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

During the course of the inspection, the inspector(s) spoke with Adminirstrator, Director of Care (DOC) and
Registered Staff related to Critical Incident inspection H-001815-11.

During the course of the inspection, the inspector(s) Reviewed resident’s clinical chart, reviewed home's policy
and procedure related to Falls Prevention, reviewed internal incident and investigation reports, observed care,
toured the home, and observed staff in routine duties. ’

The following Inspection Protocols were used during this inspection:
Falls Prevention ‘

Findings of Non-Compliance were found during this inspection.

- NON-COMPLIANCE / NON-RESPECT DE3 EXIGENGES

Page {of 2



Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection
the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue
WN - -Wniten Nohf cailon o S ERe, TWN = Avis écrit
VPC - . Voluntary Plan of Correction - - P |VPC = Plande redressement volontaire

_ . |DR = “Alguillage au directeur
CO — - Compliance Order TR S R 2| CO = -Ordre de conformité : .
WAO — Work and Activity Order. 1" WAQ = Ordres ; travaux et activités

Non- comp]lance with requirements’ under 1he Long-Term Care .{Le non- respect des extgences de la Loi de 2007 sur les foyers de
Homes Act, 2007 (LTCHA) was found. (A requirement under the]soins de longue durée (LFSLD) a été constaté. {Une exigence de la
1.TCHA includes the requirements contained in the ftems listed injloi comprend les exigences qui font partie des élements énumérés
the definition of "requtrement under ih:s Act" in subsectlon 2(1) ‘|dans la définition de « ex[gence prévue par la présente tor »,au.
oftheLTCHA) T e paragrapheZ(1)deiaLFSLD .

DR - “:Director Referral -

The fo[lowmg conshtutes wntten notn‘” catnon of non- comp[:ance Ce qui suut constltue un avis ecnt de non respect aux termes du '
under paragraph 1 of sectton 152 of the LTCHA PUETIDERE paragraphe 1de I artu:le 152 dela E.FSLD s

WN #1; The Licensee has failed to compiy with LTCHA, 2007 S.O, 2007, c.8, s, 6. Plan of care
Specifically failed to comply with the fol[owir_lg subsections:

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 :

1. The home failed to provide the care set out in resident's plan of care as specified in the plan. In 2011 an identifled
resident had a fall after being transferred to bed by the staff, and was sent to hospital for further assessment. The
resident subsequently passed away in hospital. The resident’s plan of care indicated the resident is to have a bed alarm
while in bed to minimize and reduce falls, however af the time of the fall, the bed a!arm was not in place.

Additional Requ;red Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure the home provides the care
set out in the plan of care to residents as specified in the plan, to be implemented voluntarily.

Issued on this 28th day of November, 2011

E Ispt)]inafure de Iipteur ou des inspecteurs

Page 2 of 2



