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epaction SummaryRéaumé de Tinspection

The purpose of this inspection was to conduct a Follow up inspection.

During the course of the inspection, the inspector{s) spoke with Residents, front line nursing and distary staff,
Registered nursing staff, Food Services Supervisor, Registered Dietitian, Assistant Director of Care, and
—— Administrator

During the course of the inspection, the inspector{s) Reviewed the clinical health records of nine residents,
observed meal service on two floors, and reviewed relevant policies and procedures related to follow up
inspection H-002116-12.

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

Findings of Non-Compliance were found during this inspection.
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WHN #1: 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 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. [O.Reg. 79/10, 5. 69.1] Section 69 previously issued September 28, 2011 as CO#001.

The licensee did not ensure that resident #03 was assessed using an interdisciplinary approach, and that action was
taken and outcomes were evaluated after a 16.3% significant weight loss over one month. Staff confirmed the significant
weight loss was missed and also confirmed there was no referral to the registered dietitian for assessment of the weight

loss. An assessment of the weight loss did not occur untif almost two months later.

2. [0.Reg. 79/10, . 69.1]

The licensee did not ensure that action was taken when resident #02 had a significant weight loss of 5% over one
month. The registered dietitian reviewed the resident related to the significant weight loss and noled the resident had
several meals less than 75% intake. Food and fluid intake records show the resident was consuming 79% of their meals

e ab 42 orless-over-the month.- The plan was to-continug with the same interventions. No-action was taken{o address .

the noted poor intake. The resident was noted to have ancther significant weight loss the next month.

3. [0.Reg. 79/10, . 69.1]

The licensee did not ensure that resident #05 was assessed using an interdisciplinary approach, and that actions were
taken and outcomes were evaluated after a significant weight loss of 7.8% over one month. Documentation did not
reflect that an interdisciplinary assessment, including an assessment of faciors contributing to the significant weight loss,
was completed by the interdisciplinary team. Staff interview confirmed that action was not taken by the home to address
the weight loss. Staff confirmed that a multidisciplinary assessment of the weight toss had not occurred and that a
dietary referral to the Registered Dietitian had not been initiated. The home's Weight Management policy and procedure
(LTC-H-340) stated that the Food Services Manager/Registered Diefitian (FSM/RD) would be notified of significant
weight change via the Nursing/Dietary Liaison Form completed by the Registered staff by the 15th of each month if the
FSM or RD had not already addressed the weight change. The Nursing/Dietary Lialson Form had not been completed,

despite the significant weight loss being identified on the weight exception form.

Additional Required Actions:

CO #- 001 will be served on the licensee. Refer to the “Order(s) of the Inspector”.
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WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care-
Specifically failed to comply with the foliowing 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). 0. Reg. 79/10, 5. 26 (4).
Findings/Faits saillants :
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[C.Reg. 79/10, s. 26(4)(b)] Previously issued September 28, 2011 as CO #002

1. The registered dietitian did not assess resident #03's hydration status and risks related to hydration.

a) At the nutritional review in an identified month in 2012, there was no mention of the resident's hydration status. Food
and fluid intake records for that month reflected the resident had not met their hydration requirement {minimum of
1500ml/day) on 31/31 days, with 24/31 days at less than 1000m! of fluid intake. According to the home's hydration
policy, a referral to the registered dietitian was to occur for 3 consecutive days of fluid intake 1000m| or less, however,
there were no referrals related to poor hydration nated in the resident's clinical record during that time, The diefitian
reviewed the resident related to poor skin integrity at the end of the month, however, there was no mention of the poor
hydration and interventions to address the poor hydration were not implemented. Prior o the nutritional review, the
resident also had fecal impaction, ongoing diarrhea, open areas on the skin (stage 2-3), fever, significant hypotension,
58% of meals the first 2 weeks of the month taken at 50% or less, however, there was no assassment of the resident's
hydration status in relation to any of the identified risk factors and in relation to fluid goals identified on the resident's plan
of care.

k) The resident continued with poor hydration for the next three months (80% of the time nct meeting hydration
requirement, 79% the next month, and 93% the subsequent month), without a referral to the registered diefitian for the
poor hydration and without an assessment by the registered dietitian of the ongoing poor hydration. In two of the three
months the resident was also noted to have urinary tract infections requiring antibictics.

¢) Al the Resident Assessment Protocol (RAP) for Nutritional Status, significant weight loss was noted, however, there
was no mention of an assessment of the resident's hydration in relation to their identified fluid goal and of the poor
hydration. Five out of seven days during the observation period the resident was not meeting their hydration
requirement.

d) The resident was reviewed by the registered dietitian again related to a skin tear, however, there was no assessment
of the ongoing poor hydration. The resident had not met their hydration requirement on 22/25 days prior to the distitian
review. Eleven of the 22 days had fluid intake less than 1000ml/day. No interventions were implemented to address the
poor hydration.

2. The registered dietitian did not assess the nutritional and hydration status for resident #04 after a significant change in
their food and fluid consumption.

a) The resident had a significant decrease in their food and fluid intake beginning three weeks prior to the quarterly
review, however, this was not assessed by the Regislered Dietitian in the Resident Assessment Protocol (RAP). The
notes by the registered dietitian stated the resident had good intake at breakfast and 50-75% consumption at the lunch
and supper meals. Foad and fiuid intake records reflected 89% of breakfasts were taken 1/2 or less (most were 1/4 or
refused); 84% of the lunch meals and 70% of supper meals taken 1/4 or less over the three week time frame. The
diefitian did not assess the significant decrease in food infake that occurred prior to the quarferly review and action was
nof taken to address the poor intake.

—b}y-TFheresidentalso-had-a-significant decrease-intheir-fluid-intake-during-the-same-time-period—Priorto-the-decrease;

the resident was consistently consuming more than 2000mlfday {goal for fluid intake was 1875ml/day), however, during
the identified fime frame the resident did not meet their hydration goal on any of the days monitored. The registered
dietitian did not assess the resident’s hydration status at the RAP; the RAP did not mention poor hydration and action
was not taken to address the decreased fluid intake.

3. The registered dietitian did not assess resident #01's hydration status, and risks related to hydration at the distary
review related to newly diagnosed diabetes. The resident's blood glucose was significantly elevated (registering H! on
the blood glucose meter), however, the review did not include an assessment of the resident's fluid intake or anything
related to the hydration status of the resident. An assessment of the resident's hydration requirements was not included
in the resident’s clinical health record {computer or paper copy on the floor), preventing early identification of risks related
to hydration, Hydration was not assessed/mentioned at subsequent nutritional reviews two and three months after the
first review.

Additional Required Actions:

CO # - 002 will be served on the licensee. Refer to the “Order(s) of the Inspector”,
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WN #3: The Licenses has failed to comply with LTCHA, 2007 $.0. 2007, c.§, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. {2} The licensee shall ensure that the care set out in the plan of care is based on an assessment of the
resident and the needs and preferences of that resident. 2007, c. 8, s. 6 (2).

5. 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 aspecis 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 :
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1. [LTCHA, 2007, 5.0. 2007, ¢.8, s. 6(7)] Previously issued January 28, 2011 as a VPC; February 28, 2011 as a VPC;
and June 22, 2011 as a CO.

The licensee did not ensure that the care set out in the plan of care for the following residents was provided to the
residents as specified in their plans:

a) The licensee did not ensure that the care set out in the plan of care for resident #09 was provided to the resident at
the lunch meal October 25, 2012. The resident had a plan of care requiring thickened consistency fluids and they were
at risk for aspiration pneumonia due to swallowing concerns. The resident was provided a consistency of fluids that was
thinner than required and the resident was coughing significantly while consuming the fluids. Staff interview/record
review confirmed that the resident required a thicker consistency of thickened fluids and staff confirmed that the fluids
the resident was consuming were able to be poured from the glass {not thick enough), creating a risk for aspiration
pneumonia.

b) Resident #08 had a plan of care requiring supervision and cueing at meals. The plan stated the resident would eat if
sandwiches were placed in thefr hand. At the lunch meat October 31, 2012, the resident's sandwich was not placed in
their hand untit after they were sitting at the table not eating for more than 10 minutes. Only towards the end of the meal
service did staff come and assist the resident with eating.

¢) Resident #06:

i} The resident was not provided with the level of assistance required for eating as identified in their plan of care. The
resident had a plan of care for constant supervision and encouragement with physical assistance if needed at all meals.
The resident sat sleeping in-front of their meal for over 10 minutes with no assistance provided by staff. The resident's
plate was removed without assistance being provided and the resident did not consume their meal.

ii) Resident #06 had a plan of care for the prevention of weight loss (resident was receiving nutritional supplementation
severat times daily and was several kilograms below their goal weight range), however, the resident was provided diet
juice at the observed lunch meal October 30, 2012.

d) The licensee did not ensure that the care set out for resident #07 was provided to the resident as specified in their
plan at the lunch meal October 30, 2012,

i) The resident had a plan of care that required double portions of meat at meals. At the observed lunch meal, the
resident received a singie portion of meat (sausage).

ity The plan of care stated to cut the resident's food up into bite sized pieces, however, the resident received whole
pancakes and sausage that was not cut up for the resident.

iii} The plan of care indicated the resident required encouragement at meals, however, the resident sat in-front of their
hat meal for more than 15 minutes without encouragement or assistance by staff, The resident had their eyes closed at
the table.

@) Resident #03:

i) The resident had a plan of care that required high protein milk, however, this was not provided to the resident at the
lunch meal October 30, 2012. The diet list had not been updated to reflect the requirement for high protein milk. Staff
serving the lunch meal were not aware that the resident requirement high protein milk at the meal.

ii} The resident had a plan of care that stated double portions of meat at meals, however, the resident was provided only
a single portion of meal (sausage) at the obhsserved lunch meal October 30, 2012, Staff interview confirmed the resident
was not pravided the double portion of meat by error.

2. [LTCHA, 2007, 3.0. 2007, ¢.8, s. 6(4)}a)]

Not all staff involved in the different aspects of care collaborated with each other in the assessment of resident #03 so
that their assessments were integrated, consistent with and complemented each other.

a} Progress notes completed by nursing staff on two specified days in one month, stated that resident #03 was drinking
well. Food and fiuid intake records, completed by the Personal Support Werkers (PSW)s, indicated the resident was not
drinking well (750ml, same as the day prior; 625ml and 750ml the day prior). The resident required a minimum of. 1500m|
as indicated on their plan of care. Information in the progress notes and on the focd and fluid intake records was not
consistent in the assessment of the resident's hydration status.

b) A progress note completed on a specified date the next month stated the resident was drinking well. Information
completed bv PSW staff indicated the resident was not drinking well {the resident had not met their hvdration
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requirement on the four days prior to the progress note. Information in the progress notes and in the food and fluid intake
records was not consistent in the assessment of the resident's hydration status.

3. [LTCHA, 2007, S.0. 2007, ¢.8, 5. 6(2})]

The plan of care for resident #05 was not based on an assessment of the resident's needs and preferences. The
resident had a diagnosis of diabetes requiring medication and had a preference for skipping the breakfast meal. The
resident's nufrifional plan of ¢care did not include this preference with strategies to ensure the resident's nutrition and
hydration requirements were met with the skipped meal. Staff interview confirmed that staff were aware the resident did
not attend the breakfast meal. The resident was not consistently meeting their hydration requirement for the past two
months.

Additional Required Actions:
CO # - 003 will be served on the licensee. Refer to the “Order(s) of the Inspector”.
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 with LTCHA, 2007, 8.0. 2007, ¢.8, 5. 6
(4)(a), to be implemented voluntarily.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc,, to be foilowed, and records
Specifically failed to comply with the following subsections:

s. 8. {1) Where the Act or this Regtilation requires the licensee of a long-term care home to have, institute or
otherwise put in place any plan, policy, protocol, procedure, strategy or system, the licensee is required to
ensure 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. ©. Reg. 79/10, s. 8 {1).

Findings/Faits saillants :
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1. [O.Reg. 7910, s. 8(1)(b)] Previously issued June 22, 2011 as a WN, and September 28, 2011 as a VPC.

1. The licensee did not ensure that the home's hydration policy (LTC-H-130-ON) was complied with by staff in the care of
residents #03 and #05. The policy stated that when a resident consumed less than 1000mi of fluid per day for three
consecutive days, the Nurse/designate would notify the Physician/Nurse Practitioner and the Registered
Diefitian/designate using the Nursing Dietary Liaison Tool,

a) Resident #05 had three consecutive days where their fluld intake was less than 1L (620mi, 870ml, 245ml), however, a
Nursing Dietary Liaison Tool was not completed to notify the Bietitian of the poor hydration (as per direction in the
policy}. The resident had not mat their hydration requirements on any day except two over a two month perfod. Staff
interview confirmed a dietary referral was not completed.

b)Resident #03 consumed less than 1000m! of fluid per day on numerous consecutive days without referral to the
Regisiered Dietitian as per the home's policy. The resident cansumed less than 1000ml/day on 22 consecutive days in
one month, and three consecutive days another month, without the completion of a Nursing Dietary Liaison Toal and
referral to the registered dietitian for assessment.

2. The licensee did not ensure that the home's "Resident's Weight and Height" policy (LTC-H-340) was complied with by
staff providing care to residents #05, #04, #03, and #02.

a) Resident #05 had a documented significant weight loss of 7.8% over one month, however, there was no re-weigh to
verify the accuracy of the significant weight loss and no referral to the Diefitian using the Nursing/Dietary Liaison Tool.
The policy stated that re-weighs would be complsted immediately and the Nursing/Dietary Liaison Tool would be
completed and sent to the Dietitian by the 15th of the month. A re-weigh was not completed until after the weight loss
was identified by the inspectar towards the end of the month.

b) The policy stated that the Food Service Manager (FSM) / Registered Deititian (RD} would be notified of significant
weight changes via the Nursing/Dietary Liaison Form completed by Registered staff by the 15th of the month. A referral
to the FSM/RD was nat completed for a significant weight loss of 7.8% over one month for resident #04. Staff confirmed
that a Nursing/Dietary Liaison Form had not been completed by October 15th for the weight loss, as per the home's
palicy.

¢) The palicy stated that if a resident's weight loss or gain was 2.0kg or greater from the preceding month, a re-weigh
would be completed immediately and documented an the Monthly Blood Pressure and Weight Record. Staif confirmed
that a re-weigh did not occur for resident #03 after a weight gain of 2.3kg noted over one month. A re-weigh did not
occur untif the 26th of the month.

d} The policy stated that the Food Services Manager (FSM)/Registered Distitian (RD) would be notified of the weight
change via the Nursing/Dietary Liaison Form completed by Registered staff by the 15th of the month if the FSM or RD
had not already addressed the weight change. Resident #02 had a significant weight loss noted in the computer over
one month. A referral to the Registered Dietitian, through the Nursing/Dietary Liaison Form, was not completed by
.. Registered staff untii the 23rd, resulting.in_a delay in_follow up.- The Registered Dietitian-was_unable.tofollow.up-until the
next month.

3. The licensee did not ensure that the home's policy related to completion of documentation was complied with by staff
providing care to resident #03.

a) The Administrator and Assistant Director of Care confirmed that home's policy for documentation of food and fluid
intake was to complete the intake records as close as possible to the meal and snack service. It was identified that all
breakfast and morning snack information should be in the food and fluid intake records by 0930 hours.

b) The food and fluid intake records for resident #03 were observed at 1130 hours on October 30, 2012 and did not
contain any information related to the breakfast and morning snack pass (records were blank).

¢) Staff interview confirmed the records were not completed as per direction from the home's Administrator.
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, s.152(2} the licensee is hereby
requested to prepare a written plan of correction for achieving compliance with ensuring that where the Act or
this Regulation requires the licensee of a long-term care home to have, institute or otherwise put in place any
plan, policy, protocol, procedure, strategy or system, the licensee is required to ensure that the plan, policy,
protocol, procedure, strategy or system, is complied with, to be implemented voluntarily.

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 68. Nutrition care and hydration programs
Specifically failed to comply with the following subsections:

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;

(b) the identification of any risks related to nutrition care and dietary services and hydration;

(c) the implementation of interventions te mitigate and manage those risks;

(d) a system to monitor and evajuate the food and fluid intake of residents with identified risks related to
nutrition and hydration; and

(e} a weight monitoring system to measure and record with respect to each resident,

(i) weight on admission and monthly thereafter, and

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

Findings/Faits saillants :

1. {0.Reg. 7910, s. 88(2){(d)]

A systern to moniter resident #05's food and fluid intake was in place, however, the system did not evaluate and identify
risks related to nutrition and hydration.

a) Resident #05 had a plan of care requiring a fluid intake of 2150ml/day. The resident did not meet their hydration
requirement on any day except two, over two months. An evaluaticon of the poor hydration did not occur, the risks related
to the poor hydration were not identified, there was no referral to the Regislered Dietitian for an assessment of the poar
hydration, and interventions ta correct the paor hydration were not implemented during the two month pariod. The
resident was noted te have a urinary tract infection and high blood glucose due to a diagnosis of diabetes.

2.[O.Reg. 79/10, s. 68(2){d}]

A system was in place to monitor the fluid intake of resident #04, however, a system that evaluated the resident's fluid
intake and identified risks related to hydration, was not in place over a three week period. The food and fluid intake
maonitoring records showed the resident had a significant decrease in their hydration (almost 0% reduction) and they did
~—not meet their-hydration requirement (1875ml/day) on-any day during this time frame:—An interdisciplinary assessment
of the poor hydration did not occur and interventions to address the poor hydration were not implemented.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0, 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance with ensuring that the nutrition and

hydration program includes a system to monitor and evaluate the food and fluid intake of residents with
identified risks related to nutrition and hydration, to be implemented voluntarily.

lssued on this  19th day of November, 2012
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