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128, 31, Nov, Dec 22 2011:Jan 8, 5514_070141_0038 Critical Incident

Licensee/Titulaire de permis

RYKKA CARE CENTRES LP
50 SAMOR ROAD, SUITE 205 TORONTQ, ON, MBA-1J6

Long-Term Care Home/Foyer de scins de longue durée

COOKSVILLE CARE CENTRE
55 THE QUEENSWAY WEST. MISSISSAUGA, ON, L5B-1B5

Name of Inspector(s)/Nom de F'inspecteur ou des inspecteurs
SHARLEE MCNALLY (141)

The purpose of this inspection was to conduct a Critical‘lncident inspection.
During the course of the inspection, the inspector(s) spoke with the Administrator, Birectors of Care, registered
nursing staff. .

During the course of the inspection, the inspector(s) reviewed the resident records,and the licensee policy and
procedure for falls management.

Inspection 2011-071159-0022 for H-001922-11 was conducted simultanecusly with inspection 2011-070141-0038
for H-002118-11. Please refer to inspection report of 2011-071159-0022 for H-001922-11 for the written
notification related to 0.Reg79/10 s. 8(1)(b) and 6{10}(b)which includes finding for this inspection.

The fo]loWing Inspection Protocols were used during this inspection:
Falis Prevention ‘

Personal Support Services

Findings of Non-Compliance were found during this inspection.

_ NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 24, 24-hour admission care plan
Specifically failed to comply with the following subsections:

s. 24. (2) The care plan must identify the resident and must include; at a minimum, the following with respect to
the resident:

1. Any risks the resident may pose to himself or herself including any risk of falling, and interventions to
mitigate those risks.

2, Any risks the resident may pose to others, includmg any potent:al behavioural triggers, and safety measures
to mitigate those risks.,

3. The type and level of assistance required relating to activities of daily living.

4. Customary routines and comfort requirements.

5. Drugs and treatments required.

6. Known health conditions, including allergies and other conditions of which the licensee should be aware
upon admission, including inferventions.

7. 8Kin condition, including interventions. :

8. Diet orders, including food texture, fluid consistencies and food restrictions. O. Reg. 79/10, s. 24 (2).

Findings/Faits saillants ;

1. The licensee did not ensure that a 24-hour care plan included risks the resident may pose, including any risks of
falling, and interventions to mitigate those risks, for an identified resident. The resident was admitted to the home in
2011. The 24 hour care plan did not identify risks and interventions to mitigate those risks for the resident related to falls,
The resident had a history of falls prior to admission. The resident fell 3 days post admission resulting in injury. 5.24(2)1

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2) the licensee Is hereby
requested fo prepare a written plan of correction for achieving compliance to ensure that a 24-hour admission

care plan is developed for each resident and includes at a minimum any risks the resident may pose to himself
or herself, including any risk of falling, and interventions fo mitigate those risks, to be implemented voluntarily.

Issued on this 1st day of February, 2012
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