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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): January 22, 2013.
Resdient deceased in hospital January 13, 2013.

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, one RPN and PSW.

During the course of the inspection, the inspector(s) reviewed one resident
health record, home policies related to the nurse call system, resident
belongings, managing head injuries and falls, three internal incident reports, one
critical incident report, minutes to one staff meeting, one call bell detailed
activity report, two maintenance logs and one memo to nursing staff.

The following Inspection Protocols were used during this inspection:
Personal Support Services

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. 8. Policies, etc.,

to be followed, and records

Specifically failed fo comply with the following:

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 O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The home failed to ensure that the plan, policy, protocol, procedure, strategy or
system was complied with related to managing a head injury and the nurse call
system.

1. Review of the home's Fali Policy and health record for one resident confirmed a
neurological assessment was not initiated as required after a fall. Interview with staff
confirmed this finding.

2. Review of the home's Communication Systems policy and call bell detailed activity
report for one resident room confirmed on multiple occasions during November and
December, 2012, staff response to the call bell system was not rapid as required. The
report was reviewed and confirmed by personnel. [s. 8. (1) (b)]

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 related to ensuring compliance with any plan, policy,
protocol, procedure, strategy or system,, to be implemented voluntarily.

Issued on this 24th day of January, 2013

Signature of Inspector(s)l&gnature de 'inspecteur ou des inspecteurs

//Z/ ys ///Vé///fw
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