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

This inspection was conducted on the following date(s): November 20, 21, 22,
25, 2013

This inspection was conducted concurrently with complaint inspection 2013-
214146-0064 for H-000750-13, H-000610-13 and H-000305-13. Areas of non-
compliance common to both inspections, specifically skin and wound care, will
be addressed on report 2013-214146-0064.

During the course of the inspection, the inspector(s) spoke with the
administrator/Director of Care (DOC), environmental and program manager,
Resident Assessment Instrument (RAI) coordinator, registered staff, Personal
Support Workers (PSW'S), residents and family members.

During the course of the inspection, the inspector(s) toured the home, reviewed
policies related to skin care, wound management, pain management and
reviewed the home's complaint log and resident health records.

The following Inspection Protocols were used during this inspection:
Pain

Skin and Wound Care

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 24. 24-hour
admission care plan

Specifically failed to comply with the following:

s. 24. (2) The care plan must identify the resident and must include, at a
minimum, the following with respect to the resident:
4. Customary routines and comfort requirements. O. Red. 79/10, s. 24 (2).

s. 24. (2) The care plan must identify the resident and must include, at a
minimum, the following with respect to the resident:
5. Drugs and freatments required. O. Reg. 79/10, s. 24 (2).

s. 24. (2) The care plan must identify the resident and must include, at a
minimum, the following with respect to the resident:
7. Skin condition, including interventions. O. Reg. 79/10, s. 24 (2).

| Findings/Faits saillants :
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1. The licensee did not ensure that the care plan included, at a minimum, the following

with respect to the resident: 4. Customary routines and comfort requirements.

Resident #006 was admitted to the home in August 2012 after a recent

hospitalization. Even though the resident complained of pain on the day of admission,

the care plan did not include pain or comfort requirements until 10 days later. This

information was confirmed by the health record, the DOC and the home's internal
investigation notes. [s. 24. (2} 4.]

2. The licensee did not ensure that the care plan included, at a minimum, the following
with respect to the resident: 5. drugs and treatments required.

Resident #006 was admitted to the home in August 2012. The transfer records that
accompanied the resident indicated that the resident required treatment to be done
daily. This treatment was not included in the admission care plan. This information
was confirmed by the health record, the RAI coordinator and the notes of the home's
internal investigation. [s. 24. (2) 5.]

3. The licensee did not ensure that the care plan included, at a minimum, the following
with respect to the resident: 7. Skin condition, including interventions.

Resident #006 was admitted to the home in August 2012. No admission head to toe

assessment was completed until 10 days later. This information was confirmed by the
health record, the DOC and the home's internal investigation notes. [s. 24. (2) 7.]

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 24-hour admission care plan identifies
the resident and must include, at a minimum, the following with respect to the
resident: (4) customary routines and comfort requirements; (5) drugs and
treatments required; and (7)skin condition, including interventions, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA 2007 S.0. 2007, c.8, s. 6.
Plan of care
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Specifically failed to comply with the following:

s. 6. (4) The licensee shall ensure that the staff and others involved in the
different aspects of care of the resident collaborate with each other,

(a) in the assessment of the resident so that their assessments are integrated
and are consistent with and complement each other; and 2007, c. 8, s. 6 (4).

(b) in the development and implementation of the plan of care so that the
different aspects of care are integrated and are consistent with and complement
each other. 2007, c. 8, s. 6 (4).

Findings/Faits saillants :

1. The licensee did not ensure that staff and others involved in the different aspects of
care collaborated with each other in the assessment of the resident so that their
assessments were integrated, consistent with and complemented each other.
Resident #006 was admitted o the home in August 2012 with a wound as noted by
the admitting nurse. In August 2012, the dietitian documented that the resident's skin
was intact and made no mention of the wound. Five days after the dietitian's
assessment, progress notes stated that the wound had deteriorated. The nursing and
dietary assessments were conflicting rather than collaborative. This information was
confirmed by the health record and the RAI coordinator. [s. 6. (4) (a)]

Issued on this 17th day of December, 2013

Signature of Inspector(s)/Signature de inspecteur ou des inspecteurs

Srelaen pHFALVE- /ﬂ/
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