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

This inspection was conducted on the following daté(s): October 18 and 23, 2013
H-000639-13

During the course of the inspection, the inspector(s) spoke with Director of Care
(DOC), Assistant Director of Care (ADOC)/Skin and Wound Coordinator, '
Registered Staff, Personal Support Workers (PSW) and family.

During the course of the inspection, the inspectoi‘(s) reviewed residents clinical
records and home's policy and procedure related to Management of Skin and

Wound.

The following Inspection Protocols were used during this inspection:
Skin and Wound Care

Findings of Non-Compliance were found during this inspection.

Page 2 of/de 5



Ministry of Health and Ministére de la Santé et des

;)‘.'_ Long-Term Care - Soins de fongue durée

> > .

[/)'v Ontano Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de

Homes Act, 2007 - soins de longue durée

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 50. Skin and
wound care

Specifically failed to comply with the following:

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

(iif) 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; O. Req. 79/10, s. 50 (2).

Findings/Faits saillants :
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1. The licensee failed to ensure that when a resident exhibiting altered skin integrity,
including skin breakdown, pressure ulcers, skin tears or wounds, receives immediate
treatment and ;nterventtons to reduce or relieve pam promote healing, and prevent
infection, as required.

Review of the resident #1071 clinical records and interview with the home's Skin and
Wound Coordinator, confirmed that the resident was assessed by the registered staff
and had exhibited altered skin integrity.

However, there is no documented evidence to substantiate that the resident received
immediate treatment or interventions to reduce or relieve pain, promote healing, and
prevent infection. Subsequently, the resident's skin became infected and further
deteriorated, which required extensive treatment. [s. 50. (2) (b) (ii)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that when a resident exhibiting altered skin
integrity, including skin breakdown, pressure ulcers, skin tears or wounds,
receives immediate freatment and interventions to reduce or relieve pain,
promote healing, and prevent infection, as required, 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

Specifically failed to comply with the following:

s. 6. (6) The licensee shall ensure that the resident, the resident’s substitute
decision-maker, if any, and any other persons designated by the resident or
substitute decision-maker are given an opportunity to participate fully in the
development and implementation of the resident’s plan of care. 2007,¢. 8,s. 6

(5).

Findings/Faits saillants :
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1. The licensee failed to ensure that the resident, the resident's substitute decision-
maker, if any, and any other persons designated by the resident or substitute decision
-maker are given an opportunity to participate fully in the development and
implementation of the resident's plan of care.

Review of the resident #101 clinical records and interview with the home's Skin and
Wound Coordinator, confirmed that the resident was assessed by the registered staff
and had exhibited aitered skin integrity. ‘

There is no documented evidence to support that the resident's Substitute Decision
Maker (SDM) was given an opportunity to participate fully in the development and
implementation of the resident’s plan of care. According to the resident's progress
notes and interview with the resident's SDM, the home did not advise the SDM related
to the resident’s skin condition. [s. 8. (5)]

Issued on this 30th day of October, 2013

Signature ” d ’nptr o ' purs

La leh Newell
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