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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): January 28-29, 2014,

During the course of the inspection, the inspector(s) spoke with Acting
Administrator, Resident Care Coordinator and Coordinator Facilities
Engineering.

During the course of the inspection, the inspector(s) reviewed resident's clinical
records, critical incident report and home’s investigation. Observations took
place in resident home area related to resident care equipment.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Falls Prevention

Safe and Secure Home

Findings of Non-Compliance were found during this inspection.
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NON COMPLIANCE I NON

RESPECT DES EX!GENCES

gLegend

iWN — ertten Notlflcatlon TR
VPC = Voluntary Plan of Correction s
;DR—-rr Director Referral e

CO~ Compliance Order -
:WAO Work and Actlwty Order

e Legende :f: e
| r-:f_;_};_; N

WAO - Ordres : travaux et actmtes o

Av:s ecr;t SLE i
VPC Pfan de redressement volontalre
DR - Atgurllage au dtreoteur
~-Ordre de conformité .

éNon compllance with reqmrements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. :(A requirement
under the LTCHA includes the =
;requwements contained in the items Ilsted
in'the definition of “requirement under thIS
iAct“ in subsection 2(1) of the LTCHA )

fThe followmg constututes wntten :,iiﬁ'fﬁ:':fzrffiii-?f
notification of non-compliance under
;paragraph 1 of sectton 152 of the LTCHA

.:_.ti: de Ia LFSLD

Le non- respect des exigences de Ia LOE de§
12007 sur les foyers de soins de Iongue :
‘|durée (LFSLD) a été constaté. (Une -

: ﬂ exigence de la loi comprend les emgencesf

qui font partie des éléments énumérés -
dans la définition de « emgence prevue K
parila presente I0| », au paragraphe 2(1)

Ce qun smt constltue un aws ecnt de non-
“|respect aux termes du paragraphe 1 de
Iartlcle 152 de Ia LFSLD : .

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 15. Bed rails
Specifically failed to comply with the following:

s. 15. (1) Every licensee of a long-term care home shall ensure that where bed

rails are used,

(a) the resident is assessed and his or her bed system is evaluated in
accordance with evidence-based practices and, if there are none, in accordance
with prevailing practices, to minimize risk to the resident; O. Reg. 79/10, s. 15

(1).

(b) steps are taken to prevent resident entrapment, taking into consideration all
potential zones of entrapment; and O. Reg. 79/10, s. 15 (1).

(c) other safety issues related to the use

of bed rails are addressed, including

height and latch reliability. O. Reg. 79/10, s. 15 (1).
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Findings/Faits saillants.:

1. The licensee failed to ensure, where bed rails are used that the resident has been
assessed and his or her bed system evaluated in accordance with evidence-based
practices, and if there are none, in accordance with prevailing practices to minimize
risk to the resident when the following occurred:

A critical incident report was submitted by the home indicating that resident #01 was
found by a staff member.

During an interview the Coordinator of Resident Care confirmed that the resident’s
side rails were used as the resident was at high risk for falls.

Record review revealed the resident had not received a full assessment to determine
if their bed system (bed frame, mattress and bed rails) was appropriate for their
needs.

Existing assessment tools available to staff at the home are related to transfers and
overall mobility and not specifically geared to bed safety. Bed safety assessments
would require review of residents for sleep habits and patterns, the sleep environment,
mobility in bed, cognition, communication, continence, risk of falls, medication and
underlying medical conditions.

During an interview the Coordinator of Resident Care confirmed her expectation that
when bed rails are used the resident is assessed and his or her bed system evaluated
in accordance with evidence based practices, and if there are none, in accordance
with prevailing practices to minimize risk to the resident. [s. 15. (1) (a)]

2. January 28, 2014, the Coordinator Facilities Engineering provided documentation
that 36 of the beds on St. Mary's 1st floor were assessed December 5, 2013, to
determine compliance with Health Canada's Adult Hospital Beds: Patient Entrapment
Hazards, Side Rail Latching Reliability and Other Hazards 2008.

The entrapment zones, if not managed, become areas where bodily parts can become
lodged and trapped. The audit, identified 23 (63.8%) of the St Mary's 1st. floor beds
failed the bed entrapment zones between the rail and mattress. The home's air
mattresses automatically fail the zones of entrapment based on their design.

Since the audit, the home has not instituted any measures {o minimize or mitigate
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potential risk to the residents and have not conducted any clinical assessments of the
residents that currently sleep on failed beds to determine if the bed system they have
been provided is appropriate for their individual needs.

The management of the home met January 28, 2014, to determine plans to audit the
remaining beds as the Coordinator Facilities Engineering revealed he suspects that
63% of those beds will likely fail the zones of entrapment. Once those beds are
audited the home plans to outline specifically what will be instituted to mitigate risk to
residents who continue to sleep in beds that have identified safety risks.

During an interview, the Coordinator Facilities Engineering confirmed his expectation
that when bed rails are used, the resident be assessed and his or her bed system
evaluated and steps taken to prevent resident entrapment, taking into consideration all
potential zones of entrapment. [s. 15. (1) (b)]

Additional Required Actions:

CO # - 001, 002 will be served on the licensee. Refer to the “Order(s) of the
Inspector”.

Issued on this 14th day of February, 2014

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

Bonme, ﬂlaabwq(cf
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