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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): January 2 & 3, 2014

During the course of the inspection, the inspector(s) spoke with Director of Care,
two Registered Staff and two Personal Support Workers.

During the course of the inspection, the inspector(s) reviewed critical incident
reports, home's internal investigation report, clinical records, falls prevention
policy and procedure, observation of residents and resident care areas.

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

Findings of Non-Compliance were found during this inspection.
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notification of non. ;7,mphance under ~ |respect aux termes d
paragraph ectlon 152 of the LTCI— A. |larticle 152;de Ia LFSL
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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. (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,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007, c. 8, s. 6 (1).

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 licensee failed to ensure that there was a plan of care for Resident #1 that sets
out clear directions to staff and others who provide direct care to the Resident.

Care plan for Resident did not state clear direction for the level of assistance needed
with mobility.

2. The above information was confirmed by Director of Care. [s. 6. (1) (c)]

3. The Licensee failed to ensure that the care set out in the plan of care was provided
to Resident #2 as specified in the plan as evidenced by:

a) care plan stated safety measures while in bed. During observation it was noted
that safety measures were not in place while resident was in bed.

b) Staff Interview confirmed that Resident should have safety measure in place when
in bed. Staff stated that bed rails should be up as specified in care plan but care plan
did not reference to that. [s. 6. (7)]
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Issued on this 14th day of January, 2014

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

LT A/ASSER
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