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The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): July 15, 16, 2013

During the course of the inspection, the inspector(s) spoke with Administrator,
the Director of Care(DOC), registered staff, Personal Support Workers (PSWSs),
the Registered Dietitian, Food Service Manager, and residents.

During the course of the inspection, the inspector(s) Observed meal service in
one home area, reviewed health records and policies and procedures specific to
nutrition and hydration, and staff orientation/training.

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

Findings of Non-Compliance were found during this inspection.
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WN #1: 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. (11) When a resident is reassessed and the plan of care reviewed and
revised,

(a) subsections (4) and (5) apply, with necessary modifications, with respect to
the reassessment and revision; and 2007, c. 8, s. 6 (11).

(b) if the plan of care is being revised because care set out in the plan has not
been effective, the licensee shall ensure that different approaches are
considered in the revision of the plan of care. 2007, c. 8, s. 6 (11).

Findings/Faits saillants :
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1. Resident #0001 had a Full Minimum Data Set (MDS) Annual Review Assessment
conducted on May 2013. This assessment identified that the resident had changes in
weight. The progress notes and the Interdisciplinary Care Conference notes dated
May 2013 documented by the registered dietitian identified that the resident had an
unplanned weight change of 2 kg in one month and the Basal Metabolic Index (BMI)
was 31.8. The Active plan of care for the resident indicated the goal was to prevent

- weight change from 100kg. The weights recorded in Point Click Care were reviewed
and identified the resident had a significant weight change since the admission.
Interview with the registered dietitian confirmed that the resident has had a significant
undesirable weight change. The intervention to prevent weight change was not
effective and alternative approaches/strategies were not considered. [s. 6. (11) (b)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents

Specifically failed to comply with the following:

s. 107. (3) The licensee shall ensure that the Director is informed of the
following incidents in the home no later than one business day after the
occurrence of the incident, followed by the report required under subsection
(4): _ . :

4. An injury in respect of which a person is taken to hospital. O. Reg. 79/10, s.’
107 (3).

Findings/Faits saillants :

1. The licensee did not inform the Director within one business day after the
occurrence of an incident. Interview with the Director of Care confirmed that an
incident did occur. The Emergency service was called and the resident was
transferred to the hospital. The report was sent o the Director, however, the home did
not inform the Director within one business day after the occurrence of the incident. [s.
107. (3) 4.]
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Issued on this 19th day of August, 2013

Signature of Inspector(s)/Signature de Finspecteur ou des inspecteurs
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