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Licensee/Titulaire de permis

REVERA LONG TERM CARE INC.
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Long-Term Care Home/Foyer de soins de longue durée
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Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs

JANE CARRUTHERS {1 13) _NICOLE RANGER (189) :
SRS :;'In:spectlon SummaryIResume de I’lnspectuon L

The purpose of this mspection was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care,
Registered Staff, the Environmental Service Manager, and an identified Resident.

During the course of the inspection, the inspector(s) inspected the bed, reviewed maintenance requisition
books, the Preventative Maintenance Program, the Health and Safety Program, health records and the Fails

Policy.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Maintenance

Falls Prevention

Findings of Non-Compliance were found during this inspection.
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jDR = Dlrector Referral
CO~ Comphance Order -
;WAO = Work and Activi_ty 'Or_de_

Homes Act 200? (LTCHA) was faund (A requ:rementunder the
LTCHA inclides the requ1rements contamed in the ltems Ilsted nl
the definitich of "r i ‘Ac

-of the L HA )

WN #1 The Llcensee has failed to comply with LTCHA, 2007 S. 0 2007, c.8, s. 15 Accommodat:on services
Specifically failed to comply with the following subsections:

s. 15.{2) Every licensee of a long-term care home shall ensure that,

(a) the home, furnishings and equipment are kept clean and sanitary;

(b} each resident’s linen and personal clothing is collected, sorted, cleaned and delivered; and

(c) the home, furnishings and equipment are maintained in a safe condition and in a good state of repair. 2007,
8,s. 15 (2).

Findings/Faits saillants :

1. On January 11, 2012, an identified resident leaned on the bed rail to reach for the pull cord to turn off the over the
bed light. The bolt securing the bed rail was not tight. It did not secure the bed rail and when it was leaned on, it caused
the bed rail to separate from the bed and the identified Resident to fall to the floor. (section 15. (2) (c))

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 fo ensure that furnishings are
maintained in a safe condition and in a good state of repair. This plan is, to be implemented voluntarily.

WN #2: 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 subsections:

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,¢.8,s.6 (7).

Findings/Faits saillants :
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1. An identified Resident did not receive the required care as indicated in the care plan.

2. Plan of care for the identified resident indicates the following: "Resident is a medium risk for falls as evidence by
FRAT assessment score, impaired mobility, balance, gait - Bed is kept at lowest level and in locked position™.

3. On January 16th, 2012, the resident was found on the floor after sliding off the bed. The bed was not in the locked
position.

4. Post falls documentation completed by registered staff indicated interventions initiated to prevent recurrence is the
application of a bed alarm and chair alarm.

5. LTC Inspector observed no chair alarm in place on the resident's wheelchair on January 11 and 12, 2012.

6. There was no documentation regarding the chair and bed alarm. Plan of care was updated by reqgistered staff after
LTC Inspectar reviewed with registered stafi.

7. The Plan of Care for the identified resident indicates the following: "call bell/light cord is within reach”. The resident
confirmed that the light cord was not within reach on January 11,2012 causing the resident to reach over the loose bed

rail and fall out of bed.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that the care set out in the
plan of care is provided to the resident as specified in the plan. This plan is, to be implemented voluntarily.

Issued on this 5th day of March, 2012

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