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

KILEAN LODGE
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Name of Inspecior(s)/Nom de 'inspecteur ou des inspecteurs
GlLLiAN_TRACEY (130)

nspéctlon Summarleesume

The purpose of this inspection was to conduct a Complamt mspectlon

This inspection was conducted on the following date(s): December §, 2012
During the course of the inspection, the inspector(s) spoke with The Executive
Director, Registered Staff, personal support workers and residents related to H-

000581-12.

During the course of the inspection, the inspector(s) Interviewed staff, residents,
observed meal service and reviewed clinical records.

Ad-hoc notes were used during this inspection.

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
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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).

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan
of care reviewed and revised at least every six months and at any other time
when,

{a) a goal in the plan is met; 2007, c. 8, s. 6 (10).

{(b) the resident’s care needs change or care set out in the plan is no longer
necessary; or 2007, c. 8, s. 6 (10).

{c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).

Findings/Faits saillants :

1. The licensee did not ensure that the care set out in the plan of care was provided to
the resident as specified in the plan. The plan of care for resident #1 indicated the
resident required extensive assistance with eating. In 2012, during a meal, the
resident was served an entree and waited for a period in excess of 30 minutes, for
assistance to be provided. Staff verified the resident does not eat without assistance.
[s. 6. (7)]

2. The licensee did not ensure that the resident was reassessed and the plan of care
reviewed and revised at least every six months and at any other time when care set
out in the plan had not been effective. The plan of care for resident #2 indicated the
resident required set up assistance at meals and cueing to swallow. In 2012 the
resident was observed over a meal service. The resident was served an entree and
not offered assistance for approximately 30 minutes. The resident did not attempt to
eat the meal and staff interviewed confirmed the resident will not eat without
assistance from staff. [s. 6. (10) (b)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 72. Food
production
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Specifically failed to comply with the following:

s. 72. (3) The licensee shall ensure that all food and fluids in the food
production system are prepared, stored, and served using methods to,

(b) prevent adulteration, contamination and food borne illness. O. Reg. 79/10, s.
72 (3).

Findings/Faits saillants :

1. The licensee did not ensure that all food and fluids in the food production system
are prepared, stored and served using methods to (b) prevent adulteration,
contamination and food borne iliness. :

In 2012, the inspector observed staff carrying trays of food (designated for residents)
up stairwells to dining rooms on 1st and 2nd floors. The trays contained foods on
paper plates which were not covered or protected in any way from potential
contamination. Staff have a contingency procedure and the availability of proper
plates (not paper) and plate covers for the manual transport of foods when a steam
table cannot be used due to an elevator failure. [s. 72. (3) (b}]

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 73. Dining and
snack service

Specifically failed to comply with the following:

s. 73. (2) The licensee shall ensure that,

(b) no resident who requires assistance with eating or drinking is served a meal
until someone is available to provide the assistance required by the resident.
0. Reg. 79/10, s. 73 (2).

Findings/Faits saillants :

1. The licensee did not ensure that the home had a dining and snack service that
included, at a minimum the following: that no resident who required assistance with
eating or drinking was served a meal until someone was available o provide the
assistance required by the resident. In 2012, during the supper meal service resident
#1 and #2 were served entrees at approximately 1700hours and not offered
assistance with the meal for a period greater than 30 minutes. Staff interviewed
confirmed that both residents required assistance with eating. [s. 73. (2) (b)]
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Issued on this 16th day of January, 2013

G?/,M, ra @e;/ |

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