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-_lnspectlon Summarleesume de I’lnspectlon

The purpose of this inspection was to conduct a Complaint :nspection )

This mspectlon was conducted on the following date(s): September 10, 11, 12,
2013

During the course of the inspection, the inspector(s) spoke with health care
aides, Registered staff, Director of Care, Administrator, Registered Dietitian
(RD), Food Service Manager,residents and family members

During the course of the inspection, the inspector(s) observed meal service,
reviewed clinical records, reviewed policy and procedures

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

Findings of Non-Compliance were found during this inspection.

___NON- COMPL!ANCEINON - RESPECT DESEXIGENCES

co- ._-.:-:Compha'n'ce Order
WAO - Work and Activity Ord_

the' Long Term._ are | _ofh'és Act, 2007
(LTCHA) was found. (A reqmrement '
under the E_TCHA lnciudes the

.fhotlflcataon fof_:non compisance _under o |y
éparagraph 1 of section 152 of the

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:

8. 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).

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; 2007, c. 8, s. 6 (10).

(b} the resident’s care needs change or care set out in the plan is no longer
hecessary; or 2007, c. 8, s. 6 {10).

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

Findings/Faits saillants :
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1. The licensee did not ensure that the care set out in the plan of care was provided to
the resident as specified in the plan.

A) The plan of care for resident #001 indicated that staff were to use specific
strategies during feeding as the resident was more responsive to these strategies. On
September 12, 2013, it was observed that staff were not following the strategies for
the resident. [s. 6. (7)]

2. The licensee did not ensure that the resident was reassessed and the plan of care
reviewed and revised at least every six months and at any other time when the
resident's care needs change or care set out in the plan was no longer necessary.

- A) Resident #008 had documentation in the August 2013, Residential Nutritional and
Intake Record as well as, the progress notes that indicated the resident had a decline
in fluid consumption including days when the resident consumed less than their
established fluid goal. The RD confirmed that they did not receive a referral from the
Registered staff that indicated the resident's hydration status had declined however;
the expectation would be that a referral would be initiated to the RD. There was no
reassessment or revision of the plan care to address the resident's hydration status.
The resident was admitted to hospital the following month with dehydration.

B) The RD completed the resident's admission assessment and indicated the resident
had poor fluid intake. The resident's Residential Nutritional and Intake Record for
January 2013, indicated the resident did not meet their fluid requirements for at least
nine days during a two week period. Documentation in the resident's progress notes
indicated that family was concerned with the residents inadequate fluid intake
however; Registered staff did not initiate a referral to the RD. There was no
reassessment and revision of the plan of care and the resident was admitted to
hospital with dehydration two days later. [s. 6. (10} (b)]

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 the care set out in the plan of care is
provided to the resident as specified in the plan and that residents are
reassessed and the plan of care reviewed and revised at least every six months
and at any other time when the resident's care needs change or care set out in
the plan of care was no longer necessary, to be implemented voluntarily.
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WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 73. Dining and
shack service

Specifically failed to comply with the following:

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

Findings/Faits saillants :

1. The licensee did not ensure that no person simultaneously assisted more than two
residents who need total assistance with eating or drinking.

A) During the lunch meal September 12, 2013, one staff member was observed
feeding three residents simultaneously. The plans of care for resident #001, #002 and
#003 indicated that the residents required one person extensive assistanceftotal
assistance and staff confirmed they needed to provide feeding assistance for all three
residents.

B) It was noted that the plans of care for resident #004 #005 and #006 required one
person extensive assistance/total assistance. Resident #007 sitting at the table
required feeding when observed although staff indicated this was not typical. Only
one staff member sat at the table providing assistance for all three residents during
the lunch meal. One family member was present during the observed lunch meal to
provide assistance to resident #004. Resident #007 was served their soup however;
assistance was not provided until 10 minutes later when fed by a non-staff member.
The resident did not self initiate feeding and only consumed 1/2 a sandwich that staff
placed in their hands. [s. 73. (2) (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 no person simultaneously assists more
than two residents who need total assistance with eating or drinking, to be
implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 68. Nutrition
care and hydration programs
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Specifically failed to comply with the following:

s. 68. (2) Every licensee of a long-term care home shall ensure that the
programs include,
(a) the development and implementation, in consultation with a registered
dietitian who is a member of the staff of the home, of policies and procedures
relating to nutrition care and dietary services and hydration; O. Reg. 79/10, s.
68 (2).
(b) the identification of any risks related to nuftrition care and dietary services
and hydration; O. Reg. 79/10, s. 68 (2).
(c) the implementation of interventions to mitigate and manage those risks; O.
Reg. 79/10, s. 68 (2).
(d) a system to monitor and evaluate the food and fluid intake of residents with
identified risks related to nutrition and hydration; and O. Reg. 79/10, s. 68 (2).
(e) a weight monitoring system to measure and record with respect to each
resident,

(i) weight on admission and monthly thereafter, and

(ii) body mass index and height upon admission and annually thereafter. O.
Reg. 79/10, s. 68 (2).

Findings/Faits saillants :

1. The licensee of the long term care home did not ensure that the hydration program
included the development and implementation, in consultation with a registered
dietitian who was a member of the staff of the home, of policies and procedures
relating to hydration. | ‘

A) The home's current policy, Resident Hydration-RCS C-40, dated August 21, 2013,
was developed corporately and did not include the home's dietitian in the development
and implementation of the hydration policy. The RD confirmed that they had been a
staff of the home since November 2012, however; was unaware of the newly
developed policy and was not included in the development or implementation of the
home's hydration policy. [s. 68. (2) (a)]
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Issued on this 30th day of September, 2013

Slgtrf Insecto:gre de | mspuu es inspecteurs
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