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

This inspection was conducted on the foliowmg date(s): October 8, 9, 10 and 11,
2013

H-000641-13

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care (DOC), Assistance Director of Care (ADOC), Skin and Wound
Coordinator and Registered Staff.

During the course of the inspection, the inspector(s) reviewed resident’s clinical
chart, home's internal investigation notes, Community Care Access Center
(CCAC) admission package, home's policy and procedure related to Skm and
Wound Management.

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

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

Spec;frcally 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 compiement 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. (5) The licensee shall ensure that the resident, the resident’s substitute
decision-maker, if any, and any other persons designated by the resident or
substitute decision-maker are given an opportunity to participate fully in the
development and implementation of the resident’s plan of care. 2007,¢.8,s. 6

().

Findings/Faits saillants : |
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1. The licensee failed to ensure that the staff and others involved in the different
aspects of care of the resident collaborate with each other, 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.

Review of resident #101 clinical records, interview with the registered staff confirmed
that the resident was assessed at the time of admission to be at high risk for further
skin breakdown.

However, there are no documented evidence to support that the registered staff
collaborated with each other or with the skin and wound coordinator in the
development and implementation of the plan of care for the resident related to the
resident's compromised skin integrity so that different aspects of care are integrated
and are consistent with and complement each other. Therefore, there were no further
reassessment or interventions put in place by the registered staff related to minimizing
the resident's risk of skin breakdown, which resulted in further deterioration of the
resident's skin. [s. 6. (4) (b)]

2. The licensee failed to ensure that the resident, the resident's substitute decision-
maker (SDMj), if any, and any other persons designated by the resident or substitute
~decision-maker are given an opportunity to partICIpate fully in the development and
implementation of the resident’s plan of care.

Review of resident #101 clinical records, home's internal investigation notes and
interview with the DOC and and registered staff confirmed at the time of admission to
be at high risk for further skin breakdown.

During the course of the resident's stay at the home, there are no documented
evidence to substantiate the resident's SDM was given the opportunity to participate
fully in the development and implementation of the resident’s plan of care related to
the resident's skin and wound management. According to written documentation
received by the home, the SDM was not aware of the resident's skin condition. [s. 6.

()]
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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 staff and others involved in the
different aspects of care of the resident collaborate with each other, 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 and that the resident, the resident’s substitute decision-maker, if any, and
any other persons designated by the resident or substitute decision-maker are
given an opportunity to participate fully in the development and implementation
of the resident’s plan of care, to be implemented voluntarily.

Issued on this 30th day of October, 2013

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

Lalh Newel
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