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	Inspection Summary/Sommaire d’inspection

	REVISED FOR PURPOSES OF PUBLICATION

The purpose of this inspection was to conduct a complaint inspection related to the home not supplying wound treatment supplies.
During the course of the inspection, the inspector spoke with: Registered Nursing staff, Personal Support Workers (PSW), the Dietitian, the Food Service Supervisor (FSS), dietary staff, the Environmental Manager, and residents.
During the course of the inspection, the inspector:  conducted a walk through of all resident home areas and various common areas, observed residents, observed staff practices and interactions with resident, reviewed the health care record of residents, and examined accessibility to wound care supplies and the treatment room during the home’s ongoing renovations.

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

Resident Charges 

Findings of Non-Compliance were found during this inspection.   The following action was taken: 
14 WN

14 VPC





	NON- COMPLIANCE / (Non-respectés)

	Definitions/Définitions

WN –   Written Notifications/Avis écrit     

VPC –  Voluntary Plan of Correction/Plan de redressement volontaire        

DR –    Director Referral/Régisseur envoyé
CO –    Compliance Order/Ordres de conformité         

WAO – Work and Activity Order/Ordres: travaux et activités

	The following constitutes written notification of non-compliance under paragraph 1 of section 152 of the LTCHA.

Non-compliance with requirements under the Long-Term Care Homes Act, 2007 (LTCHA) was found.  (A requirement under the LTCHA includes the requirements contained in the items listed in the definition of "requirement under this Act" in subsection 2(1) of the LTCHA.)  
	Le suivant constituer un avis d’écrit de l’exigence prévue le paragraphe 1 de section 152 de les foyers de soins de longue durée.

Non-respect avec les exigences sur le Loi de 2007 les foyers de soins de longue durée à trouvé. (Une exigence dans le loi comprend les exigences contenues dans les points énumérés dans la définition de "exigence prévue par la présente loi” au paragraphe 2(1) de la loi. 


	WN #1:  The Licensee has failed to comply with LTCHA 2007, S.O. 2007,c.8,s. s15(2)

Every licensee of a long-term care home shall ensure that, 
(a) the home, furnishings and equipment are kept clean and sanitary;



	Findings:

· A resident’s wheelchair was checked by inspector 158 on November 9/10 at 2:45 pm. The back lumbar cushion cover of the wheel chair was foul smelling, heavily stained and wet.

· The PSW reported to inspector 158 on November 9/10 that there is no schedule of routine cleaning of wheel chair cushion covers.
· The home did not keep a resident’s equipment clean or sanitary. 


	Inspector ID #:
	158

	VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that a schedule of routine cleaning of all resident wheel chairs, including cushion covers is developed and implemented, to be implemented voluntarily.


	WN #2:  The Licensee has failed to comply with LTCHA 2007, S.O. 2007, c. 8, s. 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, 
(c) clear directions to staff and others who provide direct care to the resident.  


	Findings:
· A resident’s care plan was reviewed by inspector 158 on November 8/10.
· The care plan stated that this resident was not toileted. The care plan also stated the resident required total assistance of two staff with toileting.

· The resident’s continence care plan only identified one of the two interventions related to continence care.
· Other interventions related to the resident’s wound were not identified in the plan of care.

· The interventions to manage the wound care were not identified in the care plan. 

· The plan of care for this resident did not set out clear directions to staff who provide direct care. to the resident.
     

	Inspector ID #:
	158

	Additional Required Actions: 
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that the written plan of care for residents sets out clear direction to staff who provide direct care to them, to be implemented voluntarily.

	WN #3:  The Licensee has failed to comply with LTCHA 2007, S.O. 2007, c. 8, 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, 
(b) the resident's care needs change or care set out in the plan is no longer necessary; 



	Findings:

· A resident’s plan of care was reviewed by the inspector on November 9/10.

· The progress notes identified that the resident was diagnosed with two specific conditions.
· The resident’s care plan did not identify interventions used to manage either of these two conditions.
· The resident’s care plan did not identify interventions used to treat or manage new wounds the resident developed.
· The RAI/MDS coordinator confirmed that that a significant change assessment was not completed for this resident with regards to the above when interviewed by inspector 158 on November 9/10.
· The RAI/MDS coordinator confirmed on November 9/10 that this resident’s care plan was not revised.

· This resident’s plan of care was not revised when their care needs changed.

  

	Inspector ID #:
	158

	Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that resident’s plans of care are revised to reflect their reassessed needs, to be implemented voluntarily.


	WN # 4:  The Licensee has failed to comply with LTCHA 2007, S.O. 2007, c. 8, 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, 
(b) in the development and implementation of the plan of care so that different aspects are integrated and are consistent with and complement each other.

	Findings:

· On November 9/10, the inspector reviewed the physiotherapist’s progress notes. Interventions identified by the physiotherapist to monitor a resident for “pressure sore development” and to monitor the adjustments in the resident seating tolerance were not implemented in the resident’s care plan. 

· The Registered staff and PSW working on November 9/10 were not aware of the above physiotherapist’s interventions when interviewed by inspector 158 on November 9/10.

· The physiotherapist and Registered staff did not collaborate in the development or implementation of this resident’s care plan.
.

	Inspector ID #:
	158

	VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that the different aspects of care provided to residents by the physiotherapy staff are integrated and consistent in their plan of care, to be implemented voluntarily.

	WN # 5:  The Licensee has failed to comply with LTCHA 2007, S.O. 2007, c.8, s. 6 (8) 

The licensee shall ensure that the staff and others who provide direct care to a resident are kept aware of the contents of the resident’s plan of care and have convenient and immediate access to it.            

                

	Findings:
· A resident’s progress notes reviewed by inspector 158 on November 9/11 identified that they were diagnosed with a wound infection in 2010.
· The PSW providing personal care to this resident and the housekeeper cleaning the resident’s room were unaware of the resident’s wound infection when interviewed by inspector 158 on November 9/10.
· Staff and others who provide direct care to this resident were not kept aware of the contents of their plan of care.



	Inspector ID #:
	158

	VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that the staff providing direct care to residents are kept aware of their current care needs, to be implemented voluntarily.

	WN # 6:  The Licensee has failed to comply with  O Reg.79/10, s. 221 (1) 
2. 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: Skin and wound care.


	Findings:

· It was reported to inspector 158 on November 10/10 by a RPN that they had not received any wound care training from the home since they were hired.
· The staff training and in-service records from August to November 10/10 were reviewed by inspector 158 on November 9/10. The records do not show any recent training provided to the staff.


	Inspector ID #:
	158

	Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that wound care training will be provided to all staff providing direct care to residents, to be implemented voluntarily.


	WN # 7:  The Licensee has failed to comply with O Reg.79/10, s. 48 (1) 
Every licensee of a long-term care home shall ensure that the following interdisciplinary programs are developed and implemented in the home: 
2. A skin and wound care program to promote skin integrity, prevent the development of wounds and pressure ulcers, and provide effective skin and wound care interventions.


	Findings:
· The wound care management binder provided to inspector 158 by the DOC on November 8/10 included only photo-copied wound care standards from the Ministry’s former Long Term Care Program Manual.
· Interventions to promote skin integrity, prevent development of wounds and pressure ulcers and provide effective skin care were not included in the wound management binder given to the inspector 158 on November 8/10.
· Dietary and Physiotherapy interventions to promote skin integrity, prevent development of wounds and pressure ulcers and provide effective skin care were not included the wound management binder given to the inspector 158 on November 8/10.
· A skin and wound care program to promote skin integrity, prevent the development of wounds and pressure ulcers, and provide effective skin and wound care interventions was not developed.



	Inspector ID #:
	158

	Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152 (2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that an interdisciplinary skin and wound care program will be developed and implemented to promote skin integrity, prevent the development of wounds and pressure ulcers and provide effective skin care and wound care interventions, to be implemented voluntarily.


	WN # 8:  The Licensee has failed to comply with O Reg.79/10, s.50 (1)
1. The skin and wound care program must, at a minimum, provide for the following: The provision of routine skin care to maintain skin integrity and prevent wounds. 

	Findings:

· The wound care management binder provided to inspector 158 by the DOC on November 8/10 included only photo-copied wound care standards from the Ministry’s former Long Term Care Program Manual

· Interventions to provide routine skin care to maintain skin integrity and prevent wounds were not included in the wound management binder given to inspector 158.



	Inspector ID #:
	158

	Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152 (2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that the skin and wound care program provides the provision of routine skin care to maintain skin integrity and prevent wounds, to be implemented voluntarily.


	WN # 9:  The Licensee has failed to comply with O Reg.79/10, s.50 (1) 2 The skin and wound care program, must at a minimum, provide for the following: Strategies to promote resident comfort and mobility and promote the prevention of infection, including the monitoring of residents.



	Findings:

· Strategies to promote the prevention of infection were not provided as per the following;

- A RN informed inspector 158 on November 8/10 that the staff is unable to autoclave metal wound care equipment on night shift and on evening shift as they do not have access to the treatment room which is located in the locked area under renovations. 

- The RN indicated to the inspector on November 9/10 that there were no sterile gloves available in the home. The inspector was able to locate sterile gloves in the maintenance room located in the basement of the home but the gloves were not readily available on the units.
- The DOC was interviewed by inspector 158 on November 10/10 and stated that pre-packaged sterile wound care dressing supplies were ordered by the DOC prior to the renovations, however only 2 dressing packages were delivered and the DOC did not order more. 

- The inspector observed on November 10/10 that that two used metal dressing trays with forceps were soaking in an aseptic smelling solution in the sink located in the nursing station. Adjacent to these trays were eating utensils.

- The RN confirmed during the interview with the inspector that the trays in the sink were used for a resident’s wound care dressing change.

- It was observed by inspector 158 on November 8/10 that a pad usually used for continence care covered a resident’s wound which was oozing fluid. 
· Prevention of infection was not promoted as indicated by the October 2010 infection in the resident’s wound.



	Inspector ID #:
	158

	Additional Required Actions: 
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that strategies are developed to promote the prevention of infection for residents, to be implemented voluntarily.



	WN #10:  The Licensee has failed to comply with O Reg.79/10, s. 50(1)3 

The skin and wound care program must, at a minimum, provide for the following: Strategies to transfer and position residents to reduce and prevent skin breakdown and reduce and relieve pressure, including the use of equipment, supplies, devices and positioning aids.


	Findings:

· The wound care management binder provided to inspector 158 by the DOC on November 8, 2010 included only copied wound care standards from the previous Long Term Care Program Manual.
· Interventions to promote skin integrity, prevent development of wounds and pressure ulcers and provide effective skin care were not included.

· It was observed by inspector 158 that a resident lay in bed on the left side from 13:30h to 16:00h on November 8/10 without the staff's intervening to change the resident’s position.

· A resident was observed by inspector 158 seated in the wheel chair from 10:30h until 14:30h on November 9/10 without being re-positioned. 



	Inspector ID #:
	158

	Additional Required Actions: 
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152 (2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that the skin and wound care program will include strategies to transfer and position residents and include the use of equipment, supplies, devices and positioning aids that will reduce and relieve pressure, to be implemented voluntarily.


	WN #11:  The Licensee has failed to comply with O Reg.79/10, s. 50(1)4 
The skin and wound care program must, at a minimum, provide for the following: Treatments and interventions, including physiotherapy and nutrition care.


	Findings:
· The wound care management binder provided to inspector 158 by the DOC on November 8/10 included only photo-copied wound care standards from the Ministry’s former Long Term Care Program Manual

· Dietary and Physiotherapy interventions to promote skin integrity, prevent development of wounds and pressure ulcers and provide effective skin care were not included the wound management binder. 


	Inspector ID #:
	158

	Additional Required Actions: 
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152 (2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that the skin and wound care program will be include physiotherapy and nutritional interventions, to be implemented voluntarily.


	WN #12: The Licensee has failed to comply with O Reg.79/10, s 50 (2) (b) (ii)

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



	Findings:

· A resident’s "air mattress" which lies on top of another mattress was not inflated as observed by inspector 158 on November 9/10.

· It was observed by inspector 158 that this resident lay in bed on the left side from 13:30h to 16:00h on November 8/10 without the staff's intervening to change his position. 

· It was observed by inspector 158 on November 8/10 that a pad usually used for continence care covered this resident’s wound which was oozing fluid. 
· Three separate medications for the resident’s wounds were not available for 14 days.
· A medication used for a resident’s wounds was signed as done for this resident however, there was no order for this treatment.
· This resident’s weekly wound assessments for four months indicated that all wounds had deteriorated rather than begun to heal.

· Infection was not prevented as indicated by the infection in one of the resident’s wounds.
· Immediate treatment and interventions to promote healing and prevent infection were not provided to a resident.


	Inspector ID #:
	158

	Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that residents receive the treatment and interventions to promote healing and prevent infection, to be implemented voluntarily.


	WN #13:  The Licensee has failed to comply with O Reg.79/10, s. 50(2) (b)(iii)
 Every licensee of a long-term care home shall ensure that,

 a resident exhibiting altered skin integrity, including skin breakdown, pressure ulcers, skin tears or wounds, 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,

	Findings:

· The dietician’s progress notes for a resident were reviewed by inspector 158 on November 9/10. The nutritional intervention “addition of a protein into the resident’s mealtime beverage” ordered by the dietician was not identified in the resident’s care plan. 
· The diet sheet used by staff to serve the resident’s meals and snacks did not identify the above protein order.

· This resident was observed by inspector 158 on November 9/10 to receive a liquid supplement with their noon meal. This supplement was not ordered by the dietician.
· The FSS indicated to the inspector during the November 9/10 interview that an attempt to add supplements was tried but the resident refused the protein.

· The above refusal of the protein was not reflected in the resident’s care plan.

· The dietician’s assessed changes to this resident’s plan of care were not implemented


	Inspector ID #:
	158

	Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152 (2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that any changes to resident’s plan of care related to their assessed nutritional and hydration need is implemented, to be implemented voluntarily.


	WN #14:  The Licensee has failed to comply with O Reg.79/10, s. 50(2) (c) Every licensee of a long-term care home shall ensure that,
(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; 
.

	Findings:

· Treatment Administration Records (TARS) for a resident were reviewed by inspector 158 on November 10/10 and identified that three separate medications for a resident’s wounds were not available for 14 days, as per signage.

·  A RN informed inspector 158 on November 8/10 that treatment supplies such as sterile wound care dressing trays and equipment were not available on November 8/10 for the evening wound treatments. 
· A RN informed inspector 158 on November 8/10 that the staff is unable to autoclave metal wound care equipment on night shift and on evening shift as they do not have access to the treatment room which is located in the locked area under renovations. 

· A RN indicated to the inspector on November 9/10 that there were no sterile gloves available in the home. Inspector was able to locate sterile gloves in the maintenance room located in the basement of the home but the gloves were not readily available on the units.
· The DOC was interviewed by inspector 158 on November 10/10.  Pre-packaged sterile wound care dressing supplies were ordered by the DOC prior to the renovations, however only 2 dressing packages were delivered and the DOC did not order more. 

· Wound care equipment and supplies were not readily available in the home on November 8, 9 and 10/10.


	Inspector ID #:
	158

	Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby requested to prepare a written plan of correction for achieving compliance ensuring that all wound care supplies to treat residents’ wounds are readily available, to be implemented voluntarily.



	Signature of Licensee or Representative of Licensee
Signature du Titulaire du représentant désigné 


	Signature of Health System Accountability and Performance Division representative/Signature du (de la) représentant(e) de la Division de la responsabilisation et de la performance du système de santé.



	Title:                                                        Date: 


	Date of Report: (if different from date(s) of inspection).
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