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= Inspection Summa_ry ns'pectmn
The purpose of this inspection was to conduct a Complaint mspection

This inspection was conducted on the following date(s): May 16, 23, 26-28, 2014.
During the course of the inspection, the inspector(s) spoke with administrator,
registered dietitian, continence care lead, registered staff, acting director of

care, acting co director of care, staff educator, nurse practitioner, housekeeping
aide, personal support workers, residents.

During the course of the inspection, the inspector(s) reviewed resident health
records, bathing schedules, observed resident home area environment.

The following Inspection Protocols were used during this inspection:
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Accommodation Services - Laundry
Continence Care and Bowel Management
Nutrition and Hydration

Personal Support Services

Sufficient Staffing
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Findings of Non-Compliance were found during this inspection.

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. (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).

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).

Findings/Faits saillants :

1. The licensee failed to ensure that staff and others involved in the different aspects
of care collaborate with each other in the assessment of the resident so that their
assessments are integrated, consistent and complement each other.

Resident #001 was provided bowel interventions without staff collaboration.

Record review identified resident #001 at high risk for constipation.
On an identified date, the nurse practitioner (NP) assessed resident #001's
constipation and ordered treatment once daily for 2 days and to report the effect.

Record review and staff interviews revealed that on an identified date, the NP
followed-up and spoke with a registered staff who reported that the treatment the NP
ordered five days prior was not given. The NP wrote additional orders for
constipation on an identified date, with the understanding that the treatment ordered
five days ago had not been given. On the same identified date, a registered staff
initiated giving resident #001 a treatment for constipation with the understanding that
the previous order for this treatment was not carried out. Upon further investigation, a
review of the (medication administration record) MAR and staff interviews confirmed
that the resident did receive the initial treatment ordered by the NP on two identified

dates. [s. 6. {4) (a)]
2. There was no collaboration related to resident #001's order for dietary interventions.

Record review identified that resident #001 was assessed by the NP on an identified
date, related to constipation. A dietary order was written by the NP to increase fluids,
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prune juice, vedgies and fruit for the resident. Record review and an interview with
the registered dietitian confirmed that he/she or the dietary department were not
notified of the dietary order and that no assessment or implementation of dietary
interventions were carried out. On an identified date, the NP ordered a treatment for
constipation and further bowel interventions. [s. 6. (4) (a)]

3. The care set out in the plan of care was not provided to the resident #001 as
specified in the plan.

Resident #001 was at high risk for constipation. Resident #001's plan of care,
included an NP order for staff to "report the effect" of a treatment ordered once a day
for two days on an identified date. Record review and staff interviews revealed that
there was no reporting of effect of the treatment administered on two identified dates.

Record review on an identified date, included a NP verbal order for resident #001
which included administering treatment A first and treatment B if treatment A had no
effect. An interview with the registered staff and record review revealed that the
resident did not require a specific intervention indicated in the NP"s verbal order,
however, a registered staff directed a nursing student to administer treatment B to
resident #001 under his/her supervision contrary to the NP order which indicated to
administer treatment A first. [s. 6. (7)]

4. Resident #001’s plan of care required resident to receive a medication, three times
daily by mouth at 8 am, 4 pm, and 8 pm. Record review and staff interviews revealed
that on an identified date, the resident was given his/her 4 pm dose at 12 pm contrary
to physician orders and resident's plan of care. [s. 6. (7)]

2. Resident #001's plan of care required a therapeutic shampoo and a bath treatment

to be used twice a week. Record review and staff interviews revealed that the
resident did not receive this treatment twice a week over a 10 day period. [s. 6. (7)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that staff collaborate with each other in the
assessment of the resident so that their assessments are integrated, consistent
and complement each other that care set out in a resident’s plan of care is
provided to the resident as specified in their plan, to be implemented
voluntatrily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 33. Bathing
Specifically failed to comply with the following:

s. 33. (1) Every licensee of a long-term care home shall ensure that each
resident of the home is bathed, at a minimum, twice a week by the method of his
or her choice and more frequently as determined by the resident’s hygiene
requirements, unless contraindicated by a medical condition. 0. Reg. 79/10, s.
33 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure that each resident of the home is bathed, at a
minimum, twice a week by the method of his or her choice and more frequently as
determined by the resident’s hygiene requirements, unless contraindicated by a
medical condition.

Record review and an interview with resident #004 identified that resident’s scheduled
bath on Sunday of an identified date, was not provided and that the unit was short
staffed. Monday, the following day, a PSW revealed that resident #004 had asked
staff if he/she was being bathed today as he/she had not been bathed on Sunday.
Resident was not bathed until four days later, his/her next regularly scheduled bath
day. Further review identified that resident #004 was not offered a bath on the
previous Thursday. A progress note in resident’s health record stated that staff were
not able to give a bath in the morning due to time constraints. Record review and
interviews confirmed that resident #004 had not been bathed for over a 10 day period,
and not bathed, at a minimum, twice a week.

Resident #005's plan of care required the resident to be bathed on Sunday and
Wednesday of each week. Resident's plan of care stated to ensure the hair is washed
on the bath day. Record review and interviews confirmed that resident #005 had not
been bathed with hair washed for a 9 day period and not bathed, at a minimum, twice
a week.

Resident #007’s plan of care required the resident to be bathed on Sunday and
Thursday of each week. Record review and interviews confirmed that resident #007
had not been bathed for a 13 day period and not bathed, at a minimum, twice a week.

[s. 33.(1)]
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 each resident of the home is bathed, at a
minimum, twice a week by the method of his or her choice and more frequently
as determined by the resident’s hygiene requirements, unless contraindicated
by a medical condition, to be implemented voluntarily.
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WN #3: 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 level 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, inciuding 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 :
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1. The licensee failed to ensure that when a resident is taking any drug or combination
of drugs, there is monitoring and documentation of the resident’s response and the
effectiveness of the drugs.

Resident #001 was prescribed an identified medication, three times daily by mouth at
8 am, 4 pm, and 8 pm. On an identified date, the resident was complaining of pain
and the RPN gave resident’s 4 pm dose of his/her prescribed medication at 12 pm for
pain.

An interview with the RPN confirmed that documentation of the effectiveness of the
medication is to be completed in the progress notes. A review of the progress notes
and an interview with the ADOC confirmed that there was no documentation in the
progress notes related to resident #001's response or the effectiveness of the
medication given at 4 pm.

Resident #001 was prescribed, by the nurse practitioner, a treatment to be given once
a day for two days on an identified date. Record review and staff interviews revealed
that treatments were given on the evening shifts on 2 identified dates, however, no
documentation in the progress notes related to resident #001’s response or the
effectiveness of the treatment was completed. An interview with the nurse practitioner
revealed that when he/she followed-up five days later, he/she reviewed the progress
notes and noted there was no documentation on the effect of the treatment.
Interviews with registered staff confirmed that documentation of the effectiveness of
the treatment was to be completed in the progress notes. [s. 134. (a)]

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 to ensure that when a resident is taking any drug or
combination of drugs, there is monitoring and documentation of the resident’s
response and the effectiveness of the drugs, to be implemented voluntarily.
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Issued on this 20th day of June, 2014

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