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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): May 16, 20, 2014

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care, Registered Staff, Personal Support Workers (PSWs), Registered
Dietitian, Food Service Manager and residents.

During the course of the inspection, the inspector(s) reviewed health records
specific to resident, observed delivery of care, reviewed menus and food
production report.

The following Inspection Protocols were used during this inspection:
Nufrition and Hydration

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. (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 :
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1. The licensee did not ensure staff and others involved in the different aspect of care
collaborate with each other in the assessment of resident #001 and the assessments
were integrated and consistent with and complement each other.

Clinical record documentation indicated resident #001 at risk for choking. The plan of
care for the resident had identified to provide texture modified diet with thickened
fluids. Interviewed registered staff and the Personal Support Worker (PSWthe
primary care provider confirmed due to cognitive impairment the resident wandered in
the dining room and took food and beverages from other residents’ table. There was
no supportive documentation that the staff involved collaborates with each other in the
assessment of resident’s behavioral issues and increased risk of choking. The
Director of Care and the Administrator confirmed that the information related to

resident wandered and took food from other residents, was not communicated {o all
concerned.

Staff did not collaborate with each other in the development and implementation of the
plan of care related to nutritional care and increased risk for choking.

The care plan developed in December 2012 did not contain specific risks related
choking for this resident, did not provide any directions to staff related to the
management of those risks and did not identify care to be provided to prevent or
reduce the risk of choking. The Person Support Worker (PSW) interviewed confirmed
resident #001 wandered around and took food from other residents’ plates. However,
the relevant information was not documented in the plan of care. The Registered
Dietitian and the Food Service Manager interviewed were not aware of resident
wandered and ate food of other residents’ plates, an increased risk for choking. The
information was not communicated, and staff involved did not collaborate in the
development of the plan of care. [s. 6. (4) (a}]
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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 ensuring 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 (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, to be
implemented voluntarily.

Issued on this 29th day of May, 2014

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