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INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): January 29-31, 2024 and
February 1, 2,5, and 6, 2024

The following intake(s) were inspected:
e Intake: #00097096 /Critical Incident (Cl) #2717-000022-23 Fall of resident,
resulting in injury
e Intake: #00101404 / CI #2717-000025-23 - Fall of resident, resulting in
injury
o Intake: #00103643 - Cl #2717-000026-23 - alleged
Improper/Iincompetent treatment of resident
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The following Inspection Protocols were used during this inspection:

Infection Prevention and Control
Falls Prevention and Management

INSPECTION RESULTS

WRITTEN NOTIFICATION: Duty of licensee to comply with plan

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: FLTCA, 2021, s. 6 (7)

Plan of care

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.

The licensee has failed to ensure that the care set out in the plan of care for a
resident, related to bed mobility, was provided to them, as specified in the plan.

Rationale and Summary
On a specified day in December, 2023, a resident was being repositioned in bed,
when they sustained a fall with injury.

A review of the resident's care plan and kardex, indicated two staff are required for
all bed mobility.
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During an review of the resident’s progress notes, it was documented that one staff
member was present during care being provided.

During interviews with staff and Administrator, it was confirmed that the resident
required two staff for all bed mobility and care, and only one staff member was
present at the time of the incident. It was confirmed that the care for the resident
was not provided to them, as specified in the plan.

When the plan of care for the resident, related to bed mobility, was not complied
with, as specified in the plan, injury occurred.

Sources: Resident's electronic care plan, kardex, and progress notes. Interviews with
staff and Administrator #101. [741726]
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