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MARYBAN HOLDINGS LTD
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Long-Term Care Home/Foyer de soins de longue durée

OAKWOOD PARK LODGE
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Name of Inspector(s}/Nom de F'inspecteur ou des inspecteurs

ELISA WILSON 1) GILLIAN HUNTER (130} :
: Inspectlon Summ ___rleesume de i’mspectlon

The purpose of this inspection was to conduct a Complaint inspectton

Puring the course of the inspection, the inspector(s} spoke with the Administrator, Director of Care, Food
Services Manager, Registered Staff, Personal Support Workers, Dietary Aides, and residents.

During the course of the inspection, the inspector(s) observed two meal services, reviewed nutrition care
policies, reviewed weight tracking records and the plans of care for identified residents.

H-001817-11

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

Dining Observation
Minimizing of Restraining
Nutrition and Hydration
Pain

Personal Support Services
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Findings of Non-Compliance were found during this inspection.

“ NON-COMPLIANCE / NON’RESPECT DES EXIGENCES

= Legende

ication ;1 WN= Avis éorit
Plan of Correcti oo VPRC = Plan de redress
Director Referral - e ~{DR = -Aiguillage au directe
- Compliance Or_c_ier_ f- “1G0O.x + Ordre. de conform‘lté
WAQ = Work and Activity Order.- | WAO = Ordres : travalx ot activités

‘Non-compliance with reguirements unde . [Le rion-respect des exigences de la Lon de 2007 surles foyers de _
Homes Act, 2007. (LTCHA} was found _ soins de longue durée (LFSLD) a été constaté (Une exlgence de Ia :
;LTCHA inclu ) '

(1) ~'|dans la définition de « exigence |
' paragraphe 2(1} de Ia L

WN #1: The Licensee has failed to comply with LTGHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the foliowing subsections:

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;
{b) the goals the care is intended to achieve; and
{c) clear directions to staff and others who provide direct care to the resident. 2007, ¢. 8, 5. 6 {1).

Findings/Faits saillants :

1. The plan of care does not set out clear direction for staff regarding a resident's dietary requirements. [LTCHA, 2007
5.0.2007, ¢.8, 5.6(1)c]

There were inconsistencies noted in the documentation regarding the resident's diet in various areas; the reglistered
dietitians progress note, the physician's order sheet, the plan of care - nutrition section and the diet sheet.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2} the licensee Is hereby

requested to prepare a written plan of correction for achieving compliance to ensure that clear direction is
provided to staff and others who provide direct care to the resident, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to be followed, and records
Specifically failed to comply with the following subsections:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or
otherwise put tn place any plan, policy, protocol, procedure, strategy or system, the licensee is required to
enstre that the plan, policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable requirements under the Act; and
(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The licensee has not ensured that the following programs and policies were complied with. [O.Reg. 79/10, s.8(1)}{b)]

a) The Nutrition Assessment and Risk [dentification policy, as required by section 11 of the Act, indicated that "the
nutrition risk level is reassessed by the dietitian whenever there is any change in the resident’s health status and the
Nutrition Care Plan is adjusted as required". The dietifian did an assessment for a resident. The recommendations from
the assessment included adding specific supplements at meal times, however this information was not updated in the
nutrition section of the plan of care, in the physician's order secticn of the resident's chart or on the diet sheets used by
the serving staff. This missing documentation was confirmed by the food services manager.

b)The licenses has not ensured that the Horme's Welght Change Policy {CN-W-04-1), as required under section 69 of the
Ontario Regulation 79/10, was complied with.

The policy indicated that any resident with a significant weight change in one month of 5% body weight would be
reweighed by nursing staff as soon as possible and if there was a significant welght change the food services manager
and registered dietitian would be notified {o intervene.

i) A resldent had a significant weight change of 7% in one month. There was no documented reweligh in the weight
tracking binder. There were no referrals made to the food services manager or registered dietitian for this weight change,
as confirmed by the food services manager.

i} Another resident had a significant weight change of 6% in one month and 8% in another month. There were no
documented reweighs for either of these instances in the weight fracking binder. There were no referrals made to the
food services manager or registered diefitian for these instances, as confirmed by the food services manager.

Additional Requrired Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that any plan, policy or
procedure that the licensee has put into place where the Act or Regulations requires has been complied with, to
be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s, 69. Weight changes

Every licensee of a long-term care home shall ensure that residents with the following welght changes are
assessed using an Interdisciplinary approach, and that actions are taken and outcomes are evaluated:

1. A change of 5 per cent of body weight, or more, over one month.

2. A change of 7.5 per cent of body weight, or more, over three months.

3. A change of 10 per cent of body weight, or more, over 6 months.

4. Any other weight change that compromises the resident’s health status. O. Reg. 79/10, s. 69.

Findings/Faits saillants :

1. The licensee has not ensured that residents with a weight change of 5% body weight or more over cne month are
being assessed using an interdisciplinary approach, and that actions are taken and outcomes evaluated. [O.Reg. 79/10,
5.69.1]

a) One resident was recorded as having a weight change of 7% in ons month. Thers were no assessments documented
or referrals to the dietitian noted regarding this weight change. The food services manager confirmed that a referral was
not made for this resident's weight change.

b) Another resident had a 6% weighi change one month and a 9% change in another month. There were no

assessments documented or referrals to the dietitian noted regarding either of these weight changes. The food services
manager confirmed that a referral was not made for this resident's weight changes.

Page 3 of 5



Ministry of Health and Ministére de la Santé et des

} Long-Term Care Soins de longue durée
L~ Ontario - nepect

Inspection Report under Rapport d’inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that resident weight
changes of 5% or more in one month are assessed using an Interdisciplinary approach, to be implemented
voluntatily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 73. Dining and snack service
Specifically failed to comply with the following subsections:

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

(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. O. Reg. 79/10, s. 73 (2).

Findings/Faits saillants :

1. The licenses had not ensured that residents who require assistance with eafing and drinking were only served a meal
when someone was available fo provide the assistance. [0.Reg. 79/10, s.73(2){b)]

At an identified dinner meal three residents were served their hot meals at 1700h. All three residents required
assistance to eat their meals. There were no staff available to assist at the time the meal was served. Siaff were
available to help one resident at 17068h and the other two residents at 1715h.

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements
Specifically failed to comply with the following subsections:

8. 30. (2) The licensee shall ensure that any actions taken with respect to a resident under a program, including
assessments, reassessments, interventions and the resident’s responses to interventions are documented. O.
Reg. 79/10, s. 30 (2).

Findings/Faits saillants :

1. The licensee has not ensured that any activities taken with respect to a resident regarding the nutrition care program,
including assessments and reassessments are documented. [O.Reg. 79/10, s8.30(2)]

Two residents were put on new diets, as a trial, on an unknown date according to the diet sheets used by staff serving
meals. There were no documented assessments in the plan of care regarding these changes in diet, including reasons
for the changes, when they would start, how long the trials would last or who would be evaluating the cutcomes. The
focd services manager confirmed the missing assessment documentation for both residents on Qctober 25, 2011.

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 any activities taken

with respect to a resident under a program, including assessments and reassessments, are documented, to be
implemented voluntarily.
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Issued on this 29th day of December, 2011

gue lsctor(s)inatre de I’mscur ou des inpteurs o

(‘g/&/)@-w Coon
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