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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): September 19, 20, 23,
24, 25, 2013

This inspection was conducted concurrently with 2 complaint inspections H-
000185-13 and H-000464-13 (linked to CIS H000421-13). Areas of non-compliance
‘related to s.6(7)for this Critical Incident (Cl) inspection are not included in this
report. They are included in Inspection report 2013-214146-0050 for H-000464-13.

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care (DOC), Resident Assessment Instrument (RAI)
back-up, registered staff, Personal Support Workers (PSW)and residents.

During the course of the inspection, the inspector(s) reviewed policy and
procedures related to falls management, resident health records and observed
residents in the home 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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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 49. Falls
prevention and management

Specifically failed to comply with the following:

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. Reg. 79/10, s. 49 (2).

Findings/Faits saillants :
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1. The licensee did not ensure that, when a resident had fallen, the resident was
assessed using the home's clinically appropriate assessment instrument as required
by the home.

(a) Resident #001 had falls which required the use of the home's tool called Clinical
Monitoring Record to assess for head injury. The tool directs the staff to monitor
neurovital signs, do pain assessments and monitor for changes in behaviour every
hour for four hours, then every eight hours for 72 hours.

In July 2013 the resident fell. The assessments were done at the time of the fall and
not again for four hours.

in August 2013, resident #001 had another fall and the vitals were started at the time
of the fall and not again for three hours.

In September 2013, resident #001 had another fall and the vitals were done at the
time of the fall and not again for four hours.

On these occasions, the resident was not assessed every hour for the first four hours.
This information was confirmed by the registered staff and the DOC. [s. 49. (2)]

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, when a resident has fallen, the resident is
assessed and that where conditions or circumstances of the resident require, 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 2nd day of October, 2013

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