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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):'» May 14, 2013
During the course of the inspection, the inspector(s) spoke with the

Administrator, the Director of Care, a Nurse Manager, 1 Registered Practical
Nurse and 2 Personal Support Workers

During the course of the inspection, the inspector(s) reviewed identified policies
and procedures, relevant resident's plan of care and made observations of
resident care

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

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

_gL”gende -
WN— ertten Notlficatlon A T WN-~ Aws éorit . o o
VPC - Voluntary Plan of: Cor_re_c_tion VPC ~ Plan de redressement volontazre
DR — Director Referral. . = - o DR - Aiguillage au dlrecteur
CO- . Compliance Order - |CO =i Ordre de conformité
WAO - Work and Activity Order . .~ 'WAQ_ Ordres travaux et actwntes

Page 2 ofide 5



Ministry of Health and

Long-Term Care

;»—
1/’ Ontario

the Long-Term Care
Homes Act, 2007

Non compllance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requrrement
under the LTCHA includes the 3 :
requrrements contarned in the ;tems i[sted
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

Thé following Cdris.trtuté"s'Wrrttégﬁ ER
notification of non-compliance under -
paragraph 1 of section 152 of the LTCHA

Inspection Report under

Ministere de la Santé et des
Soins de longue durée

Rapport d’inspection sous la

Loi de 2007 sur les foyers de
soins de longue durée

dans Ea defm;tron de « exrgence prevue '

lparla presente Ior »,au paragraphe 2(1)

de Ia LFSLD

Ce qur su1t constttue un avis écrit de non- :
-~ {respect aux termes du paragraphe 1 de

I artrcle 152 de la LFSLD

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. (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 did not ensure that the care set out in the plan of care was provided to

the resident as specified in the plan.

A resident's care plan indicated resident safety check every shift.

This documentation was not completed.[s.

6. (7)]

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:

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 pian, 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 :

1. The licensee did not ensure that the Fall Interventions Risk Management Program
(LTC-E-60) and Fall Prevention & Harm Reduction Strategies were complied with.

The Fall Interventions Risk Management Program included the following:

a) The nurse will complete a Falls Risk Assessment Tool (FRAT) within 24 hours of
the resident's admission and documented on the care plan. The FRAT may be
repeated as required as per change in resident condition.

A resident did not have a Fall Risk Assessment Tool completed since admission. The
Director of Care confirmed that a Falls Risk Assessment Tool should have been
completed on admission and following a fall.

2. The licensee did not ensure that the Pain Assessment and Symptom Management
Policy (LTC-E-80) was complied with.

The Pain Assessment and Symptom Management Policy includes:
a} If pain is identified on admission, or the resident has a diagnosis which could resuit

in pain, and/or is receiving regular pain medication, a pain monitoring tool would be
initiated for a minimum of 72 hours.

A resident did not have a pain monitoring tool completed following a change in
condition. The Director of Care confirmed that a formal pain assessment tool should
have been completed and was not. [s. 8. (1)]
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Issued on this

15th day of May, 2013
Signatr f lnspecto(sSinaturedI’inspecteur ou des inspecteur |

Ahonda /M@/j
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