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TORONTO LONG-TERM CARE HOMES AND SERVICES
55 JOHN STREET. METRO HALL, 11th FLOOR, TORONTO. ON, M5V-3C86

Long-Term Care Home/Foyer de soins de longue durée

CUMMER LODGE
205 CUMMER AVENUE, NORTH YORK, ON, M2M-2E8

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
VALERIE JOHNSTON (202) _

. Inspéction Summary/Résumé de 'inspecti

The purpose of this inspection was to conduct a Complaint inspection.

Buring the course of the inspection, the inspector(s) spoke with Administrator, Assistant Administrator, Nurse
Managers, Registered Staff, Personal Care Aides, Private Care Giver

During the course of the inspection, the inspector(s) observed the provision of care to residents, reviewed
clinical health records, reviewed home policies Falls Prevention and Management and Management of Pain:
Assessment, Goals, Strategies and Evaluation

The following Inspection Protocoils were used during this inspection:
Falls Prevention

Findings of Non-Cempliance were found during this inspection.
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WN #1 The Licensee has failed to comply w1th LTCHA, 2007 5.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

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 fime when,

(a) a goal in the plan is met;

{b} the resident’s care needs change or care set out in the plan is no longer necessary; or

{c) care set out in the plan has not been effective. 2007, c. 8, s. 6 {10).

Findings/Faits saillants :
1. The licensee failed to ensure that resident A and resident B were reassessed and the plan of care reviewed and
revised when the care set cut in the plan of care had not been effeclive. [5.6.(10)¢)]

Resident A's written plan of care identifies this resident as high risk for falls, uses a wheelchair for ambulation and
requires staif assistance for all transfers.

Clinical record review for resident A indicated that this resident fell on December 31, 2011, January 28, February 08, 17,
March 21, 27, April 21, 30, May 01 at 15:45 hours and 17:15 hours, May 15, 28, and June 09, 2012, Clinical record
review and staff interview revealed that resident A was not reassessed or the care plan reviewed and revised when the
care set out in the plan of care had not been effective. [5.6.(10)(c))

Resident B's written plan of care identifies this resident as high risk for falls, uses a wheelchair for ambulation and
requires staff assistance for all transfers.

Clinical record review for resident B revealed that this resident fell on January 17, 25, 28, February 1, 3, 4, 7, 10, 25, 26,
March 03, 10, 14, 26, 26, April 09, 30, May 21, 23, 28, 2012. Staff interview and clinical record review revealed that
resident B was not reassessed or the care plan reviewed and revised when the care set out in the plan of care had not
been eifective. [5.6.(10){c)].

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 5.152(2) the licensee is hereby
requested fo prepare a written plan of correction for achieving compliance to ensure that residents are
reassessed and the care plan reviewed and revised when the care set out in the plan has not been effective, to

be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to be followed, and records
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Specifically failed to comply with the following subsections:

s. 8. {1) 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,

(a) is in compliance with and is implemented in accordance with applicable requirements under the Act; and
(b} is complied with. O. Reg. 79/10, s. 8 {1}).

Findings/Faits saillants :

1. The licensee failed to ensure that the home's Falls Prevention and Management Policy RC-0518-21 March 01, 2012 is
implemented and complied with. [s.B.(1)}{a}b)]

The home's written policy Falls Prevention and Management RC-0518-21 March 01, 2012 directs staff to complete a
Post Fall Assessment Huddle after a resident has fallen and to document the resident’s health status every 8 hours for

24 hours proceeding a fall.

Through staff interviews it was identified that staff had no knowledge that a Post Fall Assessment Huddle was lo be
completed for each resident that has fallen as directed in the home's Falls Prevention and Management policy RC-0518-
21 March 01, 2012.{s.8.(1)a)]

The Nurse Manager revealed in an interview that the Post Fall Assessment Huddle had not been implemented in the
home in accordance to home's Falls Prevention and Management policy RC-0518-21 March 01, 2012. [s.8.(1}a)].

Clinical record review and staff interview revealed that resident’s health status post fall has not been documented every
8 hours for 24 hours after a resident has fallen in accordance to the home's Falls Prevention and Management policy.

[5.8.(1)(b)]
Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, s.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance fo ensure the home's Falls
Prevention and Management policy is put in place and complied with, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 49. Falls prevention and management
Specifically failed to comply with the following subsections:

s. 49, (2) Every licensee of a long-term care home shall ensure that when a resident has fallen, the resident is
assessed and that where the condition or circumstances of the resident require, a post-fall assessment is
conducted using a clinically appropriate assessment instrument that is specifically designed for falls. O. Req.
79/10, s. 49 (2).

Findings/Faits saillants :
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1. The licensee failed to ensure that when a resident has fallen is assessed and a post-fall assessment conducted using
a clinically appropriate assessment instrument that is specifically designed for falls. [5.49.(2)].

Resident A's written plan of care identifies this resident as high risk for falls, uses a wheelchair for ambulation and
requires staff assistance for all transfers.

Clinical record review for resident A indicated that he fell on December 31, 2011, January 26, February 08, 17, March
21, 27, April 21, 30, May 01 at 15:45 hours and 17:15 hours, May 15, 28, and June 08, 2012, Clinical record review and
staif interview revealed that resident A was not assessed after any fall using a clinically appropriate assessment
instrument specifically designed for falls. [s .49.(2)].

Resident B's written plan of care identifies this resident as high risk for falls, uses a wheelchair for ambulation and
requires staff assistance for all transfers.

Clinical record review for resident B revealed that this resident fell on January 17, 25, 28, February 1, 3,4, 7, 10, 25, 26,
March 03, 10, 14, 28, 26, April 09, 30, May 21, 23, 28, 2012. Clinical record review and staff interview revealed that
resident B was not assessed after any fall using a clinically appropriate assessment instrument spec&f cally designed for
falls.

Resident C's written plan of care identifies this resident as having an unsteady gait, uses a walker for ambulation and
requires staff assistance for all transfers.

Clinical record review for resident C revealed that this resident fell on April 28, May 31, and June 10, 2012. Clinical
record review and staff interview revealed that resident C was not assessed after any fall using a clinically appropriate
assessment instrument specifically designed for falls.[s.49.(2)]

An interview with the Nurse Manager confirmed that the home has not implemented a clinically appropriate assessment
instrument specifically designed for falls. [5.49.{2)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that when a resident has
fallen, the resident is assessed and that a post-fall assessment is conducted using a clinically appropriate
assessment instrument that is specifically designed for falls, to be implemented voluntarily.

Issued on this 15th day of June, 2012

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