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inspectlon Summarleesume de I’|nspectlon

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with resident's family member, direct care staff,
Registered staff, Director of Care, Administrator

During the course of the inspection, the inspector{s) observed the provision of care, reviewed health records,
home's Skin and wound Program, Pain management program, Nutrition and hydration program, Reporting and
complains system

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

Pain
Reporting and Complaints

Skin and Wound Care

Findings of Non-Compliance were found during this inspection.

NON-GOMPLIANCE I NDN RESPECT DE.S EXIGENCES
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under paragraph 1 of sectlon 152 of the LTCHA o paragraphe 1 de Farticle. 152 de !a LFSLD 5

WN #1 The Llcensee has failed to comply with O.Reg 79[10 S. 69 Welght changes

Every licensee of a long-term care home shall ensure that residents with the following weight 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 failed to ensure that the outcomes of the actions taken in relation to weight changes for Resident #1 at
high nutritional risk were evaluated on the following occasions:

a) 26.5% unplanned weight loss over 6 month, and [r. 69.3]

b) 12.5% unplanned weight loss over 1 month. [r. §9.1]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S5.0. 2007, c.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance by ensuring that the outcomes of the
actions taken in relation to residents who experience weight changes are being evaluated, fo be implemented
voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care
Specifically failed to comply with the following subsections:

s. 26. (4) The licensee shall ensure that a registered dietitian who is a member of the staff of the home,
(a) completes a nutritional assessment for all residents on admission and whenever there is a significant
change in a resident's health condition; and

(b} assesses the matters referred to in paragraphs 13 and 14 of subsection (3). O. Reg. 79/10, s. 26 (4).

Findings/Faits saillants :

1. The licensee failed to ensure that a registered dietitian who is a member of the staff of the home completed a
nutritional assessment for Resident #1 on two identified occasions as follows:

a) when Resident #1 experienced an unplanned weight loss and,

b) after a change in resident's condition, when the resident returned to the home from the hospital. [r. 26. (4) (a)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, §.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance by ensuring that a registered dietitian
who is a member of the staff of the home is completing a nutritional assessment every time when a resident
experiences unplanned weight losses or when there is a change in a resident's health condition, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 22. Licensee to forward
complaints

Specifically failed to comply with the fellowing subsections:

s. 22. (1) Every licensee of a long-term care home who receives a written complaint concerning the care of a
resident or the operation of the long-term care home shall immediately forward it to the Director. 2007, c. 8, s.

22 (1).

Findings/Faits saillants :

1. The licensee failed to forward to the Director two identified written complainis that have been received by the home
concerning the care of the residents in the home. [s. 22.(1)]

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 by ensuring that all written
complaints concerning the care of a resident or the operation of the heme are being immediately forwarded fo
the Director, to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 101. Dealing with complaints
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Specifically failed to comply with the following subsections:

5. 101. (1} Every licensee shall ensure that every written or verbal complaint made to the licensee or a staff
member concerning the care of a resident or operation of the home is dealt with as follows:

1. The complaint shall be investigated and resolved where possible, and a response that complies with
paragraph 3 provided within 10 business days of the receipt of the complaint, and where the complaint alleges
harm or risk of harm to one or more residents, the investigation shall be commenced immediately.

2. For those complaints that cannot be investigated and resolved within 10 business days, an
acknowledgement of receipt of the complaint shall be provided within 10 business days of receipt of the
complaint including the date by which the complainant can reasonably expect a resolution, and a follow-up
response that complies with paragraph 3 shall be provided as soon as possible in the circumstances,

3. A response shall be made to the person who made the complaint, indicating,

i. what the licensee has done to resolve the complaint, or

ii. that the licensee believes the complaint to be unfounded and the reasons for the belief. O. Reg. 79/10, s. 101

(1).

s. 101. (2} The licensee shall ensure that a documented record is kept in the home that includes,

(a) the nature of each verbal or written complaint;

{b) the date the complaint was received;

(c) the type of action taken to resclve the complaint, including the date of the action, time frames for actions to
be taken and any follow-up action required;

(d) the final resolution, if any;

(e} every date on which any response was provided to the complainant and a description of the response; and
{f) any response made in turn by the complainant. O. Reg. 79/10, s. 101 {2).

Findings/Faits saillants :

1. The home failed to keep a documented record for complaints received that includes:

a) the type of action taken to resolve the complaint, including: the date of the action, time frames for actions to be taken
and any follow-up action required

b) the final resolution, if any

c) every date on which any response was provided to the complainant and a description of the response, and

d) any response made by the complainant. [r. 101.(2) {c} {d) (&) ()]

2. For an identified written complaint, the home failed to make a response to the person who made the complaint
indicating

a} what the licensee has done fo resolve the complaint, or

b) that the licensee believes the complaint to be unfounded and the reasons for the belief. [r. 101.(1) 3.Lii]

3. The licensee failed to investigate an identified complaint. [r. 101.(1) 1]

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 by ensuring that the home keeps a
documented record for complaints that includes:

a) the type of action taken to resolve the complaint, including: the date of the action, time frames for actions to
be taken and any follow-up action required

b) the final resolution, if any

c) every date on which any response was provided to the complainant and a description of the response, and
d) any response made by the complainant, to be implemented voluntarily.

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 221. Additional training — direct care staff
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Specifically failed to comply with the following subsections:

s. 221. (1) For the purposes of paragraph 6 of subsection 76 (7) of the Act, the following are other areas in
which training shall be provided to all staff who provide direct care to residents:

1. Falls prevention and management.

2. Skin and wound care.

3. Continence care and bowel management.

4, Pain management, including pain recognition of specific and non-specific signs of pain.

5. For staff who apply physical devices or who monitor residents restrained by physical devices, training in the
application, use and potential dangers of these physical devices.

6. For staff who apply PASDs or monitor residents with PASDs, training in the application, use and potential
dangers of the PASDs. O. Reg. 79/10, s. 221 (1).

Findings/Faits saillants :
1. The licensee failed to provide training to afl staff who provide direct care to the residents in pain management,
including recognition of specific and non-specific signs of pain, as per record review and the Director of Care statement.

[r.221.(1)4.]
2. The licensee failed to provide training to all staff who provide direct care to the residents in skin and wound care, as

per record review and the Director of Care staternent. {r. 221.(1} 2.]

WN #6: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements
Specifically failed to comply with the following subsections:

s. 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 failed to ensure that repositioning every two hours for Resident #1, intervention implemented under Skin
and wound program, was documented, as per record review, and RAI-MDS coordinator and Director of Care statements.

[r. 30. (2)]
2. The licensee failed to ensure that repositicning every two hours for Resident #1, intervention implemented under Pain

management program, was documented, as per record review, and RAI-MDS coordinator and Director of Care
statements. [r. 30. (2)]

WN #7: The Licensee has failed to comply with O.Reg 79/10, s. 50. Skin and wound care
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Specifically failed to comply with the following subsections:

s. 50. (2) Every licensee of a long-term care home shall ensure that,

(a) a resident at risk of altered skin integrity receives a skin assessment by a member of the registered nursing
staff,

(i) within 24 hours of the resident’s admission,

(ii) upon any return of the resident from hospital, and

{iii} upon any return of the resident from an absence of greater than 24 hours;

(b} a resident exhibiting altered skin integrity, including skin breakdown, pressure ulcers, skin tears or wounds,
(i) receives a skin assessment by a member of the registered nursing staff, using a clinically appropriate
assessment instrument that is specifically designed for skin and wound assessment,

(ii) receives immediate treatment and interventions to reduce or relieve pain, promote healing, and prevent
infection, as required,

(iii} is assessed by a registered dietitian who is a member of the staff of the home, and any changes made to the
resident’s plan of care relating to nutrition and hydration are implemented, and

{iv} is reassessed at least weekly by a member of the registered nursing staff, if clinically indicated;

{c) the equipment, supplies, devices and positioning aids referred to in subsection (1) are readily available at
the home as required to relieve pressure, treat pressure ulcers, skin tears or wounds and promote healing; and
{d) any resident who is dependent on staff for repositioning is repositioned every two hours or more frequently
as required depending upon the resident’s condition and tolerance of tissue load, except that a resident shalt
only be repositioned while asleep if clinically indicated. O. Reg. 79/10, s. 50 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that Resident #1, exhibiting altered skin integrity, was reassessed at least weekly by a
member of the registered nursing staff for an identified period of time.[r. 50.(2)(b)(iv}]

2. The licensee failed to ensure that Resident #1, exhibiting altered skin integrity, received a skin assessment by a
member of the registered nursing staff, using a clinically appropriate assessment instrument that is specifically designed
for skin and wound assessment when the resident returned from the hospital. [r. 50.(2){b)(i})]

WN #8: The Licensee has failed to comply with O.Reg 79/10, s. 134. Residents’ drug regimes

Every licensee of a long-term care home shall ensure that,

(a) when a resident is taking any drug or combination of drugs, including psychotropic drugs, there is
monitoring and documentation of the resident’s response and the effectiveness of the drugs appropriate to the
risk tevel of the drugs;

(b} appropriate actions are taken in response to any medication incident involving a resident and any adverse
drug reaction to a drug or combination of drugs, including psychotropic drugs; and

{c) there is, at least quarterly, a documented reassessment of each resident’s drug regime. O. Reg. 79/10, s.
134.

Findings/Faits saillants :

1. The home failed to monitor and document Resident's #1 response and the effectiveness of Tylenol administration on
three different occasions. [r. 134.(a)]

WN #9: 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 subsections:

5. 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, c. 8, s. 6 {1).

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
{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, 5. 6 (4).

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;

{b) the resident’s care needs change or care set out in the plan is no longer necessary; or

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

Findings/Faits saillants :
1. The licensee failed to ensure that Resident's #1 written plan of care was reviewed and revised aiter the resident

returned from the hospital. [s. 6.(10) (b)]

2. The licensee failed to ensure that the written plan of care for Resident #1 sets out clear directions to staff and others
who provide direct care to the resident, related to assistance required with eating. [s. 6.(1} (c)]

3. The licensee failed to ensure that staff involved in different aspects of care of the Resident #1 collaborate with each

other in skin assessment of the resident so their assessments are are consistent with each other. [s. 6.(4) {a)]

Issued on this 31st day of October, 2012

inspecteur ou des inspecteurs
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