to be
unassisted with the meal as no staff were present. [s. 6. (V)]

2. Resident #005's written plan of care directs staff to provide help and
encouragement with meals. During the course of this inspection resident #005 was
observed to be sitting in the dining room at a table with 1/2 cup of juice, and a plate
with a half portion of foods remaining and not eating. Resident #005 was observed to

be unassisted as no staff were present. [s. 6. (7)]

3. Resident #009's written plan of care directs staff to provide supervision, oversight
and encouragement for all meals and snacks. During the course of this inspection
resident #009 was observed to be sitting in the dining room at a table with a full glass
of apple juice, one full banana that had been peeled and a full bow| of cereal not
eating. Resident #009 was observed to be unassisted in the dining room as no staff
were present.

Staff interviews revealed that residents #004, #005 and #0089 are assisted during
meals, however they often require extensive periods of time to complete meals. Staff
indicated that on days when residents require more time to complete their meal,
residents will remain in the dining room and assisted later. [s. 6. (7)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 73. Dining and
shack service
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Specifically failed to comply with the following:

s. 73. (1) Every licensee of a long-term care home shall ensure that the home
has a dining and snack service that includes, at a minimum, the following
elements:

10. Proper technigues to assist residents with eating, including safe positioning
of residents who require assistance. 0. Reg. 79/10, s.73 (1).

s. 73. (2) The licensee shall ensure that,
(a) no person simultaneously assists more than two residents who need total
assistance with eating or drinking; and O. Reg. 79/10, s. 73 (2).

Findings/Faits saillants :
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1. The licensee failed to ensure that staff use proper techniques to assist residents
with eating, including safe positioning of residents who require assistance. [5.73.(1)10]

Residents #007, #010, #011, #012 and #013's written plan of care identifies these
residents as requiring total assistance with eating and drinking. During the lunch meal
service residents #007, #010, #011, #012 and #013 were observed to be assisted by
staff from a standing position throughout the lunch meal service. Staff would provide a
spoon of food to resident #010, reach over and provide a spoon of food to resident
#011, then walk across the dining room to provide a spoon of food to resident #007
and then to resident #013. Staff continually fed residents in this sporadic manner
throughout the meal service, minimal eye contact was made with residents and at
times staff would spoon the food into the resident's mouths positioned from the
resident's side. Staff interviews revealed that meal services are generally rushed and
in order to feed all residents in a timely manner, staff are required to feed residents

standing. [s. 73. (1) 10.]

2. The licensee failed to ensure that no person simultaneously assists more than fwo
residents who need total assistance with eating or drinking. [s.73.(2)(a)].

Residents #007, #010, #011, #012 and #013's written plan of care identifies these
residents as requiring total assistance with eating and drinking. During the lunch meal
service residents #007, #010, #011, #012 and #013 were fed simultaneously between
two staff members. A staff member was observed to provide a spoon of food to
resident #010, reach over and provide a spoon of food to resident #011, then walk
across the dining room to provide a spoon of food to resident #007, while the other
staff member would provide a spoon to resident #013, then to #012 and walk over to
assist resident #010 across the dining room.

Staff interviews revealed that they are required to feed two to three residents at a
time, so that all residents are fed in a timely manner. [s. 73. (2) (a)]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 75. Nutrition
manager
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Specifically failed to comply with the following:

s. 75. (1) Every licensee of a long-term care home shall ensure that there is at
least one nutrition manager for the home, one of whom shall lead the nutrition
care and dietary services program for the home. O. Reg. 79/10, s. 75 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that there is at least one nutrition manager for the
home, one of whom shall lead the nutrition care and dietary services program for the
home. [s.75(1)]

Staff interviews revealed that the home currently does not have a nutrition manager.
An interview with the Administrator confirmed that the home has not had a nutrition
manager since October 11, 2013, however is currently recruiting for the position. [s.

75. (1)]

Issued on this 18th day of November, 2013
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